2011 Update to
Confidential Morbidity Report
for STD Reporting
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Old Version of CMR

Stale of Cafornia—Heallth and Hurnan Services Agency

CONFIDENTIAL MOREIDITY REPORT

Calfomea Department of Publc Health

NOTE: For 5TD, Hi or TB, 1] ppropri section below. Special reparting requirements and reportable diseases an back.
DISEASE BEING REPORTED:
Patient’s Last Name Social Security Number Ethnicity { ome)
| | _ |_ | =) HispanicLatino
: 71 Non-HispanicMon-Lating
Birth Date
First N. IMiddle Name (or initial} Ml Dy Fivinr Age Race |+ ona)
| | | | | | | 7 Afican-Amencan/Black
. 7 Asian/Pacific klander (+ one):
Address: Number, Street Apt/Unit Number
1 Asian-ingian 7] Japanese
| 1 Cembogian 7] Korean
City/ Town State ZIP Code 1 Chinese 1 Laotian
| 7 Filipine 71 Samaan
Estimated Delivery Date 7] Guamanian ] Vietnamese
Area Code  Home Telephone Gender Pregnant? Month  Day  Year ) Hawasiian
L - | M ]l [ | | o
Area Code  Work Telephone ~ Patlent's Occupation/Setting (7 Hative Amarican/Alaskan Native
| ] | |_| 7] Food service ] Dray cane ) Correctional kacility 71 White:
- 5| 7] Health care 1 School 7 Other _ 7 Ciher o
DATE OF ONSET Reporting Health Cars Provider REPORT TO
Month  Day  Year Epidemiology
| | ] | Reparting Health Car Facility Fax. (858)715-6458
DATE DIAGNOSED Phone: (618) 515-6620
Add . .
e Sexually Transmitted Diseases
Month  Day  Year .
o - e — Fax: (619)692-8541
| Phone: (618) 692-8520
DATE OF DEATH Tetephone Number Fax Tuberculosis
Morlh  Day Ve ( )] ( )] Fax: (619)692-5516
Subemitted by | Date Sumivted | | | Phone: (619) 692-8610
{Month/Dary/ Y ear) (Oteain sddtional forms from your local health depanment )
SEXUALLY TRANSMITTED DISEASES (STD) VIRAL HEPATITIS Not
Syphilis Syphilis Test Results Pos  Neg  Pend Done
71 Primary {lesion present) I Late latent > 1 year RPR Titer: 71 Hep A e I R e B |
1 Secondary T Late (teriiary) TIVORL Titer; 71 Hep B HBsAg A a9 a 9
1 Early latent < 1 year ™1 Congenital TAFTAMHA:  TIPos T Neg 1 Acute entl-HBe e B . |
71 Latent {unknown duraton) TICSFVDRL: T1Pos Tl MNeg 7 Chronic etiHBelgM O3 O O O
71 Neurosyphilis 1 Other: enti-HBs O O a3 4o
Gonorrhea ) Chlamydia ) 71 PID (Unknown Etiology) THepC antl-HCV ) a a a
71 UrethralCervical 1 UrethraliCervical A chancroid 1 Acute BCRHCY = m A m
ArD CIFID . 71 Chranic
. 71 Non-Gonococcal Urethritis
[ Other: 71 Cther THep D (Delta) sntiData A a9 a n
STD TREATMENT INFORMATION T Untreated 7 Other: e e |
71 Treated (Drugs, Dosage, Route): Date Treatment Initiated 7] Will treat Suspected Exposure Type
Month  Day Yol 1 Unabie to contact patient 7 micoa Tcahernoeie  TDSemal ) Housshold
71 Refused treatment translusion ERPOSLTE conlac contact
7 Referred to: 1 Child care Tl cther:
TUBERCULOSIS (TB) TB TREATMENT INFORMATION
Status Mantoux TE Skin Test Bacteriology T Current Treatment
7 Active Disease Month  Day  Yeor Morth Doy Yeor TAmH m TS Teza
1 Confimed T ems T Omer:
T Suspecied Date Perommed Date Sp Collected Month  Day  Year
71 Infected, No Disease 1 Pending Date Treatment | |
1 Convertor Results: mm ] Mol Dene | Source Initiated
7 Reactor Smear: "JPos INeg [JPending [ MNotdona
Chest X-Ray _Moh  Day  Yew | Culre: "1Pos “INeg [Pending " Motdone | 7] Untreated
Site(s) 71 Will treat
BCG Vacone Given? [ Yes M
71 Pulmenary Cato Perfomed 1;:: 1r$11 o P:r:‘l ° 71 Uniable to cortact patient
7] Extra-Pulmanary TINermal  TJPending ) Mt done o - 71 Refused treatment
1 Bath T Cavitary 7] AbnomalMNoncavitary Cther test{s) 1 Referred to:
REMARKS

PM 110 12/08/2009 (EP103/05/2010)




New Version of CMR

State of Calfomia—Health and HLMaN Sanices Agency Caltfomia Depariment of Pubiic Health
CONFIDENTIAL MORBIDITY REPORT

PLEASE NOTE: Use this form for reporting all conditions except Tuberculosis and conditions reportable to DMV,
IDISEASE BEING REPORTED

