Local Health Department Name / Logo

Hepatitis C Virus (HCV) – Initial Case Investigation Form

Dr. ______________________

Date: ____ / ____ / ________

DHMH Record#: ____________

HCV is a reportable disease in Maryland.  The health department investigates cases of hepatitis C in order to assess the burden of disease in Maryland.  We have received a positive laboratory report for HCV on your patient and we need the following patient information to initiate our investigation.  Additional information may be requested upon assessment of this form.



Please complete this form within three working days and return to:

________________________ Health Department

Health Department Street Address

City MD Zip Code, Fax Number (optional)

Patient INFORMATION





Name:


�
_________________________________________________________________


Last    					First    				Middle�
�
Address:


�
_________________________________________________________________


                                 Street                                                                                                            Apartment #�
�
City/State/Zip:


�
_________________________________________________________________


City                                                                                              State                                       Zip Code�
�
Home Telephone No:�
(          ) _________ - ____________�
�
Date of Birth/Age:�
____ / ____ / ________        			__________ years


Month       Date              Year�
�
Sex:�
( Male       	( Female       		( Unknown


�
�
Ethnicity:�
( Hispanic     	( Non-Hispanic    	( Unknown


�
�
Race: 


(check all that apply)�
( White      	( Black or African American          ( American Indian/Alaskan Native           ( Asian       	( Native Hawaiian/Other Pacific Islander          ( Unknown                                              ( Some Other Race: ___________________________________________________


�
�
�
�
�






Liver Enzymes





Was this patient tested for serum ALT (SGPT) or AST (SGOT)?     ( Yes     ( No     ( Unknown


If yes, please complete information below:�
�
�
ALT (SGPT)�
AST (SGOT)�
�
Result:�
�
�
�
Reference Range:�
�
�
�
Date:�
�
�
�






( I did not see this patient for hepatitis.


     The patient’s health care provider is:





HCP/Physician Name:�
_____________________________________________________________�
�
Address:


�
_____________________________________________________________


_____________________________________________________________�
�
City/State/Zip:�
_____________________________________________________________�
�
Telephone:�
(          ) _________ - ____________�
�









