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Pertussis (Whooping Cough) Notification to Public Health 
	Name of notifying GP:
	     
	Practice:
	     


	Case Identification

	Name of case:
	     
	     
	Phone (home):
	     

	
Surname


Given Names 
	


	Current address:
	     
	     
	Phone (work):
	     

	
Number


Street
	


	
	     
	     
	Phone (other):
	     

	
Suburb


City 
	


	Caregiver’s name if case is child <16 years:             

	



	CASE DEMOGRAPHY

	Date of birth:
	      /       /      
	Ethnic group case belongs to (tick all that apply)

	
 Day            Month          Year
	 FORMCHECKBOX 
 NZ European

 FORMCHECKBOX 
 Niuean              
	 FORMCHECKBOX 
 Maori

 FORMCHECKBOX 
 Chinese            
	 FORMCHECKBOX 
 Samoan

 FORMCHECKBOX 
 Indian             
	 FORMCHECKBOX 
 Cook Is

 FORMCHECKBOX 
 Tongan             

	Sex:
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	
	
	
	

	
	
	
	
	

	NHI:
	      
	Other: (such as Dutch, Japanese, Tokelauan)        

	
	


	Preschooler:   
	 FORMCHECKBOX 
 Yes:    Name of Preschool:       

	School:          
	 FORMCHECKBOX 
 Yes:    Name of School:           

	Current occupation:
	     
	Name of workplace:
	     

	

 
	



	Please indicate priority people for Public Health follow-up:

 FORMCHECKBOX 
 Young babies <12 months of age, especially if unimmunised 

 FORMCHECKBOX 
 Pregnant women, especially last trimester.

 FORMCHECKBOX 
 People who work with young babies e.g. at early childhood centres or healthcare workers including midwives

 FORMCHECKBOX 
 Household with a baby <12 months or a pregnant woman in last trimester, who is not the case but at risk of infection

 FORMCHECKBOX 
 Child attends an Early Child Education Centre


Please advise patient of the diagnosis before notifying Regional Public Health
	CLINICAL SYMPTOMS

	Cough for more than 2 weeks
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unknown

	Paroxysmal cough 

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unknown

	Cough ending in vomiting or apnoea
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unknown

	Inspiratory whoop
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unknown

	Illness onset date
	      /       /      

	

 
	  
                                                                                                            Day             Month            Year

	Hospitalised             FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unknown                           Date hospitalised:
	      /       /      

	

 
	  
                                                                                                            Day             Month            Year


	TESTING

	PCR
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 Awaiting results

	Culture 

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 Awaiting results

	No testing required
	 FORMCHECKBOX 
 Yes 

	Contact with a confirmed case of Pertussis e.g. sibling, work colleague
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unknown


Please attached a copy of the patients Pertussis immunisation history if known
	PATIENT MANAGEMENT

	Erythromycin for 14 days                                                FORMCHECKBOX 
 Yes                                                                            
	Azithromycin for 5 days                                                  FORMCHECKBOX 
 Yes   

	Other antibiotic: specify:      
	 FORMCHECKBOX 
 Yes   

	No medication as patient has had cough for >21 days
	 FORMCHECKBOX 
 Yes   

	Exclude from work/school/childcare till 5 days of antibiotic, unless cough >21 days
	 FORMCHECKBOX 
 Yes   


Notify RPH within 24 hours by Fax 04 570 9373 or email: healthprotection@huttvalleydhb.org.nz
