[image: image1.png]Health New Zedaland
Te Whatu Ora




[image: image2.png]


Notifiable Disease Notification Form



	TO:
	Medical Officer of Health, National Public Health Service, Health New Zealand - Te Whatu Ora Te Matau a Māui Hawke's Bay
	ATTENTION:
	Programme Support Officer (PSO)

	EMAIL:
PHONE:
	PSOComms.Disease@hbdhb.govt.nz
0800 266 020
	DATE:
	

	DISEASE:
	_________________________________________________________________(Disease name)                                 
Diagnosis based on: Clinical findings  FORMCHECKBOX 
        Lab test  FORMCHECKBOX 
        Contact with confirmed case   FORMCHECKBOX 


	Case Identification (PLEASE INFORM PATIENT PRIOR TO NOTIFICATION)

	Name:_____________________      ____________________________

                   Surname                                            Given name (s)

Residential Address: ___________   ____________________________

                                       Number                               Street

____________________________   ____________________________

                     Suburb                                                    City


	Contact:

Home: _________________________
Mobile: ________________________
Email:_________________________

	Date of Birth: ____/____/____

NHI: ____________________
	Sex:

 FORMCHECKBOX 
 Male

 FORMCHECKBOX 
 Female
	Ethnicity: (tick all that apply)

 FORMCHECKBOX 
 NZ Māori   FORMCHECKBOX 
 NZ Pākehā/European   FORMCHECKBOX 
 Other European

 FORMCHECKBOX 
 Pacific Islander   FORMCHECKBOX 
 Other (specify):_________________

	Case Demography

	Onset Date: ___/___/___           
Occupation(s): ________________________________________________________________________  

Does their work involve: Handling food   FORMCHECKBOX 
       Contact with infants   FORMCHECKBOX 
       Contact with sick people   FORMCHECKBOX 

In their household is there: A pregnant woman   FORMCHECKBOX 
       An infant   FORMCHECKBOX 
  
Place(s) of Work/School/Preschool: ________________________________________________________

                                                         ________________________________________________________
Any other information on the patient’s situation, occupation, travel or other activities that may be relevant for identifying the source or potential spread of the disease:
​​​​​​​​​​​​​​​​​​______________________________________________________________________________________

______________________________________________________________________________________



	Notifier Identification

	Health Practitioner Name: _________________________    Contact Phone: ___________________  
Email: __________________________________________________________________________
Health Centre Name & Address:
(or Health Centre Stamp)
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