H302.700 (2780) COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF HEALTH
BUREAU OF LABORATORIES

LYME DISEASE FORM

Complete form and return with specimen to Division of linical Microbiology, Pickering Way and Welsh Pool Road, Lionville, PA 19353,

A. PATIENT INFORMATION

1. Name [ n - 1 s Age _ ]

LAST FIRST
2 Address | : | 4. sexiy O O
STREET ‘ M F
GITYIBORO COUNTY STATE Filgves
. . YES NO
Has a specimen for Lyme disease previously been submitted on this patient? () ...................... - O o

B. CLINICAL HISTORY { corract response and give date where indicated)
1. Nanspecific, constitutional symptoms

. YES NO YES NO DATE OF ONSET
a Fever ......... .. ...... 0 [ 2. Skinmanifestations .......... .. O o
b. Headache. .. .......... D D {Erytheme chronicurn migrans) M ol Y
i c. Sorethroat .. ... O O 3, Neuroiogic manitestations . ... .. ... O [ l__di__l__é__[__\l(_J
d MNausea,............... L] ]
e Myslgia, ........... ... O 4, Cardiac manifestations. . ... ... ... .. (2 O L.'_'li__l._llj_l___‘l(J
f,OSHANSTK. O O
g. Lymphadenopathy. ... .. 0 O B AhAtS. . ..o O O l—ﬂ—l—é—l—y
h. Arthraigia ............ .. L] :
C. EPIDEMIOLOGIC HISTORY (. correct response and, where indicated, give date and location)
‘ YES  NO DATE
1. Tick biteinmonth priortoliness? . .. ... o e O L L S
2. If Yes, where was tick bite aCquired?. ... .. oo e l l I I
Gy CC. GATE
b. 1§ NO, was there exposure to ticks, as inwooded areas?. . . ... ... oo L] ]
2. Otherinsect bifeinmonthpriortolllness?. . ... i e e 13
3. Whare doss patient believe (slhe acquired liness? ... ... i i e

D. LABORATORY EXAMINATION(S) REQUESTED (.- appropriate response)

1. Culture and identification .. ......... .. D
2, BErOlOgY. e e Ll

E. SPECIMEN INFORMATION {.~ source of specimen and give collection date)

1. Serum 4. Cerebrospinalfluid............. ] L_l_L_I_LL._I

M
AGUHE(S). oo Ol b b e b s gomtfiuid e A
, M 3] 3 M ) Y
Convalescent (S . ........... ] !_J_J__I_L_L_i 6. Skintlssue. .. ... . oL i1 L_Lj_l_l__l_j
W D v O M T Y
— - N |
1 7 D L_L_[_I__L_L_.}M 5 L 7. Autopsy spacimen (Specith— L_\_]_J_J__._JM L :
s T [] |_1_1_L.I_L._1M 1 . 8. Bonescrappings ... .o ] L_LL.J_L.J._IM‘ & :
2 BIOOH « ot IR 9. Other osoty oLty 1y
v 5] Y W 3] Y
3. PISTIZ oot Oty '
M 0 Y
F. PHYSICIAN INFORMATION
1. Name i : | 2. Phone no. I | E_J | L1 P A1
LAST FIRST i 'AREAGODE
2. Hospital address L ‘ ]
STREET
SITY/BORC .- STATE ZIF COOE

G. SPECIAL INSTRUCTIONS

1. Ship specimens cold, but unirozen, onice.
5 This form must be completed and submitted with specimen in order for laboratory tests to be perfarmed.
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