Patient Name - Last Name First Name LU Ethnicity (check one)
I HispaniciLating T Mon-HespanicNon-Lating T Unknown
Howme Address: Numiber, Streef AptUmE No. Race jcheck all that appiy)
r ANcan-AmencanBlack
city State ZIF Code T Amencan Indian/Akiska Natne
T Asian foheck al hal apoy)
I Aswan Indian - Hmong r Tha
Home Telephone Number |c¢-ﬂr..lzpa-ummmb-r lww* Telephone Number  Cambodin A
I Chinese I Other fspecity)
Email Address Primary T Engish T Spanish I Fiipino I Laotian
Language 1 aner I Pacific Iskander (check all thal apply)
Birth Date (mmiddyyyy) Age r Years Gandar ™ MioF Transgender M Mative Howalian ™ Samoan
™ Months ™ Male T FloMT ' Guama ™ Other (specify)
r Days I Femak  Giner r White
Pregnant? Est. Delivery Date (mmiddyyy) | Gountry of Birth I Other (specify)
T Yes ™ No T Unknown I Unimow
Occupation or Job Title Occupational or Exposure Setting (check all that apply): T Food Service [ Day Care T Heallh Care
I Comectional Faciity ™ School ™ Other (specity):
te ol sef (mm/adyyyy) of First Specimen tion (mmvddyyyy) te of WGNOsis (MMAadyyyy) te of Death mmddyyyy)
Reporting Health Care Proviger |Rapumw ‘Health Care Facility REPGRT TO:
5 o n = T EFPIDEMIOLOGY
e HumBen o - Fax  (858) 715-6458
Phone (619) 515-6620
city State ZIF Code
F " =TT SEXUALLY TRANSMITTED DISEASES
Fax (619) 692-8541
Submitted by Date Submitied [rmadyyyy) Phone (619) 692-8520
{Gbtain additional forms from your local health department )
Laboratery Name city Stare ZIP Code

SEXUALLY TRANSMITTED DISEASES (S8TDs)

Gender of Sex Partners STD TREATMENT [~ Treated in office I Given prescription Treatment Began | Untreated
(check al that appiy) Drug(s). Dosage, Route (MY ™ Wil treat
T Make r MFT ™ Unabke to contact patient
I Female r FamT T Patient refused treatment
 Unknown [ Other. T Referred lo
If reporTing SYpiiis, Stage: Syphilis Test Results Titer | I andior
- Primary (leshon present)  RPR - Pos I Meg i 2 fcheck all that apply)
r Secondary " — | reneck an mat apply) I Yes I Gonotoceal PID
I Eary latent < 1 year O VDAL [ Pos [ Neg I Cervical roNo I Chiamydial PID
I Latent (unknown duration) I FTA-ABS T Pos T Neg " Phanymgeal I Unknown ™ Other/Unknown Eticlogy PID
T Latelatent = 1 year r TP-PA T Pos T Neg ": ﬁ:’dl " Partner(s) Treated? ~ Mo, instructed patient 1o
[ Late fiertiary) r EWCLIA T Pos T Meg v I “Yes, ireated in this clinic fefer partnes(s) for
r Congenital r Unne . treatment
r CSFVDRL I Pos T Meg r wvaginal T Yes, Megs/Prescnplion given Mo, refemed parner(s) o
Neurosyphilis?  Other P Omer to patient for their partner(s)
I Yes T No [ Unknown — | Yes ofher I Unknown
VIRAL HEPATITIS
Diagnesis (eheck all that apply) Is patient symptomatic? [ Yes [ Mo [ Unknown Poz  Heg Pos  Ney
™ Higatis A £ P Typeys) HepA anlicHAVIGM T [ | HepC  amii-HCV r r
T Hepatitis B (acute) Eilood transfusion, dental of | ALT (SGPT)
r L { ¥
medical procedure RIBA roor
™ Hepatitis B (chronic) . Hep B HBsAg r
IV orug use Result Lirnit ant MBIl HEV RNA
™ Hepatitis 8 (perinatal)  Giher needie exposure * N (eg.PCR) T r
T Hegalits © (acule) I Sexual contact AST (SGOT) Urpar antb-HBCight T T ;
T Hepalits © (chronic) ™ Household contact Resutt Lt anti-HBs ": I | HepD  anti-HOV O r
™ Hepatitis D r Pennatal - - :':f:"%e r ; HEpE  ant-HEV ror
™ Hegpalitis £ T Child care Bilirubin resull
F ther HEV DNA
Remarks:
COPH 118a (V1) (for reporting all except  conditions reportable to DMV) (EP1 02/082011) Page 1012

Available on the County website at
http://www.sdcounty.ca.gov/hhsa/programs/phs/documents/CMRa.pdf



http://www.sdcounty.ca.gov/hhsa/programs/phs/documents/CMRa.pdf�

Changes to CMR 2011

e Additional/More Specific Information Regarding:
— Patient Contact Information
— Patient Demographics
— Laboratory Information
— Neurosyphilis
— Patient STD Treatment Information

— Chlamydia and Gonorrhea Symptoms and Site of
Infection

— Partner STD Treatment Information



Patient Contact Information

St of Csiormia—bcath s Wussan Saricin

St Dupatrrart of Putic e

CONFIDENTIAL MORBIDITY REPORT

[

ulosis and conditions reportable to DMV,
iDISEﬂSE BEING REPORTED I
Putiant Nams - List Nams First Kams ]w Ty (ehagk ane)

T HSENCLAnG T RonHSpINGNOS LIS T Unkiown

Hame Acdress: Mumber Sreat

|.,mmm

[Race fcheck al that apply)
I AT ATEnCAVELIO

oy Srate |zr Code I Ameican IndlaniAtisks Natiwe
I Asian feheck o P as0k)
s naan = r e
Home ]"‘" lm o  Cantodun r Jmu I Vienamese
r Crness I worean I Cares (specty;
Emai Aceress Prinary " Engish [ Spanish r Fipno I Lacasn
Lasgeage 1 (e ™ Pachic kander (check 3 taf apg] -
Bt Date rroaiTi) Age T veas  |[GRSr T Mol Tramgencer I NesvcHowsion [ Semomn
roaonms | Mak T OF M Tamgencer I Guamanin I Cner speceyy
T Dy CFemde - Omer e
Fregnant? [Est. Delvery Dase (i), | Country of B et jspecey]
FoYe R T U  Uninown

DISEASE BEING REPORTED

Decupation or Job Tite.

