Memphis & Shelby County Health Department

Foodborne Illness Questionnaire

ELX Distribution – August 14 & 15

Date of Interview:  _______________     Interviewer’s Initials:  ______________

Name:  _________________________________________     Age:  ______    Sex:  _________

Occupation:  ____________________________________

FOOD HISTORY


For the questions below, circle “Y” for Yes, “N” for No, and “DK” for Don’t Know, can’t remember, etc.

Did you attend the catered lunch at ELX Distribution on 

Thursday, August 14, around 11:30?         Y      N      DK

If Yes, please indicate whether each food item was eaten.  Please respond for each food item.

	BBQ Pork
	Y    N    DK
	Buns
	Y    N    DK

	BBQ Chicken
	Y    N    DK
	BBQ Sauce
	Y    N    DK

	Coleslaw
	Y    N    DK
	Peach Cobbler
	Y    N    DK

	Potato Salad
	Y    N    DK
	Tea – Sweet/Unsweet
	Y    N    DK

	Beans
	Y    N    DK
	Lemonade
	Y    N    DK

	
	
	Ice
	Y    N    DK


Did you attend the pizza dinner on Thursday, August 14, around 6:00 p.m.?  Y   N   DK


If Yes,


Did you eat any pizza?    Y    N    DK



Did you drink any soda?     Y     N     DK

Did you attend the catered lunch at ELX Distribution on 

Friday, August 15, around 11:30?                  Y   N  DK
If Yes, please indicate whether each food item was eaten.  Please respond for each food item.

	Catfish
	Y    N    DK
	Ketchup
	Y    N    DK

	Chicken Strips
	Y    N    DK
	Honey Mustard
	Y    N    DK

	French Fries
	Y    N    DK
	Hot Sauce
	Y    N    DK

	Coleslaw
	Y    N    DK
	Banana Pudding
	Y    N    DK

	Hush Puppies
	Y    N    DK
	Lemonade
	Y    N    DK

	Tartar Sauce
	Y    N    DK
	Tea – Sweet/Unsweet
	Y    N    DK

	
	
	Ice
	Y    N    DK


CLINICAL INFORMATION


Are you Ill?     Y     N     DK

If Yes, please answer the questions below.
Which symptom did you experience first?     (  Vomiting      (  Diarrhea     (  Other  _____________

What date did vomiting/diarrhea 

begin (whichever occurred first):  _________________   Time:  ________

Are you still experiencing vomiting or diarrhea?       Y    N    DK

Date of last day of illness with vomiting or diarrhea:  _____________   Time:  _________

Please indicate an answer for each of the symptoms below.  Answer Y for “Yes”, N for “No”, DK for “Don’t know, can’t remember, not sure, etc.”

Did you have:

	Nausea
	Y    N    DK
	Fatigue
	Y    N    DK

	Diarrhea
	Y    N    DK
	Cramps
	Y    N    DK

	Vomiting
	Y    N    DK
	Chills
	Y    N    DK

	Headache 
	Y    N    DK
	Muscle/Body Aches
	Y    N    DK

	Fever

Temp:  _______
	Y    N    DK
	Constipation
	Y    N    DK

	Blood in Stool
	Y    N    DK
	Other
	Y    N    DK


Did you see a doctor or other healthcare professional?  Y    N   DK

If yes, name of doctor _____________________  Address:  ______________________________

Were you admitted to the hospital?   Y    N     DK

If yes, name of hospital __________________________________  Date admitted ____________

Did you give a stool specimen at the doctor’s office/hospital?  Y    N    DK

Have any other family members been sick with vomiting and/or diarrhea the week:


before Thursday, August 14?     Y     N     If yes, how many?  ______    and/or


after Thursday, August 14?        Y     N     If yes, how many?  ____
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Type of Specimen_________  date__________results_________________

