Case MoH/UVRI
Name: Case ID:

**|f the patient is deceased or has already recovered from iliness, please fill out the next section.
**|f the patient is currently admitted to the hospital, leave the next section blank (it will be completed upon discharge)

Section 7. Patient Outcome Information

Please fill out this section at the time of patient recovery and discharge from the hospital OR at the time of patient death.

Date Outcome Information Completed: / / (D, M, YP)
Final Status of the Patient: [J Alive [] Dead

Did the patient have signs of unexplained bleeding at any time during their illness? [JYes [JNo []JUnk
If yes, please specify:

If the patient has recovered and been discharged from the hospital:

Name of hospital discharged from: District:
If the patient was isolated, Date of discharge from the isolation ward: / / (D, M, Yr)
Date of discharge from the hospital: / / (D, M, Yr)

If the patient is dead:

Date of Death: / / (D, M, Y1)
Place of Death: [] Community [ Hospital: [J Other:
Village: District: Sub-County:
Date of Funeral/Burial: / / (D, M, Yr) Funeral conducted by: [J Family/community [ Outbreak burial team
Place of Funeral/Burial:
Village: District: Sub-County:

Please tick an answer for ALL symptoms indicating if they occurred at any time during this illness including during hospitalization:

Fever

[ Yes [ No [J Unk

If yes, Temp: °C Source: [ Axillary [J Oral [J Rectal

Vomiting/nausea
Diarrhea

Intense fatigue/general weakness
Anorexia/loss of appetite

Abdominal pain
Chest pain

Muscle pain

Joint pain
Headache

Cough

Difficulty breathing
Difficulty swallowing
Sore throat

Jaundice (yellow eyes/gums/skin)
Conjunctivitis (red eyes)

Skin rash
Hiccups

[ Yes [J No [J Unk
[ Yes [ No [J Unk
[ Yes [ No [J Unk
[ Yes [ No [J Unk
[ Yes [ No [J Unk
[ Yes O No [JuUnk
[ Yes [ No [J Unk
[ Yes O No [JUnk
[ Yes [ No [J Unk
[ Yes O No [JUnk
[ Yes [ No [J Unk
[ Yes O No [J Unk
[ Yes [ No [J Unk
[ Yes [ No [J Unk
[ Yes [ No [J Unk
[ Yes O No [JUnk
[ Yes [ No [J Unk

Pain behind eyes/sensitive to light [ Yes [J No [] Unk
Coma/unconscious [ Yes [ No [J Unk
Confused or disoriented [ Yes [ No [J Unk

Other non-hemorrhagic clinical symptoms: [J Yes [J No [J Unk
If yes, please specifiy:




