Saskatchewan %‘ Animal Bite Investigation Form

Shaded areas are mandatoryforreporting to Saskatchewan Ministry of Health
[Indicates field in iPHIS]
Please use yyyy/mm/dd for all dates

Date:

Client Information

Victim’s Name: O Male DOB:
PHN: O Female | Age:
Parent/Guardian (if victimis a minor): Phonenumber: H:
W:
Mailing Address: Postal Code: FirstNation:
Attending Physicianor Primary Care Nurse: Attending Physician/Nurse Datefirstattended by
Phone number: Physician:
Previously immunized for Rabies: Yes 0 Unknown[d No[J Dateimmunization completed:

Incident & Initial Assessment

Date of Exposure: Unigue Animal ID Number:!

Place of Exposure: Name of town/city (if within city limits) ORRM (rural) OR First Nations Community:

Type of Exposure:2 Bite[d Scratch[d Salivaonintactskin[d Salivaon existinglesion[d0 Salivaon mucous membranes [
Occupational - Bite[d Occupational-Scratchd Occupational -Salivaonintactskind

Occupational - Saliva on existing lesion[d Occupational - Salivaon mucous membranes ]

No known contact[d Other [, specify:

Type of attack: Provokedd Unprovokedd Unknown[d

Wound Location: Head/Neckd Faced ArmO Hand/Fingerd Torsod LegOd Foot/Toed Mucosad Unknown[d
Other [, specify:

Animal Species: Dog[l] Cat[d Bat[d Cow[d Horse[d Skunk[d Racoon[d Hog[l Fox[
Other O, specify:

Animal Type: Pet(indoor)d Pet(outdoor)d Pet(indoor/outdoor)0 OutdoorFarmAnimald WildO Strayd Unknown[
Animal healthyattimeofincident: Yes[O Unknown[d No[l

Symptoms:

Historyof Incident/Exposure:

! This isa unique animalidentifierthatshould be used in each casereport on i PHIS thatinvolves the same animal in the following
format: <health region 3-4letter acronym>-<four digit calendaryear>-<R to indicate Rabies>-<three digit sequential number
beginning at 001> (e.g. SCHR-2007-R-001. Thisisto bedocumentediniPHISinthe “Animal Services Incident Number” field.

2 Occupational exposures are when the person is exposed through performing job duties (i.e. a mail carrier bitten would notbean
occupational exposure, however a veterinarian handling a sick animal would be).
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Animal Vaccinated: No[d Unknown[ Yes [, please provide details/dates:

Veterinarian: Vet Phone number:
Owner Name: Address: Phone Number
H:
W:
ObservationFollowing Exposure: No[d Yes [0 Where? | Date Observation Completed:

Animal Retention Result: Becameilld Releasedd Naturaldeath[d Destroyed [0 Escaped ]

Brain Sentfor Testing? Yes[0 Datesent: NoO Whynot?

Primary LabResults: Positive[] Negative[d FinalLab Results: Positive[] Negative[]

Immunization Recommendation

Tetanus Indicated? Yes 0 No[O
Administered? Yes [0 Date: No O Whynot?

Rabies Immune Globulin & Vaccine:

Recommended [0 Notrecommended [0 Unknown atthistime[d |f recommended, completeimmunization record (below)

Datereceived: Date MHO Review: Datesentto CFIA:

Immunization Information

RIG Dosage: [20 1U/kg X Weightin kg ] = mL
[vaccine U concentration/mL]

Date: Site(s)/Amount (ml) Administered by:

Prior toinitiation of Rabies Post Exposure Prophylaxis, all persons must be screened for immunosuppressive disorders which may
include: e Asplenia; e Congenital immunodeficienciesinvolvingany part of the immune system; e Human immunodeficiency virus infection (HIV);
e Immunosuppressive therapy; e Haematopoietic stem cell transplant (HSCT) recipient; e Islet cell transplant (candidate or recipient); ® Solid organ
transplant (candidate or recipient); e Chronic kidney disease; ® Chronic liver disease including hepatitisBand C; and e Malignant neoplasms
including leukemia andlymphoma. (http://www.ehealthsask.ca/services/manuals/Documents/sim-chapter7.pdf). Consultation withthe MHO
should be done in case of any significant illness or for clarification if a candidate for rabies vaccine may be immunosuppressed
due to the clinical condition or therapy.

Vaccine Series Date Administered by .
If series notcompleted, why not?
1% Dose O Animal well after observation
period
Day3 O Animal results negative
O Victim previouslyimmunized
R O Victimrefused further doses
Day 14 O Lostto follow-up
O Referred out of province
Day28* [0 Other
Remarks (e.g.vaccinereactions):
*Only required for immunocompromised i ndividuals
RETURN COMPLETED FORM TO REGIONAL MHO
Health Region/Authority:
Reported by:
Job Designation:
Phone: Fax:
MHO or Designate Signature: Date:
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http://www.ehealthsask.ca/services/manuals/Documents/sim-chapter7.pdf
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