
C
as

e 
#

Name
(LAST NAME, First name)

Date of Birth
(yy/mm/dd)

Work Area 
(e.g. toddler room, kitchen, 

office, etc.)

Last date at 

centre
(yy/mm/dd)

Was staff 

sick at  

centre? 

(y/n)

Onset date of 

first 

symptom
(yy/mm/dd)

 A
b

n
o

rm
al

 t
em

p
er

at
u

re
 (

°C
)

 D
ry

 c
o

u
gh

 (
n

ew
)

 P
ro

d
u

ct
iv

e 
co

u
gh

 (
n

ew
)

 R
u

n
n

y 
n

o
se

 /
 s

n
ee

zi
n

g

 N
as

al
 c

o
n

ge
st

io
n

 /
 s

tu
ff

y 
n

o
se

 S
o

re
 t

h
ro

at

 H
o

ar
se

n
es

s 
/ 

d
if

fi
cu

lt
y 

sw
al

lo
w

in
g

 C
h

ill
s

 M
u

sc
le

 p
ai

n
 (

m
ya

lg
ia

)

 G
en

er
al

 f
ee

lin
g 

o
f 

u
n

w
el

l (
m

al
ai

se
)

 H
ea

d
ac

h
e

 D
ec

re
as

ed
 a

p
p

et
it

e

 D
ec

re
as

ed
 o

r 
lo

ss
 o

f 
ta

st
e 

o
r 

sm
el

l

 E
xt

re
m

e 
ti

re
d

n
es

s

 N
au

se
a,

 V
o

m
it

in
g,

 a
n

d
/o

r 
D

ia
rr

h
ea

 S
h

o
rt

n
es

s 
o

f 
b

re
at

h

 O
th

er
- 

p
le

as
e 

sp
ec

if
y

Respiratory 

Swab 

completed
(y/n)

Results (if known)

Comments
(Other symptoms, other test results, 

doctor diagnosis, treatment, 

hospitalized, etc.)

Date 

symptoms 

ended
(yy/mm/dd)

Date 

returned to 

centre
(yy/mm/dd)

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

Case Identification Symptoms Specimens Resolution

0Outbreak Number:

01/0/1900Date Outbreak Declared: Case Definition:
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