
NJDOH Q FEVER INVESTIGATION WORKSHEET   MR #: ____________ CDRSS #: ____________ 

Demographics 

Patient Last Name    First Name  DOB:  

____  / ____ / ____ 

Phone number 

Address City Municipality 

Ethnicity 
 Hispanic   

   Non-Hispanic 
 Unknown 

Race 
White    Black    Asian   Pacific Islander    American Indian or Alaskan Native  

 Unknown  

Occupation  
   Veterinarian   
   Dairy        
   Wool or felt plant      
   Laboratory worker   
   Live in a household with a person occupationally related 
   Other, specify _________________________________ 

   Rancher  
   Tannery or rendering plant   
   Slaughterhouse worker  
   Animal research 
   Medical research 

Physician and Facility Information 
Treating physician 
Name: _______________________________________________ 

Address: _____________________________________________ 

Phone:   ______________________ Fax: ___________________ 
Email: _______________________________________________ 

Facility (if hospitalized) 
Name of facility: ________________________________________ 

Date of admission: ___ /___ /_____ 

Date of discharge: ___ /___ /_____ 
Dad patient die due to this illness?     Yes           No            Unk 

Date of death:  ___ /___ /_____ 

Clinical Status 

Sign/Symptom Response Onset Additional required information 

Abdominal pain Yes    No     Unk ___ /___ /_____ 

Chills Yes    No     Unk ___ /___ /_____ 

Cough Yes    No     Unk ___ /___ /_____ 

Difficulty breathing Yes    No     Unk ___ /___ /_____ 

Endocarditis Yes    No     Unk ___ /___ /_____ Describe: 

Fever Yes    No     Unk ___ /___ /_____ Tmax: ________F 

Hepatitis Yes    No     Unk ___ /___ /_____ 

Liver enlargement Yes    No     Unk ___ /___ /_____ 

Malaise Yes    No     Unk ___ /___ /_____ 

Myalgia Yes    No     Unk ___ /___ /_____ 

Nausea Yes    No     Unk ___ /___ /_____ 

Osteomyelitis Yes    No     Unk ___ /___ /_____ 

Pneumonia Yes    No     Unk ___ /___ /_____ Describe: 

Rash Yes    No     Unk ___ /___ /_____ Describe: 
Severe retrobulbar 
headache Yes    No     Unk ___ /___ /_____ 

Spleen enlargement Yes    No     Unk ___ /___ /_____ 

Sweats (night) Yes    No     Unk ___ /___ /_____ 

Thrombocytopenia Yes    No     Unk ___ /___ /_____ 
Additional signs/symptoms: Alternate Diagnosis: 

Jan. 2021



Has this infection of Q Fever persisted more than 6 months?                Yes           No            Unk 

Any pre-existing medical conditions?  
 

Immunocompromised  
    specify condition(s)____________________________ 
Valvular heart disease or vascular graft             

 

 
Pregnancy 

Other specify___________________________________              

Unknown 

 
Risk factors 
In the 2 months prior to illness onset, did the patient have a tick bite? 
 
               Yes               No                Unk              Date of bite:  ___ /___ /_____ 
 In the 2 months prior to illness onset, did the patient work on or visit a farm? 
 
                Works on a farm                              Visited a farm                Did not work on or visit a farm            Unknown 
 

Address and date(s) of visit: 

Select responses for any animal contact within 2 months of illness onset? 
Animal Response Date of first contact Date of last contact Location 

Cattle 
 

Yes               No                Unk    
Sheep 
 

Yes               No                Unk    
Goats 
 

Yes               No                Unk    
Pigeons Yes               No                Unk    
Cats Yes               No                Unk    
Rabbits Yes               No                Unk    
Other:    
In the 2 months prior to illness onset, did the patient have an 
exposure to birthing animals? 
  Yes, specify animal(s)  ____________________________  

       First exposure: _____  / _____ / _____        

       Last exposure: _____  / _____ / _____        

            
  No                          Unknown   

 