Addvess: Namber. Street

B ehat appiy): T Food Service - Day Care T Health Care

Patient Name - Last Name First Name

Ml

Home Address: Number, Street

Apt./Unit No.

City State

EPIDEMIOLOGY

|5""“"“’“’ Fax  (858)715-6458
E S I»M Fhone (619) 5155620
opnont = SEXUALLY TRANSMITTED DISEASES
" o ]m Fax  (519) 692-8541
Suneuned by ate SeamEd S Fhone (B1%) 682-8520
o your local )
Libarstary Hame Zum  |3FCode

|c.|y

SEXUALLY TRANSWITTED DISEASES [ST04)

Gender of Sax Pavtners 5TD TREATMENT
[Enec 3t mar 350

r Mok F W% F Tarsgunder
© o Femse T F M T

T Treate in offce

Drugis), Dosage, Route

I Given preserpion

T Unresed
W et
T Usable io contact patent

Trastmant Began
iy

I uninown [ Offer

ar:m;‘nns wsnﬂts Zyphais Test Resums Trar x :
ety heion presen Speciren Soarcels
r Secondary 0 R T Pes [y fehech ai that apgiy;

[ Earyriwioni < yoar r VDRL T Pes T heg r Concal

I Latetqukaownawaton)  © FTAASS T Pes T by ™ Fheryngest

I Late latest > 1year r TRPA T Pes T heg C Fecsl

T Late pertary) rOOMGLA T Pes T oheg C e

T Congental rOCSEADRL T Pes T Neg  vagnal
Nouraryphiis? r Ore r oter

FoYes Mo T Usknose

H repsring Chiamyaks angor Gonsrmea:

I Paens retsseq Teawmest
T Refered o

: [ roporting Pelvic fammateny DEeIse:
Symptoms? fcic ai that agoh)

r e
rone

r Uskgwn

I Genoeneeal A
I Chiamysa PO

I CAIUTRICn ESTIOgY PIS
Partraris) Trearea? e icied patent 1
T e, st in s e et} or

T s, MecuPresciphon given [ Mo, nefemed parmens)
0 AL 107 THeT PATIS)

——— | e omee I unien
VIRAL HEPATITIS
Dxagnesis (ehsci oV Par azpyl s patent sympromae? [ Yes I Mo [ Unkrows Fos  Neg Pes  Neg
D Pepemn Dperst WepA  aHAVGM T T | ABC amhCcy T T
T Hepants B (xcute) - Beod manstun dentl o | ALT (85PT) — -
T Hepamis B (cronic) T b N upper HepB  HBsAg rr *
I Hepattis B (periatal) - et L e HCY RNA

) ™ Omer neede exposue Eo.PCR T T
T Hepaots G qacue) I St coatact asTisoon) tHECM T T
T Hepantis C {chionic) I Heousshokd conéact o s amHEs [ | HpD ammeDv ¢ T
T Hepantis 0 T Perutsl - - m ‘I: ; HpE ey T T

; 4
I Hepas £ T Gagcar B et "
" I omer HEY DHA

Remarks:
CoP TR T o Teberciion R a0 T

ZIP Code

Home Telephone Number ell Telephone Number

Work Telephone Number

Fmaﬂ Address

rimary
anguage

T~ English
T~ Other:

I Spanish

Birth Date (mm/dd/yyyy) Age T Years
T Months

T~ Days

Gender

I MtoF Transgender

C Male ™ Fto M Transgender
I Female 1 Other:

Occupation or Job Title

Pregnant?
I Yes

Est. Delivery Date (mm/dd/yyyy)

T No T Unknown

Country of Birth

Fauia

New Fields for

 Cell Telephone Number
 Email Address

e Occupation or Job Title

Occupational or Exposure Setting (chec
™ Correctional Facility | School




State SISO 1A I Hurrn Sarices

Patient Demographics

CONFIDENTIAL MORBIDITY REPORT

Gt Dapartrant of Pubsic hsath

PLEASE NOTE: Use this form for rep g all except and P to DMV,
| DISEASE BEING REPORTED
Fanient Name - Last Name Fiest Name. ] Evaniciry (eheck eoe)
’ T Heganiclatng T Non-MspanicNondates T Uiknown
Home Address: Namber. Street At Unit e Race eneck all that appiy)
1 iy
Gy ’m ’mm I Aneican Indan/Alasia Hatve
I Asian jcheck o hat appiy)
I~ Asian ingan I Hmong r T
I Cambodian F Jpwese T Viehamese
r Chiness - Horean I Othes jspecity]
(Email Address Primary T Engish T Spansh F Fapino I Laatian
Language 1 Other I Pachic Isander (check o iha aoply)
Birth Date (mamsti ) Age I vears  |Gender [ Miof Transgender I Mae lmsisn Samesn
I T Monihs T Mae = F oM Transgendsr I Guamanian I Other speciy)
T s r Femae - cmer r whee
Fregnant? Est Delvery Date [mmtdhyyy) | Country of Bidfy T/ Oher (st}

Primary
Language

™ English
™ Other

™ Spanish

Age I Years

I Days

Est. Delivery Date (m

I Months

Gender
r Male

ountry o

[ Female

™ Mto F Transgender
™ Fto M Transgender

™ Other:

Surteunit No.

