Notifiable Condition Report Form

Northeast Tri County Print Clearly. Use the STD report form to submit STI’s/STD’s. Form can be located here.
H D
kbl Submit the completed report form to our confidential fax line (509) 684-9878.

Patient name last, first, middle initial
Date of Birth mm/dd/yyyy Sex TOdGY s Date m/dryy
Oremale OMale Ointersex

Address Reporting Person name and title
Agency

City Zip
Phone

Phone home Phone other
Send

Race Ethnicity (Lab report with this fax, and

LJAmerican Indian/Alaska Native ~ [1White L Hispanic OImmunization information, if relevant

CIBlack/African American ClAsian CINot Hispanic

[CINative Hawaiian/Other CJUnknown OUnknown

Pacific Islanders

Notifiable Condition Symptom Onset m/dyy

Treatment Given dose, start date, duration Have you notified
patient/parent/guardian?
ClYes INo

Specimen Collection Date Ordering Facility

Specimen type Test performed Test result

CINP [IBlood CIPCR I NAAT [IDetected [INot Detected

[INasal Swab [JOther CJAntigen [ Antibody/Serology Oinconclusive  [1Other

[ICulture [ Other

Chief symptoms/complaints

Employer/school/childcare Possible infection source
(ITravel [Person [Drinking Water CIEnvironment
CJAnimal [JFood  [JRecreational Water [JUnknown

Comments

This fax contains PRIVILEGED & CONFIDENTIAL information intended only for use by the individual or entity named above. If the reader of this
message is not the intended recipient or the employee or agent responsible to deliver this information to the recipient, you are hereby notified that

any dissemination, distribution or copying of this communication is strictly prohibited. If you have received this communication in error, please call
the sender’s telephone number listed above.


https://netchd.org/247/Notifiable-Conditions-Reporting
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