Worcester Department of Public Health

Foodborne lliness Complaint Worksheet

Please Complete and Send or Fax to: Questions? Call:
Date: / / Worcester DPH Worcester DPH: 508-799-8539
25 Meade St
Worcester, MA 01610 FAX: 508-799-8572

Person Completing Information
Name: a:( ) -

llIness Information

# Personsiill: Symptoms: (mark if reported for anyone):

[ Diarrhea 0 Vomiting O Nausea 0 Abdominal cramps

O Fever [ Bloody stool [ Headache [0 Muscle aches

[ Chills [ Loss of appetite O Fatigue [ Dizziness

O Burning in mouth [ Other symptoms:
Onset: ng'éifl‘ié's‘tmwm"""[')'é't'e':' .......... oo TR e ey AR R

! Latest (if > 2ill) Date: / / Time: ; OamOpPm
Duration:  LJLessthan 24 Hours L1 '24-48 Hours LI More than 48 Hours L Ongoing L Unknown
Il Persons: Age
Name Address/Town a (yrs) Occupation Med. Provider/ @

1| [CJsame as reporter (above)
2
3
4

Medical attention received (by anyone)? O Yes OO No O Unknown — If Yes, specify above: T
Stool specimens submitted (by anyone)? O Yes O No O Unknown — To SLI'*? O Yes ONo O Unknown

Medical diagnosis reported?

Food History

— Obtain history back 72 hours prior to symptoms, or, if organism identified, b/n min and max incubation periods (see p.2)

— If > 2ill, follow above time frame for common meals (foods) only

# Restaurant / store where
Date & Time® Exp® Food(s) consumed purchased (name, town) Place consumed
s [JSame (as left) [JHome
0L [ Other (specify):
Op
! State Laboratory Institute, 305 South St., Jamaica Plain, MA, 02130:  617-522-3700 Sept 2005

2 Always record Time if possible; otherwise, choose B=breakfast, L=lunch, D=dinner *Total # persons (both ill and well) who consumed indicated food(s)
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Food History (continued)

# Restaurant / store where
Date & Tim_e2 Exp> Food(s) consumed purchased (hame, town) _Place consumed

s [1Same (as left) []JHome
OL [ Other (specify):

b

s [JSame (as lefty [JHome
Ou [ Other (specify):

b

s [JSame (as left) [JHome
L [ other (specify):

b

s [ISame (as left) [JHome
L [JOther (specify):

b

Os [JSame (as left) [JHome
0L [JOther (specify):

(s

Notes

Food Testing
Food(s) available for testing? O Yes DONo [OUnknown — SenttoSLI'*? O Yes O No O Unknown
— If Yes, specify food(s) & sources:

Product and Manufacturer Information for Commercially-Processed Food(s)

Product name: Codel/lot #
Expiration date: / / Package sizeltype:

Manufacturer: a:( ) -
Address:

Submit Form Via Email

Print Form

! State Laboratory Institute, 305 South St., Jamaica Plain, MA, 02130:  617-522-3700 Sept 2005
2 Always record Time if possible; otherwise, choose B=breakfast, L=lunch, D=dinner *Total # persons (both ill and well) who consumed indicated food(s)
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