EPIDEMIOLOGY

Fax (858) 715-8458
Phone (619) 515-6620
IC S P Cooe
SEXUALLY TRANSMITTED DISEASES
Teleprene Numee: Fax Number
Fax (619) 692-8541
r Do =y =] Phone (619) 692-8520
(Dbtain aaditcnal forms from your ocal heal depariment )
Laboratary Name Temy [mu [zwcoee
SEXUALLY TRANSMITTED [T
Gender of Sex Parmers ST TREATMENT [~ Treatedinoffice [ Ghven piescrpt T Untreated
(Eneck af mat o) e i et e e Treamert Bagan ’
Drugis), Cesage, Rewss fmmadAy T v treat
r e © Mo F Transgender I~ Ut 30 contact patient
© Female T Flo M Teansgender p
T Unknown T Other T Rfered i
S ypnans Tes Results Taer | Mregmiog Shiamya andier Gonomhed: It reportng Peteic Intammanry Disgaze:
™ enmary Gesion present) - Rem r P I ey Specimen Sourceis) Symptoms? fEheck alf Hhal a00ik)
I Seccndary —— | o i trat appyy rove r Genocsceal PID
I Earty latent « 1 year O voe TP Theg | Censcal rom r Chiamyaal PID
I Latent {uninown duration; © FIAABS T Pos T Neg T Praryngeal I Uninown I CherUnknown Enclogy PID
I Late katent = 1 year FTRPA T P T Mg :: Recta Partenis) Treated? Mo wineaed pasent 1
T Late fterary rOEWCUA T Pos I Meg Urethiat I es. teated in the cinic reler partnars) for
- r Urine weatment
T Congenkal [ CSEVDRL T Pos I Neg I vagna roves r N, o
Newresypniiis? - cmer — o patient for Pweir partnes(s)
r omer
FoYes [ Mo T Usknown I i, e - urine
VIRAL HEPATITIS
Diagnasis (eheck ail that 2ppiy) I3 patient symptomatie? [ Yes [ Mo I Usknown Poi  Neg Pos  Neg
T Hepattis A Suspecied Exposure Type(s) aOHAVIGM T [ | HepC anbeCv T [
I Hepatiis B {acue) I oot wanenson gentsor | ALT (SGRT) -
T s e r Wong e Resun T s e [ ::,“:m "
) ) : anHBoyal T T
T Hepattis B (pernatal I Other peedie xpoture eg.PCR) T T
I Hepattis C (saute) I Seml contact AST{SGOT) abHBcRM T T
I Hepattis €1 , - e ugper anHss ¢ | wpo ameov T ¢
sl Lma HEeAg ror
T Hepatdis O T Pennatal e |weee awes roor
r g -
T Hepattis £ o e Eruin resut. HEV DA
Remarks:
COPw 1958 (171 1 [0

Fage a3

New Fields for

Occu

* Primary Language
* Age — specify if in years, months, days
e Country of Birth

tional or Exposure Setti

check




Patient Demographics

Old CMR VS. New CMR

Estimated Delivery Date Primary ™ English T Spanish

Gender Pregnant? Month ~ Day  Year Language T Other
TRRN Y || N ||unk Age I~ Years Gender ™ M to F Transgender
T Months r Male I~ Ffo M Transgender

I Days

atient’s Uccupation/Setting
"] Food service ) Day care 7] Correctional facility

Est. Delivery Date (mmvdd/yyyy)

Irn

=

) Health care ] School ) Other

OccuEﬁonaf or Exgasure Sem‘ng ‘check !

Expanded options for “Gender” to include:

e M to F Transgender
e Fto M Transgender
e Other, with space to describe



Patient Demographics
Old CMR VS. New CMR

Ethnicity (v one) Ethnicity (check one)

() Hispanid/Latino I Hispanic/Latino T~ Non-Hispanic/Non-Latino | T Unknown
7] Non-HispanicMon-Latino Race (check all that apply)

Race (v one)

7] African-American/Black

[T African-American/Black
M American Indian/Alaska Native

7] Asian/Pacific lslander (v one): (r Asian_ (check all that apply)
() Asian-Indian ] Japanese ™ Asian Indian I~ Hmong ™ Thai
7] Cambodian ] Korean I~ Cambodian I~ Japanese I Vietnamese
7] Chinese 7] Laotian [~ Chinese I~ Korean T Other (specify):
7] Filipino 7J Samoan ™ Filipino [C Laoctian
7] Guamanian 7] Vietnamese [T Pacific Islander (check all that apply)
™ Hawaiian [ Mative Hawaiian [ Samoan J
1 Other: \ " Guamanian I~ Other (specify):
] Native American/Alaskan Native ™ White
—J White: I~ Other (specify):
I Unknown
7] Other:

Expanded options for “Race” and “Ethnicity”:
e Ethnicity — addition of “Unknown”
* Race

® Separation of Asian and Pacific Islander
» Additional options listed
e Check all that apply rather than only one



Patient Demographics

State SISO 1O I Hurrin Sarces Agescy Gt Dapartrant of Pubsic hsath

CONFIDENTIAL MORBIDITY REPORT

PLEASE NOTE: Use this form for rep g all except T and i P to DMV,
DISEASE BEING REPORTED
Fament Name - Last Name Fiest Name. ] Evaniciry (eheck eoe)
’ T Heganiclatng T Non-MspanicNondates T Uiknown
Home Address: Number, Soreet At Unit e Race eneck all that appiy)
I ARG AT
Gy = 7P Code I Aneican Indan/Alasia Hatve
I Asian jcheck o hat appiy)
I~ Asian ingan I Hmong r T
Home Teiephane Nomber ]Mlupnmh\me« Work Telephone Number I Cambotan s T iemamese
r Chiness - Horean I Othes jspecity]
(Email Adaress |m-u.-, r Engish [ Spanish  Fapna I Lactian
I Gther T Pacfic hander (check o Ml aopiy)
[Birth Date (rmvaavyy] Age T veam  |Gender T Mol Transgender I Mae lmsisn Samesn
T Monihs © Mae - F e M Transgender ™ Guamanian I Other (specityl
T Days r Femae - cmer r whee
Pregnant™ Est. Devery Dare (mmvoeyyy) | Country of Bim I Omer (specsy)
T o¥e TN T Uniee r Urknown
Decupation or Job Tite Gecupational or Expasure Seeting (check 3l that apply): - Food Servce [ Day Gire - Heath Care

