                 Community Associated MRSA Case Control Investigation Form for the CHW
	Last Name  


	First Name & Middle Initial
	Other Name/Alias


	Case ID Number

	Residence Address (street and apt. number, FN community if applicable)                                
	Nearest Town /City
	Postal Code
	DOB
____/____/______
	(  ) Male 

(  ) Female  

	Mailing Address & Postal Code (if different from above)


	Phone Number   

H: __________________

W: _________________
	Health District of Client’s Residence

	Name & Phone Number of Workplace/School/Day Care (if applicable)


	Occupation/Grade


	Name of Guardian (if minor)



	1. Were antibiotics prescribed in the past year?    (   ) Yes     (   ) No     (   ) Unknown                       *Please attach a copy of the laboratory susceptibility results to this form 

    Name(s) and Dose(s) of Antibiotics prescribed:  ________________________________________________________  Date first started: _______/_______/__________                                 

	2. Initial screening for healthcare-associated MRSA (check all that apply):

	(   ) Hospitalized > 48 hours prior to first MRSA 

(   ) Dialysis (Hemo or PD) within the past year

(   ) Surgery within the past year (including day surgery)
	(   ) Hospitalized within the past year (including one-time emergency room visit for >24 hours)


(   ) Residence in long-term care within the past year


(   ) Percutaneous device or indwelling catheter (broviac, foley, tracheostomy, gastrostomy) within the  past year

	STOP:  If one or more of the above risk factors are checked, skip part 3 and go to Section C and D to complete form.

	3. Underlying cause, risk factor,  or prior illness: (circle all that apply)            

	Alcohol Abuse                                      
	Yes
	No
	Unknown
	Declined

	Asthma
	Yes
	No
	Unknown
	Declined

	Diabetes Mellitus
	Yes
	No
	Unknown
	Declined

	Emphysema/COPD
	Yes
	No
	Unknown
	Declined

	Heart Failure/CHF
	Yes
	No
	Unknown
	Declined

	HIV/AIDS
	Yes
	No
	Unknown
	Declined

	Immunosuppressive Therapy
	Yes
	No
	Unknown
	Declined

	Liver Disease
	Yes
	No
	Unknown
	Declined

	Malignancy
	Yes
	No
	Unknown
	Declined

	Chronic Renal Insufficiency
	Yes
	No
	Unknown
	Declined

	Eczema or Psoriasis
	Yes
	No
	Unknown
	Declined

	Other Chronic Skin Conditions (specify) ____________________
	Yes
	No
	Unknown
	Declined

	Insect Bite (primary site of infection)
	Yes
	No
	Unknown
	Declined

	Scratch/Cut (primary site of infection)
	Yes
	No
	Unknown
	Declined

	Injection Drug Use
	Yes
	No
	Unknown
	Declined

	Current Smoker
	Yes
	No
	Unknown
	Declined

	Day Care Attendance in  the past year
	Yes
	No
	Unknown
	Declined

	Visit to local Emergency in the past year
	Yes 
	No 
	Unknown
	Declined

	Household contact of person with MRSA
	Yes
	No
	Unknown
	Declined

	Exposure to Health Care Workers (including Home Care) in the past year
	Yes
	No
	Unknown
	Declined

	Exposure to Nursing Home resident or person in Hospital in the past year
	Yes
	No
	Unknown
	Declined

	Stay in Correctional Facility or Prison in the past year
	Yes
	No
	Unknown
	Declined

	Exposure to person with skin condition or infection
	Yes
	No
	Unknown
	Declined

	Sewer system with running water in the household
	Yes
	No 
	Unknown
	Declined

	Number of Antibiotic prescriptions in the past year ______________
	Unknown 
	Declined

	Number of people living in the home _____________   
	Declined

	Country of Birth (other than Canada) ________________________________           Date of Arrival in Canada _________________________________
	Declined

	Travel out of Province (specify where and when) within the past year __________________________________________________________________
	Declined

	Yearly Gross Income         >$10,000              $10,000-$20,000              $20,000-$30,000              $30,000-$40,000              $40,000-$50,000              <$50,000      Declined             


Client Information:
Comments                                                                                            Authorization

	
	Signature of Research Study Participant:
	Date form completed:

 ______/______/__________    

	
	Signature of Community Health Worker:
	Date form completed:

______/______/___________


