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MEDICAL RECORD

CHRONOLOGICAL RECORD OF MEDICAL CARE

DATE SYMPTONS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION (Sign each entry)
Date: ANTHRAX EXPOSURE ENCOUNTER
S: Patient directly 7—mdirectty {circteone)exposedtopresumed-anthrax
Patient currently has the following symptoms: U None/No complaints
Medical History:
1. U Burning/watery eyes U Runny Nose U Nausea
2. U Burning nose/throat/mouth U Sore Throat U Vomiting
3. O Headache U Cough U Diarrhea
Hatiguervtatiase S-Phitegm S-AbdominatPain

lications: 0 Chills/S ac . ac .

1. U Muscle Aches U Shortness of Breath (] Other:
2. O:
3.
4.
A: Presumed anthrax exposure per positive environmental sample
Other special considerations: U Immunocompromised U First Responder
U Pregnant U Breast Feeding
(1 Child (age)- Weight-
U Medication Allergy:
P: U Reassure patient
O Patient Education Handout given
U Instructions given to seek care if symptoms develop
a Instructlons glven to mform providers of this |nC|dent when seeklng care in the next 3 months.
EI Clprofloxacm 10-15 mg/kg po BID
S-Patienttobetontacteddays 7, 15,30, 67 for fotfowup:
U Contact information given for Internal Medicine dept/provider.
HOSPITAL OR MEDICAL FACILITY STATUS DEPART./SERVICE RECORDS MAINTAINED AT
SPONSOR'S NAME SSN/ID NO. RELATIONSHIP TO SPONSOR
PATIENT'S IDENTIFICATION: (For typed or written entries, give: Name - last, first, middle; ID No or SSN; Sex; IREGISTER NO. WARD NO.
Date of Birth; Rank/Grade.)

Patient’s Name:
Sponsor’s SSN:
Home Phone:
Work Phone:
Primary Physician:
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