COVID-19 CASE INVESTIGATION FORM 
_______________________________________ Name ______________________________________________ DOB___________  Race___________________  Ethnicity_______________
Address ____________________________________________________________
Phone Number ______________________________________________________
M     F       Oth                MDSS Investigation ID ______________________________ 
Date of Positive Test________ Date Collected_______ Laboratory_____________ 
If child, Parent/Guardian Information: ___________________________________
Occupation/Place of Employment/School/LTC or Senior facility ______________________________________________________________________________________________________________________________________ 
Last Date at school/work______________________________________________ 
Phone #/Contact info/Address of Employer/School/LTC or Senior facility
__________________________________________________________________
Inpatient / Outpatient (circle one) 
Date of admission/outpatient visit_____________ Discharge Date_____________ 
Name of Hospital/Clinic_______________________________________________
ICU?   Yes    No     │     Symptoms present during course of illness?   Yes    No   
Isolated in hospital?   Yes    No     (Start date: __________  End date: __________)
Intubated?   Yes    No   │   ECMO?   Yes    No   │   Died?   Yes    No   (Date: _______)




Symptom Onset Date ______________ 
Clinical Information:
Fever?   Yes    No   If yes, highest temp: ______°  F or C   │   Chills/rigors:   Yes    No   
Muscle aches/myalgia?   Yes    No   │   Runny nose?   Yes    No   │  Sore throat?   Yes    No
Cough?   Yes    No   │   Shortness of breath?   Yes    No   │   Nausea/vomiting?   Yes    No  Headaches?   Yes    No   │   Abdominal pain?   Yes    No   │   Diarrhea?   Yes    No   Fatigue/Lethargy/Weakness?   Yes    No   │   Congestion?   Yes    No   
Encephalopathy/Encephalitis?   Yes    No   │   Pneumonia?   Yes    No   If yes, X-ray?
Seizure?   Yes    No   │   MODS?   Yes    No   │   ARDS?   Yes    No   │   Sepsis?   Yes    No  
Other ____________________________________________________________
 
Epidemiologic Information:
Heath care worker in US?   Yes    No   If yes, where? ______   
Healthcare contact w/ COVID-19 case?    Yes    No   Unk
Household contact w/ COVID-19 case?    Yes    No   Unk
Community contact w/ COVID-19 case?    Yes    No  Unk
Travel to mainland China?   Yes    No   If yes, dates of arrival/departure: _____________
Travel to other non-U.S. country?   Yes    No   
If yes, where & arrival/departure dates: _______________________________________
Travel to states and U.S. cities outside of Michigan?   Yes    No   
If yes, where & arrival/departure dates: _______________________________________
Travel within Michigan?   Yes    No   
If yes, where & arrival/departure dates: _______________________________________





Pre-existing conditions:
Asthma?   Y   N   │  CV Disease?   Y   N │  Cancer?   Y   N  │  Chronic Lung Disease?   Y   N   
Diabetes?    Y   N   │  Neurologic Disease?   Y   N   │  Chronic Liver Disease?    Y   N   
Chronic Renal Disease?    Y   N   │ Other Immunosuppressive/chronic condition?    Y   N   
If yes, specify condition(s): __________________________________________________

Was patient receiving any medications when illness started?
Aspirin?   Y   N   │  Chemotherapy?   Y   N   │  Radiation therapy?   Y   N   
Systemic steroids? (not inhaled)   Y   N   │  Immunosuppressive meds?   Y   N   
If female, was patient pregnant at time of illness?   Y   N   If yes, gestational age: ______
Current smoker?   Y   N   │  Former smoker?   Y   N   
Current vape user?   Y   N   │  Former vape user?   Y   N   


Close contacts:
Name: _____________________________________
Age: ______  Onset date: ____________  Relation: ___________
Flu-like symptoms?   Yes    No   │   Quarantined?   Yes    No   
Contact information: Phone ________________  Address/City: _______________

Name: _____________________________________
Age: ______  Onset date: ____________  Relation: ___________
Flu-like symptoms?   Yes    No   │   Quarantined?   Yes    No   
Contact information: Phone ________________  Address/City: _______________


Name: _____________________________________
Age: ______  Onset date: ____________  Relation: ___________
Flu-like symptoms?   Yes    No   │   Quarantined?   Yes    No   
Contact information: Phone ________________  Address/City: _______________

Name: _____________________________________
Age: ______  Onset date: ____________  Relation: ___________
Flu-like symptoms?   Yes    No   │   Quarantined?   Yes    No   
Contact information: Phone ________________  Address/City: _______________


Name of person interviewed: _______________________________
Relationship to patient: _____________   Date of interview: ____________
Submitted by: _____________________   Date: ____________ Ph: 248-858-1286

NOTES:
