



	NC EDSS EVENT ID: 
	D Outside county but within NC  County: 
	D Out of state StateTerritory: 
	D Out of USA Country: 
	Medication: 
	Medication_2: 
	Duration: 
	Duration_2: 
	Specimen DateRow1: 
	SpecimenRow1: 
	Specimen SourceRow1: 
	Type of TestRow1: 
	Test ResultsRow1: 
	Description commentsRow1: 
	Result DateRow1: 
	Lab NameCityStateRow1: 
	Specimen DateRow2: 
	SpecimenRow2: 
	Specimen SourceRow2: 
	Type of TestRow2: 
	Test ResultsRow2: 
	Description commentsRow2: 
	Result DateRow2: 
	Lab NameCityStateRow2: 
	Specimen DateRow3: 
	SpecimenRow3: 
	Specimen SourceRow3: 
	Type of TestRow3: 
	Test ResultsRow3: 
	Description commentsRow3: 
	Result DateRow3: 
	Lab NameCityStateRow3: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Name of Disease: 
	Relevant Findings: Please complete the NC Disease Report Form by typing in all responses on a computer using Adobe Acrobat Reader. Please make sure to complete the entire form, but especially everything that is highlighted in yellow, including treatment. Once completed, send it to the Wake County Communicable Disease Program via email or fax. Email: hscdprogram@wakegov.comFax: 919-212-9291
	Last: 
	First: 
	Suffix: 
	Alias: 
	Maiden: 
	Middle: 
	Birthdate: 
	Parent or Guardian: 
	Medical Record Number: 
	Patient's Street Address: 
	City: 
	State: 
	Zip: 
	County: 
	Age: 
	Date: 
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box13: Off
	Check Box14: Off
	Check Box23: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box12: Off
	Check Box15: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Dosage: 
	Dosage 2: 
	1 Date patient treated: 
	Syptoms: 
	Contact PersonTitle: 
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	2 Date patient treated: 
	3 Date patient treated: 
	specify index case: 
	Initial Date of Report: 
	Name of facility: 
	Address of facility: 
	1 Address of facility: 
	Reporting Practice: 
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Health Care Provider: 
	Contact PersonTitle 2: 
	Reporting Phone contact: 
	Reporting Phone Fax: 
	Provider Phone: 
	Provider Fax: 
	Patient's Phone Number: 


