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Ontario Viral Hemorrhagic Fevers Investigation Tool

	 Legend
	for interview with case        ♦ System-Mandatory     Required             Personal Health information





	Cover Sheet                                                                                          

	Date Printed:      YYYY-MM-DD               
Bring Forward Date:      YYYY-MM-DD               
iPHIS Client ID #:              Enter number          
♦ Investigator:                     Enter name              _       _
♦ Branch Office:               Enter office      
♦ Reported Date:               YYYY-MM-DD         
 Diagnosing Health Unit:               Enter health unit      
♦ Disease:  HEMORRHAGIC FEVERS – EBOLA, MARBURG AND OTHER VIRAL CAUSES
♦ Is this an outbreak-associated case?	           
☐ Yes, OB #    ####-####-###         
☐ No, link to OB # 0000-2005-018 in iPHIS

	        ♦ Client Name:                     Enter name              _       _

Alias:                     Enter alias              _       _

	
	        ♦ Gender:  Select an option

	        ♦ Age: Age    


	
	        ♦ DOB:                       YYYY-MM-DD                 

         Address:                     Enter address                   _  

                    Enter address                   _  ______________
         Tel. 1:      ###-###-####        

Type:   ☐ Home   ☐ Mobile   ☐ Work   ☐ Other, specify

         Tel. 2:   ###-###-####       
Type:    ☐ Home  ☐ Mobile   ☐ Work   ☐ Other, specify
         Email 1:                     Enter email address            _       _

         Email 2:                     Enter email address            _       _


	♦ Language:                     Specify              _       _
Translation required?    ☐ Yes     ☐  No
Proxy respondent
       Name:                     Enter name              _       _

☐  Parent/Guardian  ☐  Spouse/Partner   
☐  Other                     Specify              _       _
	♦ Physician’s Name:                     Enter name              _       _
♦ Role (specify):     Specify
Address:                     Enter address               _   
Tel:      ###-###-####         Fax:      ###-###-####       





	
Record of File

	♦ Responsible Health Unit
	Date
	♦ Investigator’s Name
	Investigator’s Signature
	Investigator’s Initials
	Designation

	Specify
	Investigation Start Date
YYYY-MM-DD
	Specify
	Specify
	Specify
	☐ PHI    ☐ PHN
☐ Other  _______   

	Specify
	Assignment Date
YYYY-MM-DD
	Specify
	Specify
	Specify
	☐ PHI    ☐ PHN
☐ Other  _______   



	Case Details (complete for cases only)

	♦ Aetiologic Agent
	☐ Orthoebolavirus (add Subtype below)                                               
☐ Orthomarburgvirus
☐ Lassa fever virus  
☐ Dengue virus                                                                                                                                                                                     
	☐ Hemorrhagic Fever Other (Specify)*
 *use the ‘Further Differentiation’ box below
☐ Hemorrhagic Fever Unspecified                
                                                 

	Subtype
	For Orthoebolavirus only:
☐ Ebola virus
☐ Sudan virus
☐ Bundibugyo virus
	Further Differentiation
	If ‘Hemorrhagic Fever Other (Specify)’ selected, enter the virus name here

	♦ Classification
	☐ Confirmed             
☐ Probable       
☐ Person Under Investigation       
☐ Does Not Meet Definition                                      
	♦ Classification Date
	YYYY-MM-DD
	♦ Outbreak Case Classification
	☐ Confirmed               
☐ Probable    
☐ Person Under Investigation                                                                                       
☐ Does Not Meet Definition                                                                                             
	♦ Outbreak Classification Date
	YYYY-MM-DD
	♦ Disposition
	☐ Pending               
☐ Does Not Meet Definition                                           
☐ Complete 
☐ Lost to Follow-up
☐ Referred to FNIHB
☐ Untraceable
	♦ Disposition Date
	YYYY-MM-DD
	♦ Status
	☐ Open               
☐ Closed               
	♦ Status Date
	YYYY-MM-DD
	♦ Priority
	☐ High     ☐ Medium     ☐ Low
	(at PHU’s discretion)










	



Symptoms 
Note: This list includes symptoms most commonly associated with VHFs and is not exhaustive. Additional symptoms may be selected from dropdown list if needed.

	♦ Symptom
Ensure that symptoms in bold font are asked.
	♦ Response 
	 Use as Onset
(choose only one)
	 Onset Date
YYYY-MM-DD

	Onset Time
24-HR Clock
HH:MM

	 Recovery Date
YYYY-MM-DD


	
	Yes
	No
	Unknown
	Not asked
	Refused
	
	
	
	

	Abdominal Pain
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Chest Pain
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Chills
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Conjunctival Injection [Red/bloodshot eyes]
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Cough
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Diarrhea 
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Diarrhea - Bloody
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Epistaxis [Bleeding from nose]
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Fatigue
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Fever ≥ 38.0°C
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Headache
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Hematemesis [Vomiting of blood]
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Hemoptysis [Coughing up blood]
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Malaise [General unwell feeling]
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Myalgia [Muscle pain]
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Nausea
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Rash, Petechiae
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Rash, Purpura
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Retroorbital pain [Pain behind eyes]
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Throat, sore
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Vomiting
	☐
	☐
	☐
	☐
	☐
	☐
	YYYY-MM-DD	HH:MM	YYYY-MM-DD
	Asymptomatic
	☐
	☐
	Enter zero (0) for the duration days. DO NOT enter an Onset Date and DO NOT check the ‘Use as Onset’ box



	Hospitalization                                                                                    Mandatory in iPHIS only if admitted to hospital

	Did client go to an emergency room (ER) as a result of their illness?        
	☐ Yes    
☐ No          
☐ Unknown   
	If yes, name of hospital:  Enter name
Date(s):  YYYY-MM-DD

	♦ Was client admitted to hospital as a result of their illness (not including stay in the ER)?
	☐ Yes   
☐ No                           
☐ Unknown   
	If yes, name of hospital:  Enter name                           
♦ Date of admission:  YYYY-MM-DD  
 Date of discharge:   YYYY-MM-DD	

	Was client admitted to the intensive care unit (ICU) as a result of their illness?
	☐ Yes   
☐ No                           
☐ Unknown    
	If yes, name of hospital:  Enter name                           
♦ Date of admission:  YYYY-MM-DD  
 Date of discharge:   YYYY-MM-DD

	If client visited ER and/or was admitted to hospital, were isolation measures implemented?
	☐ Yes   
☐ No                           
☐ Unknown    
	If yes, specify type of isolation (e.g., droplet, contact, or airborne precautions): 
If yes, specify date and time isolation began:
Date:                                 Time: 

	If client visited ER and/or was admitted to hospital, have they required any aerosol generating medical procedures (AGMPs)?
	☐ Yes   
☐ No                           
☐ Unknown                      
	If yes, were the AGMPs completed in airborne isolation?
☐ Yes        ☐ No         


	For iPHIS data entry – if applicable, enter information under ‘Interventions’



	♦ Complications

	☐ Cardiovascular involvement
☐ CNS involvement             
☐ Liver failure        
☐ Multi-organ failure   
	☐ Renal failure            
☐ Respiratory distress
☐ Severe hemorrhage   
☐ Shock 
	☐ Other
☐ Unknown
☐ None


 
	
Outcome (mandatory in iPHIS only if Outcome is Fatal)

	Outcome
	☐    Unknown                 ☐  ♦ Fatal     
☐  Ill                                ☐  Pending     
☐  Residual effects       ☐  Recovered
	♦ Cause(s) of Death?
If fatal, complete disposition type and facility name in iPHIS
	Specify

	If fatal, complete section below under Outcome

	♦ Type of Death        
	☐  Reportable Disease Contributed to but was not the Underlying Cause of Death
☐  Reportable Disease was the Underlying Cause of Death 
☐  Reportable Disease was Unrelated to the Cause of Death
☐  Unknown

	Outcome Date     
	YYYY-MM-DD
	Date Accurate     
	☐  Yes   Specify source (e.g. death certificate)
☐  No   

	 RISK FACTORS   
If the answer is ‘Yes’ to any of the following, please provide additional information in the Details section.
NOTE: For risk factors marked with an asterisk (*), only enter in iPHIS if they occurred in a region where a VHF agent is known to be endemic, or active transmission of a VHF is known to be occurring or a VHF outbreak has been declared. Refer to PHO’s VHF landing page for information on regions experiencing suspected or confirmed VHF outbreaks.

	 Medical Risk Factors

In the 21 days prior to symptom onset:
	 Response
	Details
iPHIS character limit: 50.

	
	Yes
	No
	Unknown
	Not asked
	

	*Received Blood or Blood Products (Specify When)
	☐
	☐
	☐
	☐
	If yes, specify

	Immunocompromised (Specify)
	☐
	☐
	☐
	☐
	If yes, specify

	Other (Specify)
	☐
	☐
	☐
	☐
	If yes, specify

	*Organ/Tissue Transplant (Specify When & Where)
	☐
	☐
	☐
	☐
	If yes, specify

	Pregnant
	☐
	☐
	☐
	☐
	If yes, specify

	*Hospitalized and/or spent time in a healthcare facility 
	☐
	☐
	☐
	☐
	If yes, specify

	Unknown

	☐
	☐
	→ For iPHIS data entry – check Yes for Unknown only if all other Medical Risk Factors are No or Unknown.

	 Behavioural Social Factors

In the 21 days prior to symptom onset:
	 Response
	Details
iPHIS character limit: 50.

