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DEPT. OF HEALTH SERVICES 
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Acute Communicable Disease Control  
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merican/Black  □ White □ Native American □ Asian/Pacific Islander □ Other: ________________  
ETHNICITY (check one) 
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ific Islander, please check one: □ Asian Indian     □ Cambodian      □  Chinese   □ Filipino      □ Guamanian       □ Hawaiian   

                                            □ Japanese         □ Korean           □  Laotian     □ Samoan    □  Vietnamese      □ Other:  _______________
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 Specify ________________________________ 

Check all significant past medical history that apply:     

□ Diabetes                                 If checked, What type?:          □ Type I      OR     □ Type II 

□ Asthma                                    

□ Other chronic lung disease    If checked, Specify ____________________________________

□ Chronic dialysis                       

□ Organ transplant                     

□ Cancer                                     

□ HIV/AIDS                                 

□ Injection drug use                    

   □ Other                                       If checked, Specify ____________________________________
 

tient previously diagnosed with coccidioidomycosis?   □ Yes   □ No   □ Unknown     If yes, when and where? ________________________________
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Patient name (last, first) __________________________________________________________________________   Date of Birth _________________ 
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During the 1 to 4 weeks prior to illness, has the patient ............... 

   Participate in outdoor recreational activities?           □ Yes   □ No   □ Unknown     If yes, what activity and location? ____________________________________________ 

                                                                                                                         ______________________________________________________________________ 
 

   Been in an area in sight of earth excavation?       □ Yes   □ No   □ Unknown        If yes, where (check one):       □ Residence   □ Work     □ Both   Other____________ 

   Been in an area in sight of construction?              □ Yes   □ No   □ Unknown        If yes, where (check one):       □ Residence   □ Work     □ Both   Other____________ 
 

   Been in a dust storm?                                           □ Yes   □ No   □ Unknown        If yes, where and when?  __________________________________________________ 
 

  Regularly opened their windows:                          □ House             □ Car   
 

    Worked, traveled, or resided in the following areas? 

 □ Mojave Desert Area,CALIF.  □ Central California Valley (includes San Joaquin Valley)  

  □ Arizona   □ New Mexico                                □ Southern Nevada            □ Southwestern Texas □ Southern Utah                   

                          □ Northern Mexico                     □ Central or South America            □ Other______________________________________________________________ 
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