I Comechonal Fackly [ School T Other fipeafy)

EPIDEMIOLOGY

Address: Numisr Stroef | SurteLinit No. Eax ‘558] 715-6458
e Phone (619) 51546620
CRy TP Code
SEXUALLY TRANSMITTED DISEASES
Teleptane umber Fue Humbse Fax  (619) 682-8541
- e T Phone (619) 632-8520
(Otrtain axdcstonal forms from jour ocal healh depantment )
Temy [mu [zwceee
3T
Gender of Sex Parters TO TREATMENT I~ Treatedmoffce [ Given prescrption Trestment Began | Unireatea
(et abmat oa ois), Cesage. Rows ] ]
© Male Mo F Transgendes T Unatse 10 contact patent
[ Femsie T #40 Trangemder T

r I Refemsd i
¢ Resuks Toer | MreReming Chlamyha andter Ganorhea: ILreparing Pivic INTammarery Daeass:
m - Specimen Sourceis) Symptoms? ek ol 50f 0]
i —— | ook ai trat agpy) r Yes I Genococeal PID
- r T Pos I Meg r Conveal r oM I Eniamyal PID
ri © FIAABS T Pos T Neg  Pranygeal I Uninown I OhenUnknown Etidlogy PID
I Late tatent = 1 year F TRPA r Pos I Neg :: S"':“:J Partners) Treatea? Mo wineaed pasent 1
T Late fernary rOEACUA T Pos I Neg [, I Yes, beated in this ciric fefer parmes) for
T Congenkal I CSFVDAL T Pos T Neg - vasnal r Yes r Mo, o
Newresyphitis? - - — o patient fof P parines(s)
I Yes [ Mo Unknown e - ves, omar I uninoe
VIRAL HEPATITIS
Diagnesis (eheck 30 that apply) I5 patient symplomatic? [ Yes [ Mo [ Unknown Fos  Neg Fos  Neg
T Hepattis A Suspected Exposure Typeis) SOHAVIGM T | PG amhcy T ¢
I Hepattrs B (acne) - oot yanshuseon denalof | ALT (SGRT) . -
T Hepattis B chvonic) - N'Fa""*",g:w“’“" e Ueper HIpB  Hisig ror R O
st ] HEN ANA
T Hepattis B (pernatal) I ther roeete exprsure ol 2 B Eg.PCR) T T
I Hepatts C (aaite) I Sewmnl contach AST(SGOT) e S
o Hwie € e e - upper awoHss ¢ ¢ | WepD amev ¢ ¢
etronic Hauriehold contact Resit Lima HBeAg ror
I Hepattis 0 T Perinatal e - I |wee awe T
I Hepatiis E T G care Bl s
. HEV DA
Remarks:
EI i =ICH

SEXUALLY TRANSMITTED DISEASES

Gender of Sex Partners
(check all that apply)

I~ Male ™ Mto F Transgender
I~ Female I~ Fto M Transgender

~ Unknown [ Other

New Fields for
e Gender of Sex Partners
e Under STD-specific section




Labora

Date of Onset (mm/ad/yyyy)

Date of First Specimen Collection (Mm/ad/yyyy)

Reporting Health Care Provider

Reporting Health Care Facility

tory Information

Date of Diagnosis (mm/ddyyyy)

Date of Death (mmadlyyyy)

REPORT TO:

EPIDEMIOLOGY

I conmvenmaL ol Address: Number, Street Suite/Unit No. Fax ( 858) 715-6458
FPLEASE NOTE: Use this form for reporting all concitions C Stﬂfe ZIP Code Phone (61 g) 51 5-6620
|n|se»~se BEING REPORTED ty
rm— o SEXUALLY TRANSMITTED DISEASES
iame Adareas: Nembar, Swent w) | Telephone Number Fax Number F (61 9) 692-8541
ax -
ooy |m|u 2 Cooe
. . Phone (619) 692-8520
plerma [Col Tetopt |“”" Telephone ) Submitted by Date Submitted (mm/dd/yyyy) ( )
Ermail Agoires: €n
* Cirsnge - cmer | Iials
Bith Date (revIsyyy) Age r Yews Conder r Mof -
ruens  Cee ool Laboratory Name city State ZIP Code
T Cap T Fende - omer
e Gt Baivery Date ey | Gouney of Girth
e © M T e
Oceupanion of Job Tite
Beparng Iw Tratn Care Facidty REFGRT Ta:
. EFIDEMIOLOGY
Agaress. Wamber, Streer Seamating Mo Fax 1858?7‘56455
. Phone (619) 5156620
v sare ’zpm
SEXUALLY TRANSMITTED DISEASES
e ran AR r"“‘"“" Fax  (519)692-3541
F—— T T T Phone (619) 652-8520
(OUGAN SRR Forms. PO YOur Gl besallh depar el )
Lagaraiory Name ]w State. ]z\-om
L
I ———— New Fie | d S fo r
hpeaaApe— L RER s .
roremm - riom Tsgenos I Pt s beskeent
r Unrown 1 Offer. I Belersed o
L L L
L e - - :
T e [ * Date of First Specimen Collection
I et < | e 0 VoA E Pos O Neg I Cenvcal rowe r Criamys Mo
I Lottt furknown csaion) F FTAMSS I Pos TNy T Phanyngeal I Unkngen I OFerUnknoes Badogy M0
. r Recal .
- ool B B v a—— . .
r congenta Fesven row g | L I Ves, MeuPrescrptinohen [~ e, ke sttt} 5 [ ]
Newwoaypams P - o o pationt dor e parierisy
r Yes M hNo I Uninown ™ Yes, other. I Urkaown ’ ’ ’
VIRAL HEPATITIS
AR Mot appl) M Yes [ Mo [ Usknewn Pos  Neg Pos  Neg
:::::: " pced Exp ?::ulu prepe— HEBA LHAY I T T | MG anmoy T r
B ) Bty e . m—
e L et e I R e
T Hepaten C (seuns) T Seausl cortect AST (S50 miHBCGN T =
P T — I Housshesd contset I o s F [ HBE asbEv  © ¢
I Hegaiti - Pemas N - Haskg T | HepE smsme - -
T Hepatts £ © camscan [rr—— e, o O
Remarks:
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Laboratory Information - Syphilis

Old CMR VS. New CMR

. Syphilis Test Results Titer
Syphilis Test Rgsults ~ RPR I Pos T Neg
“JRPR Titer:
=] VDRL Tier: I VDRL I” Fos T Neg L
TJFTAMHA:  TJPos 7] Neg I FTA-ABS T Pos T Neg
TJCSF-VDRL: "1Pos ] Neg - TP-PA " Pos T Neg
1 Other: I EIACLIA T Pos T Neg

M CSF-VDRL T Pos T" Neg
C Other:

Expanded test types/results for syphilis



Neurosyphilis

Old CMR

New CMR

Syphilis
1 Primary (lesion
1 Secondary
1 Early latent < 1

I ~1 Neurosyphilis

present)

year
n duration)

SEXUALLY TRANSMITTED DISEASES (STD)

" Late latent = 1 year
T Late (tertiary)
] Congenital

If reporting Syphilis. Stage:
Primary (lesion present)
Secondary

Early latent < 1 year
Latent (unknown duration)
Late latent = 1 year

Late (tertiary)

Congenital

aaaTaanan

Neurosyphilis?
C Yes [ No [T Unknown

Rather than a single checkbox for neurosyphilis,
provider is to indicate as Yes, No or Unknown




Patient Treatment Information

Old CMR VS. New CMR

STD TREATMENT INFORMATION C STD TREATMENT | I Treated in office I Given prescription
1 Treated (Drugs, Dosage, Route): Date Treatment Initiated

Month Day Year

Treatment Began
Drug(s), Dosage, Route (mm/dd/yyyy)

S —

New Fields for
* Treated in office vs. Given prescription
e Additional line for second treatment date



‘State of Chemia—Haan are Haman s

" CONFIDENTIAL MORBIDITY REPORT

GC Symptoms

1 e

If reporting Chlamydia and/o

Specimen Source(s) Symptoms?

FLEASE NOTE: Use this form for reparting all excapt 1o OMV.
|DISEA,SE BEING REPORTED
Fatient Name - Last Name First Name w ‘Ethveiry [chack cre]
T oMepascidne T honMspacmLine T Lneosn
Home Aovess: Namber. Swest Aptuni e Race jeneck 2 that apey)
Ao AmeneanTiack
3 3 7T I Arsercon IsenAlsas Hetie
] B
I Asian s T veneng r e
e Gl Tubep Work Teleph r Caseonn ©olapaness  © Vimes
r Chiese T erewn T Omer fapmotyt
Email Agdvess |Pawlr T Gogeh T Spamen r rmono Lot
Langrage omer I Pecic Bhamoe (Lo o Il ao0k) -
Bith Daes VIR dge ©ovews  |Geow - Mo Tramgeos r haneHasson T Saman
oo | T MR- P Tragede T Cuamanion I Cther (apeaty

T Cars © Fense - cmer r whee
? Bt. Coavory Dete jmmizyyyy] | Counery of Girtk T O apeety
TV T Ne T Unisown I Uk
Becupation or Job Tite I T P Sevee [ Dy Cae T bl Core

(check all that apply)
Cervical
Pharyngeal

[ Yes
© No
M Unknown

If reporting Pelvic Inflammatory Disease:

(check all that apply)
[ Gonococcal PID
[~ Chlamydial PID
[ Gther/Unknown Etiology PID

Rectal
Urethral
Urine

Partner(s) Treated?

Vaginal to patient for their

EFIDEMIOLOGY
Fax  (853) T15-B458
Phone (619) 5156620

OO

Other:
T Yes, other:

T Yes, treated in this clinic
I Yes, Meds/Prescription given

Mo, instructed patient to
refer partner(s) for
treatment

" No, referred partner(s) to:
partner(s)

T Unknown

3 ]au. ’xrm
L SEXUALLY T TED
o e r‘"""“" Fax  (519)892-8541
[Subsvmed by Tace Submimed a3y yYY Phone (619) 682-8520
(OUGAN SRR Forms. PO YOur Gl besallh depar el )
(Laceratory Nome

i il

SEXUALLY TRENEWITTED REEASES {ET0s)

Gungur o 3 parmvars STOTREATMENT I~ Tramdncllce I Ghven prescrgtn TrestwastBogan T Unirevted
- e Drugis). Dosage. Reste ] Wi
FoMse T WIF s
obemms oM Trsgenos
r Uneown T Ofer

ARG SRS ey est Rerutty Tane
[l re— e r Pa rag
I Seccoary ;

