
Physician Reporting Form for West Nile Virus 

Report to public health within 48 hours if the criteria in Section C or D apply.
SECTION A.  PATIENT INFORMATION
Health card number (PHN):  __ __ __   __ __ __  ___ __ __

Last name:  _____________________________  First name:  __________________________
DOB: ______/____/____ (yyyy/mm/dd)     Phone: (_____) ____________________
Address: ___________________________________________________________________

SECTION B.  EVIDENCE OF INFECTION
Laboratory evidence of West Nile Virus infection? 

( No (Yes
Indicate onset date for first sign/symptom:  ______/____/____ (yyyy/mm/dd)

Symptoms:  _________________________________________

SECTION C.  BLOOD/TISSUE DONOR OR RECIPIENT

Has this individual received a blood transfusion/blood product in the 8 weeks prior to onset of symptoms?

( No  ( Yes

Has this individual donated blood in the 2 weeks prior to the onset of their symptoms?

( No  ( Yes

Has this individual received a tissue in the 8 weeks prior to the onset of their symptoms?




( No  ( Yes
SECTION D.  NEUROINVASIVE DISEASE
Check the appropriate manifestation of West Nile Neuroinvasive Disease: 

( Meningitis

( Encephalitis
( Acute Flaccid paralysis 

( Other acute signs of central or peripheral neurologic dysfunction
Hospitalized?
( No  (Yes 

Where:_________________________________________

Deceased?  
( No  ( Yes

Date of Death:  ______/____/____ (yyyy/mm/dd)

Has a more likely explanation of illness has been ruled out (i.e. stroke)?  
( No  (Yes

	
	
	
	
	

	Physician (Please print or stamp)
	
	Phone number
	
	Date (yyyy/mm/dd)


Fax the completed form back to <health region confidential fax number goes here>
An electronic version of the form can be obtained http://www.ehealthsask.ca/services/manuals/Documents/4-150-WNV-Physician-Reporting-Form.doc  
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