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*required forsaving
Facility ID: Auto-entered by the system Event #: Event # auto-assigned
*Resident ID: Ex. Medical Record # *Social Security #: Insert 999-99-9999 if not using SSN
Medicare number (or comparable railroad insurance number):
Resident Name, Last: Recommend to enter name First: Middle:
*Gender: M F  Other *Date of Birth: MM / DD/ YYYY
Ethnicity (specify): Race (specify):
*Residenttype: [ Short-stay (<or =100 days) [ Long-stay (>100 days from date of first admission)
*Date of First Admissionto Facility: /[ *Date of Current Admissionto Facility: / [/
Event Details
*Event Type: LablD *Date Specimen Collected: MM / DD/ YYYY
*Specific Organism Type: (check one)
O MRSA O MSSA O VRE X C. difficile O CephR-Klebsiella

O CRE-E. coli O CRE-Enterobacter O CRE-Klebsiella O MDR-Acinetobacter

*Specimen Body Site/System: DIGEST - Digestive System *Specimen Source: STOOL — Stool Specimen

*Resident Care Location: Where resident was residing on date of specimen collection

*Primary Resident Senvice Type: (check one)

O Long-term general nursing O Long-term dementia [0 Long-term psychiatric
O Skilled nursing/Short-term rehab (subacute) [ Ventilator O Bariatric O Hospice/Palliative
*Has resident been transferred from an acute care facility in the past 4 weeks (prior . o :eae”;‘t";e;:s;ii’the

to specimen collection date)? :
next two questions

If Yes, date of last transfer from acute care to your facility: __/__/
If Yes, was the resident on antibiotic therapy for this specific organism (C.diff.) type  Yes No
at the time of transfer to your facility ?

Custom Fields

Label Label

Comments

(Optional) Add any information related to this specific infection here.

Assurance of Confidentiality: The v oluntarily provided information obtainedin this surveillance system that would permitidentification of any individual or institution is
collected with a guarantee that it will be held in strict confidence, will be used only for the purposes stated, and will not otherwise be disclosed or released without the
consent of the individual, or the institution in accordance with Sections 304, 306 and 308(d) of the Public Health Service Act (42 USC 242b, 242k, and 242m(d)).

Public reporting burden of this collection of information is estimated toaverage 15 minutes per response, including the time for reviewing instructions, searching existing
data sources, gatheringand maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a
person is not required to respondto a collection of information unless itdisplays a currently valid OMB control number. Send comments regarding this burden estimate or
any other aspect of this collection of information, including suggestions for reducing this burden to CDC, Reports Clearance Officer, 1600 Clifton Rd., MS D-74, Atlanta, GA
30333, ATTN: PRA (0920-0666).
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