Suspected Food Borne Illness Reporting Form

Complainant Name:

___________________________

Contact Info/phone #:

 __________________________

Place of Exposure:


___________________________

Date of exposure:


___________________________

Name on Ticket:


___________________________

Food Consumed:


___________________________

Date Interviewed:


___________________________

Date/Time Ate:


___________________________

First symptom-date/time:

___________________________

Vomiting/diarrhea/other:

___________________________

Duration-hours/minutes:

___________________________

Last Episode-date/time:

___________________________

Doctor visited?


___________________________

If yes, lab results?


___________________________

Any others that ate with you?
____________________________
Any others sick?


____________________________

May we re-contact you with further questions or to check on you?

Thank you for your time and bringing this issue to our attention.  We will monitor to see if any other calls come through. We do not take these matters lightly, thank you again.

Follow-up:

