Mississippi State Department of Health 

Disease Cluster Investigation Worksheet

	Complaint   ( Gastrointestinal                 ( Rash Illness             ( Respiratory       ( Other _____________________________


	Date Reported   _____/_____/_____

	Shelter name (please print clearly)


	Shelter Manager
	Shelter Type (Church,Red Cross, County, State, other)


please specify

	Street Address:
                                    City:                                            County:                                    State:                           Zipcode:    

        

	Telephone number of Shelter contact      Primary: (       )                                                           Alternate (      )      


	Shelter Census

Children__________ Adults____________


	Number Ill  

Children__________ Adults_________________


	   

	Is Medical care available within shelter?

If yes, name of contact ______________________________
	Has any  patient been hospitalized?........( Yes   ( No   ( Unknown

If yes, Name of patient_____________________________________________

Facility_________________________________________________________



	Name of reporting individual/institution:


	Telephone number of reporter:

(        )
	Date Disease team  notified:

  ________ / _______/ ________

	If done, circle CULTURE confirmed results

 Salmonella       Shigella      Vibrio      
E.coli 0157         Norovirus

MRSA specify site of x________________________

Staph   specify site of cx________________________

Influenza

Strep Throat


	SUMMARY of Reported Signs and Symptoms 

( Fever     Temp recorded: _______       ( Malaise     
( Abd. Pain  ( Nausea ( Vomiting   ( Diarrhea      ( Bloody Stools  ( Flatulence  ( Bloating   
( cough      ( body aches        
(   Rash describe_________________________________________

                              ____________________________________________________



	General Shelter                                                                                     Yes                     No           Unknown
    A. Is separate room available for ill persons                 
    (                       (                         (
     B. Is bedding shared or redistributed between residents 
    (                       (                         (
           Describe disinfection between residents if any_____________________________________________________________

      C. Do residents have their own space assigned 
                      (                       (                         (
            If no, describe _____________________________________________________________________________________     

     D.  Are any animals present
.                                                              (                       (                         (
             If yes, please describe: ______________________________________________________________________________

     E.  Is Soap available within restroom 
.                                              (                       (                         (
            If yes, please describe: ______________________________________________________________________________

      G.  Is food prepared on site                                                               (                       (                         (
             If yes, please by whom specified shelter staff or resident describe:____________________________________________

     H.   Is food served on disposable table wear
.                                    (                       (                         (
             If NO, please describe: _____________________________________________________________________________

    I.   Is food allowed to be brought into shelter.
                                    (                       (                         (
             If yes, please describe: ______________________________________________________________________________

      J.  Is food shared among residents.
                                                   (                       (                         (
             If yes, please describe: ______________________________________________________________________________

      K.  .
                                                                                                    (                       (                         (
             If yes, please describe: ______________________________________________________________________________

     L.  .
                                                                                                     (                       (                         (
             If yes, please describe: ______________________________________________________________________________

    M. 
                                                                                                       (                       (                         (
            If yes, please describe: _______________________________________________________________________________

        

	Comments:

Date of interview:
	Signature of Investigator:

	
	Title of Investigator:


	


	
Person Ill
	Age


	Date of Onset
	Symptoms
	Duration of Illness
	
Have seen medical provider
	
If rash, Have ever been diagnosed with skin conition

specify
	Any ill family members

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


IF foodborne spread is suspected, complete food recall history on all Shelter Residents

Summary_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Recommendations Issued_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Epidemiology Nurse_____________________________________

Date:____________________

Environmentalist________________________________________

fax completed report to Epidemiology Office 601-576-7497
Mississippi State Department of Health

ENVIRONMENTAL SHELTER ASSESSMENT FORM
Shelter Name: ___________________________ Address: _____________________________________________________

Manager Name: __________________ Organization: ________________________ Phone: _________________________

Assessor’s Name: ___________________________ Assessor’s Organization: _____________________________________

Assessment Date: _____________________________ Time of Assessment: ________________________________________

Assessment Items 







	Space and available facilities                                                                                                                                    Comments


	Cots/beds spaced at least 3 feet apart (30sq.ft./person)
	( Y (  N  (  NA 
	

	Cots/beds oriented head to toe


	( Y (  N  (  NA
	

	Ventilation adequate, (temperature < 85 F)
	( Y (  N  (  NA 
	

	Hazardous Waste
	

	    Bio-Hazard bags provided for med waste
	( Y (  N  (  NA 
	

	    Sharps containers provided at med facilities
	( Y (  N  (  NA 
	

	Food Safety

	    Storage, prep, handling, distribution meets local regs.