I Ea < 1 year OVoRL L Pe D
F Loeotqwknosndssion T FTAMIS T o T ey

Lo latent = | year rTPRA T Pes ey

" Late (iertary

4] ©OEWCLA T Pos T Neg
Congental

New fields for

a ©OCSATRL T Pen I Neg serpten
Newrospnn T - coner o pationt for Taw parterisy
© Yes [ Mo I Uniown
VIRAL HEPATITIS
P had appl) F Yes © Wo [ Usinown Pos Neg Pos  Neg
T Heatts & Tymeis) TR A mLHAVGM [ T | WRE amboy T
I et 1 (acut) - oot tnstesion. dentales | AT (368T) -
I Hepattis B [chonic) meca Uppes [r— ror B oor
| v arug use aea Limt OV RHA
I Hagatts B [peneara) I o ey opo MW O [ e N =
I vt € (3eume) I o et AST(350T) N --
[l T — I Heusshoid contadt s Upper 1D T | HpD wsrv ¢
. r e st N =
T Heatts 0 Bemats . F O |wwE e ¢
T Hepatts £ T Cad car [—— bH
P — v O
Remarks:
EoOrT = o n a1

Chlamydia/Gonorrhea symptoms




CT/GC Site of Infection

Old CMR VS. New CMR

F —— I
: i iz and/or Gonorrhea: If reporting Pelvic Inflammatory Disease:
Gonorrhea Chlamydia PID (Unknown Etiology) pecimen Source(s) Symptoms? (check all that apply)

7T Urethral/Cervical ] Urethral/Cenvcal 7 Chancroid (check all that apply) I Yes I~ Gonococcal PID

“JPD TJPD 1 » " Cervical r No ™ Chlamydial PID

7 Other: ] Other: Non-Gonococcal Urethritis I~ Pharyngeal I Unknown I Other/Unknown Etiology PID
I Recal Partner(s) Treated? Mo, instructed patient to
= Urethral I Yes. treated in this clini refer pariner(s) for
- Urine es, treated in this clinic treatment

' I~ Yes, Meds/Prescription given [T No, referred partner(s) to:
[ Vaginal fo patient for their partner(s) partner(
[T Other:
N ™ Yes, other: I~ Unknown

Expanded Chlamydia/Gonorrhea Specimen Source
e Separated out Urethral and Cervical

» Additional Choices

*Only indicate specimens with positive results
Separated out PID infection




Partner Treatment Information

‘State of Chemia—Haan are Haman s Catamia Degartwart of Puhic Haay

CONFIDENTIAL MORBIDITY REPORT
PLEASE NOTE: Use this form for reporting al excopt o MV If reporting Chlamydia and/or Gonorrhea: If reporting Pelvic Inflammatory Disease:

[DisEASE BG RepoRTED = = p—— Specimen Source(s) Symptoms? (check all that apply)

e Aaress: Warber, Swost Spttinate | Raee faneck af nat oy (check all that apply) I~ Yes ™ Gonococcal PID

I ABeatAmenea s,

- = PR ™ Cenvical r No ™ Chlamydial PID
S ) |W| :'m | fame Fime o ™ Pharyngeal T Unknown C Other/Unknown Eticlogy PID
B A o el I L) Rectal Partner(s) Treated? No, instructed patient to
T . 1 e[ o e G b el ™ Urethral I Yes. treated in this clini refer partner(s) for
T ey e ~ Urine es, tre in this clinic treatment
) T Yes, Meds/Prescription given [T Mo, referred partner(s) to:

== [l Vaginal to patient for their partner(s) P =)

Addreas: mbar, Sreat Futatink . EPIFD;MI%?;*?\&M& I- Other:

= F = ' Phone (619} 515-6620 - T Yes, other: T Unknown

SEXUALLY TRANSMITTED DISEASES

o e r‘ Hemeer Fax  (519)892-8541
= oo Esped Phone (619) 652-8520
(OUGAN SRR Forms. PO YOur Gl besallh depar el )

Lacaratory Wame . ]w lsrar lzw Code

SEXUALLY TRENEWITTED REEASES {ET0s)

Gander of Sax Parmas ST TREATMENT I~ Treae: I Given T Untrested
enger of Sax Parme ated e Given prssrpton FI——
Crugis). Cosage. Reste [y T we e
r s © Wl E Tamsgenas
©oRemae 0 OF oM Trmsgengs

© Unioown T e

ERGRGSRHELSRIE oo rust Recuts —
 Frimary {leion presset] ey e T Neg
Seondary

r vee oo ey

© Lsentjwiooandaeston  © FTAMIS T P T Moy

T Latefotert > 1 year rOTPEA T Pae by Ho,_nsiucied patest i

I Lote feary) I EWCLIA T Pos T Neg T rotor partaceis) for .

T Congental ©OCSEATRL T S TNy
Newroaypni r omer

T Yes [ Mo T Uniown
VIRAL HEPATITIS

" it apply] F Yes © Mo [ Usioewn oy ——

T Hegatts & ] T T

T bt I [acute) - Wond ioteien, dentilee | AT (558,

I Hepattis B [chonic) N‘ﬂ“‘_:m"‘w"“‘ o e B ML ror B oor
T Heatts B [perwata) I O Pue kapotss . aBCWN O L :ﬁ,"?:‘-ﬁ ror
T bt € (3 I Seral cortens AST (3007} mLHBCQN T T -

[l T e— I Hesssheid costadt I e atibs | Hpb amrev ¢ ©
T Hegatts 0 © Pematy ::"’;L 0| wwe s ¢
I Hegaits £ T Cad car B ot ¢ Coai;

~ omem c

Remarks:

I Titwrioan e P 1007




Reminder: Disease Being Reported

State of Cabomia—tealn and Human Serces Agency

CONFIDENTIAL MOREBIDITY

Galornia Depariment of Puble Healh

REPORT

PLEASE NOTE: Use this form for reperting all conditions except Tuberculosis and conditions reportable to DMV,

DISEASE BEING REPORTED

Patient Name - Last Name lnm Name ]

Home Address: Number, Strest Apt/Unit No.

city State |ziF Coae

Home Telephone Number |G¢\lf Telephone Number Work Teiephone Number

Email Address Primary I English I Spanish

Language [ Ofher

Birth Date (Mmadyyyy) Age T Years Gender I MtaF Transgender
T Months  Male I F o M Transgender
r Days I Female - other

Pregnant? Est. Delivery Date (mmikdyyyy) | Country of Birth

T Yes T Ho T Unknown

Occupation or Job Title Occupational or Exposure Setting (check
™ Comectional Facity r School

ate Of FIrst Specimen Collection (Mmaayyyy

e Of OnSet (VY YY)

e Of DIAgnOSIS (VYY)

Ethnicity {check one)

I Hispaniclating I Non-Hispanic/Non-Lating ™ Unknown
Race [check all that apply)

F Amican-AmencnBlack

I Amencan Indian/Alska Mative

I Asian (check al that appiy)

™ Asian indian  Hmang roai
I cambodian I Japaness r Vienamess
I Chinese ™ Korean I Other {specify)
 Fiiping r Laotan

™ Pacific Istander [shack a0 1ha! apply)

r Natwe Hawallan r Samoan

I Guamanian T Ofher [speciry)
I White
T Caner (speciy):
 Unknown

anthatapply): T Food Service [ DayCare [ Healtn Care
™ Other (speciny;

ate o 0 (MUY

Reporting Health Care Provider |R¢pu|1mg ‘Health Care Facility REPORT TO:
EPIDEMIOLOGY
Address: Number, Street Suite Uit Ne. Fax (858) 715-6458
. Phone (619) 515-6620
City State ZIP Code
— e SEXUALLY TRASMITTED DISGASES
Submitted by Date Submitied TG Phone (619) 692-8520
(Obtain agdtional fomms from your kecal ealth separtment. )

Laboratory Name city State ler Code
SEXUALLY TRANSMITTED DISEASES (STDs)
Gender of Sex Partners STD TREATMENT 1 Treated in office I Given prescription Treatment Began | Unireated

feheck al thal apply) Drug(s). Dosage. Route (mmAdy YY) T Wil treal

M Mo F Trnsgender I Unabie to contact patient

™ Female ™ Fio M Transg  Patient refused treatment

I Unknown T Ofher. T Refered tor
If reporting Syphiliz. Stage: Syphilis Test Restts Trter | [LPEROMING CHIAMYGIR INCOr GONOMNed: If reporting Petvic inflammatory Disease:

 Primary (lesion present) r EeR I Pos T Neg 78 ? fcheck all that apoly)

I Secondary B E feheck all that apply) r Yes r Gonococcal PID

I Earty latent < 1 year r voRL TPos TNeg | r Cenical r No r Chiamydsl PID

I Latent (unknown duration) I FTA-ABS " Pos T Neg O Pranmgesd I Unknown I OtherUnknown Etickogy PID

I Late tatent = 1 year r TePa r Pos T Neg I Redal Fartner(s) Treatea? N, instucted patient

I Late {tertiary) rOEACUA T Pos T Neg ": :r'f;""‘ I Yes, treated in this clinic ' reter panner(s) for

' Congenital r CSPVDRL T Pos T Neg O Vaginal T Yes, Meds/Prescriplion ghven I Mo, referred parner(s) 1o
Neurasyphilis? [ Other © o o gt for WA partier(s)

T Yes T Mo [ Unknown ) ™ Yes, olher I Unknewn
VIRAL HEFATITIS
Diagnesis (check all that apply) Is patient symplomatie? I Yes [ Mo [ Unknown Fos  Neg Pos  MNeg
T Hepatitis A p Typeys) Hep A anbHAV IgM | Hep&  antiHCV [= [=
T Hepatitis B (acute) r Biood ransfusion, dental or | ALT (SGPT)
" Hens ) meqical procesurs Upper . RIBA r r

epalitis B {chronic) ™ IV drug use Result o Hep B HBsAg ror o RN
" . I
T Hepatitis B (perinatat) I Cther needle exposure soHEcild T O feg.PCR) ©
T Hepatitis C (acule) I Sexual contact AST(SGOT) | ant-HBC g T T .
T Hepatitis C (chronic) I Household ¢ 1 f— |:::' ant-HBs r r | Hepo  anti-HDV r r
T Hepatitis D I Perinatal :’:::ge : :i HepE  anii.HEV ror
™ Hepatitis E ™ Chisd care Bdirubin resull "
™ Other HEV DNA

Remarks:

COFH 1103 (111) (107 reporting all conditions except Tuberculosts and conditions reportabile to DMV) (E51 02082011

Pagetof2

Available on the County website at
http://www.sdcounty.ca.gov/hhsa/programs/phs/documents/CMRa.pdf

Remember to enter the
disease being reported at the
top of the form. This field is
now highlighted in red.

Fill out a separate CMR for
each disease reported.



http://www.sdcounty.ca.gov/hhsa/programs/phs/documents/CMRa.pdf�

STD Reporting Information

e STD Reporting Time Frames

— Report syphilis cases, including suspected cases, within 1 working day

of identification

e Suspected cases: a presumption of syphilis based on presentation of signs and
symptoms, lab result pending

— Report the following within 7 days of identification:

e Chancroid

e Chlamydia trachomatis infections, including Lymphogranuloma Venereum
(LGV)

e Gonococcal Infections

* Pelvic Inflammatory Disease (PID)

e More Information on Disease Reporting

— For more information about the reporting of STDs in San Diego County,
please call (619) 692-8501.

— For information about reporting other diseases, please call (619) 515-
6620.
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