County of San Biego

FOOD ILLNESS REPORT FORM

Use this page to file a report with the Department of Environmental Health — Food and Housing Division if you
believe that you became sick from eating or drinking something you consumed at a food establishment located
in the County of San Diego. This form should be used to report illnesses associated with food prepared in
retail food establishments located ONLY in the County of San Dieqo. Please complete the form below with
as much detailed information as you can provide to help us investigate your complaint.

To report an iliness caused by a prepackaged food item, please contact the corresponding agency:

e FDA: To report domestic and imported food products that do not contain meat or poultry, such as cereal or bottled
beverages — Toll-free nationwide: (888) 463-6332; Southern California: (949) 608-3530.

e USDA: To report domestic and imported meat, poultry and related products (meat or poultry containing stews, pizzas
and frozen foods), and processed egg products — Toll-free nationwide: (800) 535-4555.

CONTACT INFORMATION

First Name Last Name Your Age

Daytime Phone Number Evening Phone Number Email Address

Your Address

Number Street Name Apt# City State Zipcode

Check the box if you work in any of these fields:
] Healthcare 1 Childcare ] Education ] Food Service 1 None of these

FOOD SOURCE LOCATION INFORMATION

Name of Business Cross Streets Near Business

Business Address

Number Street Name City State  Zipcode
Date you ate the food (MM/DD/YY): Time you ate: OAM [OPM
Did you become sick? [J Yes L1 No Are you still sick? U Yes L] No

How many people in your party ate at the event / facility? Number of people sick?

Do all the sick people live in the same home? [ Yes [1 No

What food item did all sick people have in common?

How many people in your party ate the common food?




Did those that got sick have any previous activities or meals in common? [ Yes [1 No

If yes, please describe: (Example: Birthday Party, Vacation, Breakfast ... etc.)

DESCRIBE THE FOOD(S) YOU ATE (List one food item per line):

DESCRIBE THE ILLNESS

Date you started feeling sick (MM/DD/YY): Time: LJAM [0 PM
Symptoms (Check all that apply): Other Symptoms:

[l Diarrhea  [J Abdominal Cramps (] Nausea

[1 Headache [1 Abdominal Pain L] Fever

L1 Vomiting  [J Double Vision/Dizziness [] Muscle Aches

Date you started vomiting (MM/DD/YY): Time: LAM [0 PM

How many times did you vomit: Are you still vomiting: [ Yes [1 No

If no, date you stopped vomiting: Time: UAM O PM
Date you started to have diarrhea (MM/DD/YY): Time: OAM OPM
How many times did you have diarrhea: Do you still have diarrhea: [J Yes [J No

If no, date you stopped having diarrhea: Time: UOAM O PM

MEDICAL SERVICES SOUGHT
Did any of the sick people seek medical care? [1 Yes [1 No

Did they go to any of the following (check all that apply):
1 Hospital L1 Emergency Room [ Provider Facility/Doctor Name

Additional Information:

OTHER EXPOSURE FACTORS
Did you eat at any other restaurants in the past 2 days? If yes, please list date, restaurant and food item(s).

Date Submitting Report (MM/DD/YY):

Please save a copy and e-mail the report to: Epidemiology.FHD @sdcounty.ca.gov
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