	( Y (  N  (  NA 
	

	    Hand-washing/Hand-Sanitizing facilities available 

    in all food prep and services areas
	( Y (  N  (  NA 
	

	    Refrigerator temperatures maintained <41F



	( Y (  N  (  NA 
	

	    Cross-contamination between clean and soiled items in 

    storage prep, or service areas or raw and cooked foods
	( Y (  N  (  NA 
	

	    Hot foods kept hot > 140 F, Cold foods kept cold <41F


	( Y (  N  (  NA 
	

	Cleaning and Waste Collection/Storage/Disposal

	    Cleaning staff provided with proper cleaning equipment

	( Y (  N  (  NA 
	

	    Cleaning staff provided with cleaning and disinfection 

    methods for infection control, e.g., (5 Tbls bleach to 1 



    gallon water for disinfecting contaminated hard surfaces)
	( Y (  N  (  NA 
	

	    Floors mopped/cleaned daily





	( Y (  N  (  NA 
	

	    Trash receptacles emptied daily


	( Y (  N  (  NA 
	

	    Waste stored and disposed of in sanitary manner


	( Y (  N  (  NA 
	

	Potable Water

	    Supply safe/adequate (15 liters per person per day)
	( Y (  N  (  NA 
	

	    Municipal water available and adequate



	( Y (  N  (  NA 
	

	    Private well available and adequate




	( Y (  N  (  NA 
	

	    Bottled water provided (adequate)



	( Y (  N  (  NA 
	

	Sewage Disposal

	    Public sewage disposal available and adequate


	( Y (  N  (  NA 
	

	    Private sewage disposal available and adequate
	( Y (  N  (  NA 
	

	General Health and Safety

	    Hand-washing or sanitizing stations for residents at entrances to shelters,      food lines, and childcare facilities
	( Y (  N  (  NA 
	


Inspection Items 







	Soiled Linen and Clothing                                                                                                                              Comments

	    Hampers provided for soiled linen/towels



	( Y (  N  (  NA 

	    Residents informed of soiled linen and clothing handling 

    procedures per orientation or posters




	( Y (  N  (  NA 

	    Linens, clothing, contaminated with feces, vomitus, blood or other body      fluids separated and treated or disposed of appropriately
	( Y (  N  (  NA 


	Childcare Facilities

	     Sanitary wipes, easily cleanable diaper changing table, 

    available at diaper changing stations/trash containers not accessible to      children
	( Y (  N  (  NA 

	     Lotions, creams, ointments and other solutions applied to children’s skin     dispensed from single use containers or from containers individualized       for each child
	( Y (  N  (  NA 


	    Dishwasher available for baby bottles, nipples, pacifiers
	( Y (  N  (  NA 

	     Refrigerators with thermometers available for 



    baby formula and opened baby foods
	( Y (  N  (  NA 






	Toilet and Shower Facilities
 


	     Toilet/shower/ hand-washing sink provided


	( Y (  N  (  NA 

	     1 Toilet/shower/hand-washing sink per 20 residents
	( Y (  N  (  NA 

	     Dispensed liquid soap and paper towels, and waste receptacles                 available in toilets
	( Y (  N  (  NA 

	     Hand-washing signs posted in appropriate languages


	( Y (  N  (  NA 

	    Easily-cleanable, slip resistant floors in toilets and showers
	( Y (  N  (  NA 

	G.I./Respiratory Infection Control

	    Isolation area provided for G.I. and Respiratory 



    patients easily-cleanable/separate toilets/ hand-washing
	( Y (  N  (  NA 

	    Patients ill with G.I. or Respiratory separated 



    until 24 hours after symptoms end
	( Y (  N  (  NA 


	    G.I./Respiratory log kept by medical staff onsite



	( Y (  N  (  NA 

	    Ill evacuation site workers taken off duty until 



    24 hours after G.I. or respiratory symptoms end
	( Y (  N  (  NA 


Number of Residents overnight:___________ Cases of Diarrhea _________ Cases of Respiratory Illness _______

