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FOODBORNE DISEASE REPORT 
INDIVIDUAL CASE HISTORY 
 
DATE: _____________ 
 

NAME: ____________________________________ ADDRESS: ______________________________________________ 
 
AGE: _______ SEX: _______  PHONE #: ________________________ EMAIL: _______________________________________ 
 

SYMPTOMS YES NO DON’T KNOW 
CRAMPS    
DIARRHEA    
BLOODY DIARRHEA    
NAUSEA    
VOMITTING    
HEADACHE    
BODY ACHES    
CHILLS    
FEVER    

 
 

OTHER (SPECIFY): _________________________________________________________________________________________ 
 
 
WHEN DID YOUR FIRST SYMPTOM BEGIN?       DATE: _______________ TIME: _____________ 

WHEN DID YOU EAT THE SUSPECT MEAL?        DATE: _______________ TIME: _____________ 

WHEN DID YOU FEEL BETTER?      DATE: _______________ TIME: _____________ DURATION: _______HRS 

WAS A PHYSICIAN OR HOSPITAL CONSULTED?  YES     NO    (CIRCLE) 

PHYSICIAN OR HOSPITAL NAME: ______________________________________________________________ 

WERE YOU HOSPITALIZED:  YES      NO   (CIRCLE) 

WAS ANY STOOL SAMPLE TAKEN FOR TESTING?    YES     NO   (CIRCLE) 

PLACE OF EATING SUSPECT MEAL: ___________________________________________________________ 

WHAT DID YOU EAT AND DRINK (SUSPECT MEAL): ________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 
 

NUMBER OF PERSONS IN HOUSEHOLD WHO DID NOT EAT SUSPECT MEAL: _____________ 

OF THESE NUMBER DID ANYONE IN HOUSEHOLD WITH SIMILAR SYMPTOMS AFTER THE CASE: YES  NO 

DATE(S) & TIME(S) OF ONSET: _________________________________________________________________________ 

DO YOU HAVE ANY LEFTOVER FROM THE SUSPECT MEAL?    YES     NO 
PLEASE USE CONT. FORM FOR OTHERS MEALS EATEN PRIOR OR BEFORE SUSPECT MEAL: 
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SUSPECTED FOOD SERVICE NAME & ADDRESS 

_________________________________
_________________________________
_________________________________
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