	
	Yes
	No
	Unknown
	Not asked
	

	Household or sexual contact of a person known or likely to have a VHF
	☐
	☐
	☐
	☐
	If yes, specify

	Sexual contact of a person who has recovered from a VHF
	☐
	☐
	☐
	☐
	If yes, specify

	Contact with body/body fluids of a person known or likely to have a VHF – without appropriate PPE
	☐
	☐
	☐
	☐
	If yes, specify

	Contact with body/body fluids of a person known or likely to have a VHF – with appropriate PPE
	☐
	☐
	☐
	☐
	If yes, specify

	 Behavioural Social Factors

In the 21 days prior to symptom onset:
	 Response
	Details
iPHIS character limit: 50.

	
	Yes
	No
	Unknown
	Not asked
	

	*Contact with a bat or visiting a cave/mine where cave-dwelling bats live
	☐
	☐
	☐
	☐
	If yes, specify

	*Contact with rodent(s) and/or their excrement
	☐
	☐
	☐
	☐
	If yes, specify

	*Contact with non-human primates (e.g., monkeys, apes) 
	☐
	☐
	☐
	☐
	If yes, specify

	*Contact with an animal during slaughtering
	☐
	☐
	☐
	☐
	If yes, specify

	*Consumption and/or handling of bush meat 
	☐
	☐
	☐
	☐
	If yes, specify

	*Contact with livestock (e.g., cattle, sheep, goats, buffalo) 
	☐
	☐
	☐
	☐
	If yes, specify

	*Mosquito bite or exposure to mosquitoes 
	☐
	☐
	☐
	☐
	If yes, specify

	*Tick bite or exposure to ticks 
	☐
	☐
	☐
	☐
	If yes, specify

	*Lived/worked in an endemic area (specify dates/location)
	☐
	☐
	☐
	☐
	If yes, specify

	*Travel to an endemic area (specify dates/location)
	☐
	☐
	☐
	☐
	If yes, specify

	*Occupational – animal or animal product handler
	☐
	☐
	☐
	☐
	If yes, specify

	*Occupational – healthcare worker
	☐
	☐
	☐
	☐
	If yes, specify

	*Occupational – hunter or trapper
	☐
	☐
	☐
	☐
	If yes, specify

	*Occupational – laboratory worker
	☐
	☐
	☐
	☐
	If yes, specify

	*Occupational – handle human remains (e.g., funeral director, mortician)
	☐
	☐
	☐
	☐
	If yes, specify

	*Occupational – other (specify)
	☐
	☐
	☐
	☐
	If yes, specify

	Other (specify)
	☐
	☐
	☐
	☐
	If yes, specify

	Unknown

	☐
	☐
	→ For iPHIS data entry – check Yes for Unknown only if all other Medical Risk Factors are No or Unknown.


	Interventions

	 
 Intervention Type
	Intervention implemented (check all that apply)
	Investigator’s initials
	♦ Start Date
YYYY-MM-DD
	 End Date
YYYY-MM-DD

	Education
	☐
	
	YYYY-MM-DD
	YYYY-MM-DD

	Counselling
	☐
	
	YYYY-MM-DD
	YYYY-MM-DD

	ER Visit
	☐
	
	YYYY-MM-DD
	YYYY-MM-DD

	Hospitalization
	☐
	
	YYYY-MM-DD
	YYYY-MM-DD

	ICU
	☐
	
	YYYY-MM-DD
	YYYY-MM-DD

	Not Hospitalized
	☐
	
	YYYY-MM-DD
	YYYY-MM-DD

	Isolation
	☐
	
	YYYY-MM-DD
	YYYY-MM-DD

	
	☐
	
	YYYY-MM-DD
	YYYY-MM-DD

	
	☐
	
	YYYY-MM-DD
	YYYY-MM-DD

	
	☐
	
	YYYY-MM-DD
	YYYY-MM-DD



	

Education/Counselling                                                                                                    Discuss the relevant sections with case

	For persons under investigation for a VHF with risk of person-to-person transmission:

	Isolation
	☐
	Maintain a two-metre distance from others.

	Precautions
	☐
	Ensure that others do not come in contact with their blood or other bodily fluids (e.g., urine, feces, emesis, saliva, sweat, semen), either directly or indirectly (i.e., through contact with items contaminated with blood/bodily fluids such as bedding, towels, eating utensils).
Dispose of urine, stool, and emesis through the regular sewer system (i.e., can be flushed down the toilet).

	Animal Contact
	☐
	Stop all direct contact with livestock and pets/companion animals.

	For confirmed cases of Ebola or Marburg virus disease upon discharge from hospital (i.e., convalescent cases)

	Safe Sex
	☐
	For cases with male sexual organs (regardless of gender identity): 
Abstain from sexual contact or observe safe sex practices through correct and consistent condom use.
Follow recommendations for testing of semen.

	Breastfeeding
	☐
	Discontinue breastfeeding/chest feeding, including the expression of human milk, until the breast/chest milk has been confirmed negative for orthoebolavirus/orthomarburgvirus.
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