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Confidential – for public health use only

Outbreak Name: ___________________________
CATERED FUNCTION / COMMON MEAL
Outbreak Questionnaire

	Attempt
	Date
	Time
	Outcome

	 1
	___ / ___ / _______
	_______  am / pm
	________

	2
	___ / ___ / _______
	_______  am / pm
	________

	3
	___ / ___ / _______
	_______  am / pm
	________

	4
	___ / ___ / _______
	_______  am / pm
	________





‘Hello.  My name is _______________________________ and I’m calling from Queensland Health.
QLD Health is currently investigating a gastrointestinal illness that occurred at __________________ on
 ____ / ____ / _____.  Your name was supplied to us by ________________. We are seeking your assistance in obtaining details regarding the foods that you may have consumed and whether or not you became ill?  It should only take 5 minutes to complete. Can I proceed with the interview?’  
Read Only if Required:

‘The information from this survey is confidential and is being collected in accordance with the Public Health Act 2005.  Only authorised officers from QLD Health will be involved in examining the information.’
Note: The following preliminary information can be recorded prior to the interview if known.
Personal details
First Name: ____________________________
Address: 
__________________________________

Last Name: ____________________________


__________________________________

Telephone: ______________________ (Home)


__________________________________

                    ______________________ (Work)
Post Code:
_________

Date of Birth:  _____ / _____ / ________ 
Age:  ______

Sex:    Male / Female


______________________________________________________________________________________
Current Occupation: ______________________ Place of Employment: __________________________
Does your work involve:  

Working with Food or Drink / Caring for patients / Working with children (Please Circle)

Did you attend the _______________ held in _______________ on ____ / ____ / _____?

        Yes………………………………………. ..(
        No…………………………………………. ( END INTERVIEW
        Don’t Know / Not Sure …..….…………...(
	Medical & diagnostic information


‘We would like to obtain some detail on whether or not you became sick, and if so, what kind of symptoms you experienced’
1. Did (you / your child) experience any of the following symptoms?
	
	Yes
	No
	DK/NS
	Onset Date
	
	
	Indicate severity 

of symptom experienced

(specify or circle)

	
	
	
	
	
	
	
	
	

	Vomiting……………………...
	(
	(
	(
	____ / ____ / ______
	
	
	___  (max vomits / 24hrs)

	Diarrhoea…………………..
	(
	(
	(
	____ / ____ / ______
	
	
	___  (max stools / 24hrs)

	Stomach Cramps…………...
	(
	(
	(
	____ / ____ / ______
	
	
	Mild / Moderate / Severe

	Blood in stools……………..
	(
	(
	(
	____ / ____ / ______
	
	
	
	

	Nausea……………………...
	(
	(
	(
	____ / ____ / ______
	
	
	Mild / Moderate / Severe

	Fever……………………….
	(
	(
	(
	____ / ____ / ______
	
	
	
	

	Chills………………………….
	(
	(
	(
	………………………...
	
	
	
	

	Muscle & Body Aches……..
	(
	(
	(
	………………………...
	
	
	Mild / Moderate / Severe

	Headache…………………..
	(
	(
	(
	……………………....
	
	
	
	

	Fatigue……………………..
	(
	(
	(
	………………………...
	
	
	
	

	Other symptoms……………
	(
	(
	(
	………………………...
	
	
	
	

	Specify:__________________________________________________
	
	
	
	


IF NO GASTROINTESTINAL SYMPTOMS WERE EXPERIENCED – GO TO Q11
2. At what time did (your / your child’s) gastrointestinal symptoms begin?
 ______   AM / PM


(Vomiting, diarrhoea or stomach cramps only)


 

3. Do you still have any gastrointestinal symptoms? (vomiting, diarrhoea, cramps)

        Yes………………………………………. ..( go to Q5
        No…………………………………………. ( go to Q4
        Don’t Know / Not Sure …..….…………...( go to Q5
4. For how long did your gastrointestinal symptoms last? (specify in days) _______

	
	
	Yes
	No
	DK/NS
	SPECIFY
	
	
	LOCATION

	5.   Did you consult a doctor for the illness? .............................
	(
	(
	(
	
	
	
	

	6.  Were (you/ your child) admitted to hospital overnight? …………………….
	(
	(
	(
	
	
	
	

	
	
	(
	Admission
	____ / ____ / _____
	
	
	Nights stayed ____

	
	
	(
	Discharge
	____ / ____ / _____
	
	
	

	7.  Were any samples provided for pathology testing?...........
	(
	(
	(
	
	
	
	

	
	
	
	(
	If No to Q5,6 & 7 - Go to Q11
	
	


8. (Were you / Was your child) prescribed any antibiotics to treat this illness?


Yes………………………………………
(  


No……………………………………….
(  Go to Q9

Don’t Know / Not Sure………………..
(  Go to Q9
	9. Which antibiotics were used?
	Duration
	Still taking antibiotics

	Antibiotic #1 (…………………………..............)
	______ days / weeks
	(

	Antibiotic #2 (…………………………..............)
	______ days / weeks
	(

	Don’t Know / Not Sure……………..(  
	______ days / weeks
	(

	
	
	


10. (Were you / Was your child) prescribed any other medications for this illness?


Yes………………………………………
(  if yes, specify__________________________________


No……………………………………….
(  


Don’t Know / Not Sure………………..
(  

	Medical history


11. In the 4 weeks prior to the event were you taking any of the following treatments?

	





	Yes
	No
	DK/NS
	Specify

	
	
	
	
	

	Antibiotics……………………………………………………
	(
	(
	(
	

	Antacids……………………………………………………..
	(
	(
	(
	

	Steroids……………………………………………………...
	(
	(
	(
	

	Chemotherapy………………………………………………
	(
	(
	(
	


12. Have you ever been told by a doctor that you have any of the following medical conditions?

	
	Yes
	No
	DK/NS

	
	
	
	

	Diabetes……………………………………………………….……
	(
	(
	(

	Cancer…………………………………………….………………..
	(
	(
	(

	Peptic ulcer………………………………………………………...
	(
	(
	(

	Heart disease………………………………………………………
	(
	(
	(

	Liver or kidney disease……………………………………………
	(
	(
	(

	Stomach surgery………………………………..………………...
	(
	(
	(

	Organ transplant………………………………..………………...
	(
	(
	(

	Suppressed immune system………………..…………………..
	(
	(
	(

	Chronic diarrhoea……………………………..………………….
	(
	(
	(


	Food history


‘We would like to obtain more detail of the food and drink (including water) you consumed at ______________ so we can make a comparison between those who were ill, and those who were not.’
Date attended _____ / _____ / _______ Time of meal _____: _____ am / pm
13. Indicate if you did or did not eat these food items? PLEASE FILL IN FOR EVERY FOOD ITEM.
	Food Item
	Yes
	No
	DK/NS
	No. Eaten 

1 – 5
	No. Eaten 

6 – 10
	No. Eaten >10
	DK/NS
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14. Do you have any left over foods from the function?


Yes………………………………………
(  Specify ______________________________________

No……………………………………….
(  Go to Q16

Don’t Know / Not Sure………………..
(  Go to Q16
15. May an investigator come out to your home to pick up this food?



Yes………………………………………
(

No……………………………………….
( 

Don’t Know / Not Sure………………..
(  

16. Do you know of anyone who ate foods from the function but did not attend (such as someone who ate leftovers at home)?



Yes………………………………………
(

No……………………………………….
(  


Don’t Know / Not Sure………………..
(  

END INTERVIEW 

‘Thank you for completing this questionnaire, the information provided will be treated in the strictest confidence.’
Interviewer:________________





Call Outcomes


OC1 – No Answer


OC2 – Subject not home, call back


OC3 – Appointment to call back


OC4 – Refusal


OC5 - Interviewed





Office use only:    Incubation period: _____  (hrs) (IP= onset time of first symptom - time meal eaten)	





Location ______________________________________


Date ___ / ___ / ______   Time ________ am / pm





Name _______________________________________


Phone ______________________ 


Unwell?     Yes / No








Last updated: August 2010