In the 2 months prior to illness onset, did the patient consume 
unpasteurized milk/milk products? 
  Yes        
             Type of milk product    ____________________________ 
             Name of milk product  ____________________________ 
             Where was the milk product purchased? ______________ 
             Date of first consumption: _____  / _____ / _____        
             Date of last consumption: _____  / _____ / _____        
  No                          Unknown   

 In the 12 months prior to illness onset, did the patient travel 
outside of New Jersey?  
  Yes         
            Location: _______________________________________ 
            Date of arrival:         _____ / _____ / _____ 
            Date of departure:   _____ / _____ / _____ 
 
  No                          Unknown   

In the 12 months prior to illness onset, did the patient have 
other family members with similar illness? 
  Yes  Date(s) of contact: ___  / ____ / ____ to   ___  / ____ / ___  
                                    
  No                          Unknown   

 

Case Notes 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 


	MR: 
	CDRSS: 
	undefined: 
	undefined_2: 
	undefined_3: 
	Address: 
	City: 
	Municipality: 
	Other specify: 
	Name: 
	Name of facility: 
	Address_2: 
	undefined_4: 
	Phone: 
	Fax: 
	undefined_5: 
	Email: 
	undefined_6: 
	undefined_7: 
	Additional required information: 
	undefined_8: 
	Additional required information_2: 
	undefined_9: 
	Additional required information_3: 
	undefined_10: 
	Additional required information_4: 
	undefined_11: 
	Describe: 
	undefined_12: 
	Tmax: 
	undefined_13: 
	Tmax F: 
	undefined_14: 
	Tmax F_2: 
	undefined_15: 
	Tmax F_3: 
	undefined_16: 
	Tmax F_4: 
	undefined_17: 
	Tmax F_5: 
	undefined_18: 
	Tmax F_6: 
	undefined_19: 
	Describe_2: 
	undefined_20: 
	undefined_21: 
	Describe_3: 
	undefined_22: 
	Describe_4: 
	undefined_23: 
	Describe_5: 
	undefined_24: 
	Describe_6: 
	Additional signssymptoms: 
	Alternate Diagnosis: 
	specify conditions: 
	Other specify_2: 
	undefined_25: 
	Yes No Unk: 
	Yes No Unk_2: 
	Yes No Unk_3: 
	Yes No Unk_4: 
	Yes No Unk_5: 
	Yes No Unk_6: 
	Other: 
	Yes specify animals: 
	First exposure: 
	undefined_26: 
	undefined_27: 
	Type of milk product: 
	Last exposure: 
	undefined_28: 
	undefined_29: 
	Name of milk product: 
	Where was the milk product purchased: 
	Date of first consumption: 
	undefined_30: 
	undefined_31: 
	on: 
	undefined_32: 
	undefined_33: 
	Location: 
	Date of departure: 
	undefined_36: 
	undefined_37: 
	Case NotesRow1: 
	Phone number: 
	Patient Last Name First Name: 
	Group1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text60: 
	Text61: 
	Text62: 
	Group2: Off
	Group3: Off
	Group4: Off
	Group5: Off
	Group6: Off
	Group7: Off
	Group8: Off
	Group9: Off
	Group10: Off
	Group11: Off
	Group12: Off
	Group13: Off
	Group14: Off
	Group15: Off
	Group16: Off
	Group17: Off
	Group18: Off
	Group19: Off
	Group20: Off
	Group21: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Group22: Off
	Text68: 
	Text69: 
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Text74: 
	Group23: Off
	Text75: 
	Text76: 
	Group24: Off
	Text77: 
	Text78: 
	Group25: Off
	Text79: 
	Text80: 
	Group26: Off
	Text81: 
	Text82: 
	Group27: Off
	Text83: 
	Text84: 
	Group28: Off
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Group29: Off
	Group30: Off
	Group31: Off
	Group32: Off
	Date of arrival: 
	undefined_34: 
	undefined_35: 
	100: 
	101: 
	102: 
	103: 
	104: 
	105: 


