D)g/x@= INVESTIGATIONWORKSHEET

Defense Health Agency ® Confirmed Probable Suspect

|:| Entered in DRSi? LEAD POISONING O O O

[] Reported to health dept?

POC: Please see the 2022 Armed Forces Reportable Medical Events Guidelines and Case Definitions for reference.
Outbreak investigations must be reported immediately to DRSi through the outbreak module at https://drsi.health.mil/ADRSi

( ) - -

DEMOGRAPHICS

NAME: (Last) (First) (MI) PARENT/GUARDIAN:
DOB: / / AGE: FMP: sex:[ M [_]JF[ Junk RACE:
UNIT: SERVICE: RANK: DUTY STATUS:
ADDRESS: (Street) DoD ID:
(City) (State) (Zip) ( ) - - (h)
PHONE:
(County) (Country) ( ) - - (c)
CLINICAL INFORMATION
Provider: Clinic/hospital:
Y N
Hospitalized ] [[] Admitdate: / / Discharge date: / / Location:
Deceased ] ] Date of death: / / Cause of death:
Y N

Symptomatic ] [] Onset date: / / Clinic date: / / Diagnosis date: / /

Abdominal pain ] [] Venous Blood Lead Level (positive if greater or equal to 3.5 uq/dl)?

Constipation ] ] Note: Pediatric lead poisoning is only reportable in children ages 6 years and under.

Nausea 0 O

Vomiting |:| I:l

Fatigue I:l |:|

Loss of appetite 1 [

Irritability ] O

Headache |:| |:|

Insomnia |:| I:l

Memory loss |:| |:|

Learning disability I:l |:|

Neurological changes |:| l:'

Slow growth ] ]

Source or cause of exposure Housing, childcare and/or school location
Y N

Does the child live on or off a military installation?

Is the likely source or cause of exposure known?

On a military installation

If yes, describe the source or cause:

Off a military installation

Unknown

Does the child attend daycare or school on a military installation?
|:| On a military installation

|:| Off a military installation
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