
 

 

 …………………….     Board 
Surveillance of Influenza  

Outbreak Follow up: 08/09 season  
 

 
Name of Home ..................................................................................................................
  
Address  .................................................................................................................. 
 
   ..................................................................................................................
   
No. of patients in home: .......... 
 
No. of  carers/staff in home: .........  Full time: ...........Part time…….. Agency……… 
 
Annual vaccination policy for: patients  Yes  No  
     staff   Yes  No  
 
Date of onset of first case of influenza  . . . . / . . . . / . . . . 
Date of onset of last case of influenza  . . . . / . . . . / . . . . 
 
Oseltamivir recommended                                                       Yes !            No   ! 
If yes, numbers receiving                                                               patients………….   
                                                                                                       staff   …………...      
 
Viral studies taken                                                                    Yes !            No  !     
If yes, state positive results                  …………………………………………….. 
                                                             ……………………………………………..                      
 

Illness and vaccination history for patients 
 
Patients 
 

Age group Total population Total number vaccinated Number ill Number vaccinated & ill 
>65y     
65-74y     
75+ y     
Total     

 
Illness and vaccination history for staff 

Staff 
 

Age group Total population Total number vaccinated Number ill Number vaccinated & ill 
>25y     
25-44y     
45-64y     
65+ y     
Total     



 

 

 
 

Week(s) of onset of influenza and numbers affected 
 
Week(s) of onset (date) Number of Residents ill Number of staff ill 
   
   
   
   
   
   
   
 
Clinical history of outbreak cases 
 
Main symptoms  ......................................................................................................
  
Average length of illness (days)...................................................................................................
  
Any other comments   ...................................................................................................... 
 
...................................................................................................................................................... 
 
...................................................................................................................................................... 
  
...................................................................................................................................................... 
 
 
 
Reporter:    ……………………………………………………………………………………... 
 
Contact details (if other than CCDC)  …………………………………………………………. 
 
Date ………………….. 
 
 
  
 
 
 
 


