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To order more coples of this form call the Provider Access Line: 1-866-NYC-DOH1

NYC Department of Health & Mental Hygiene

H ] PHA No.
o Universal Reporting Form o

Mail completed form to: HYC Dept. of Health & Mental Hygiene; 125 Worth Sireet, Room 315, CH-6; Hew York, NV 10013 e Or complete online: www.nyc.gov/nycmed

Patiert Lust Name First Nome Hiddle Name DATE OF REPORT
Pationt AKA: Last Name AKA: First Nome ‘M,I . 7w
Date of Birth Aige Country of Birth Soc.Sec.No.
Y S
1F patient is a child, Guardion Last Name Guardian First Name M. 1 Homeless
Borough: [ Monhattan
Pationt Homo Addrass ipt. No. ‘Ilp (oo 1 Bronx
[ Unknovn 1 Brocklyn
Home Telephone Number Medical Record Number ] Queers
| Unknesn I ! - 7 Staten Island
Other Telephone Number Medicoid Humber 1 NYC, borough unknown
] Uk { )] - ] Unk ?
Sax Race (Check aff that apply) Ethnicry [ Hisponic Plasa raport non-NYC [ ot NYC {Specify Gty/State)
[ Male [ Transexual | [ Asion [ White 1 Americon Indian/Aluska Native (] Unknown | {Check one} (] Non-Hispanic | rasidents fo the apprapris ,
[ Female [ Unknown [1Block [ Other race (] Native Howaiian/Padfic Islander [ Unknwn heafth furisdiction 1) Unknown
Admittad to hospital? Admission Date o s patiant alive? 1Fno, date of death ) Unknewn | Is patient pragnant? [fyes, due date
[OYes [IHo Dicharce Date S —— CO¥es Mo [Yes [INo [ Unknown
(] Unknowm e s/ () Unknom | ) Unknown /___ /| [JUnknown N
DATE OF DIAGHOSIS _ . Risk Groups for Disease Exposure [ Unknown
/S| Patient works i (] (hidare [ Food service [ Heolthcore 1) Nursing home (1 Other
DATE OF ILLNFSS ONSET Attands/resides i () Nursing home 71 Day Cara/Group baby-sit () Homelass shehter () Corractional fadlity [ Sehoel [ Haspital (1 Other
[ Unknown 7 Jn_ Foraign travet. Countries [ Date returmed toUS. __ _ /_ _ /__
REPORTER INFORMATION iRt e | , )
Faclity of Parson Reperting Disaase PFI Code
Stroot Address ‘{ﬂy ‘Stme ’lip Code
Nome of Hospital/Healtheore Facility PFI Code Phone
[Junk ) -
Street Address ‘(ﬂy “mﬂe ‘Iip Code
Nome of Testing Laboratory PFI Code one
[ Unkngvn [ Unknewn Ik ( ) -
Street Address Ciry State Zip Code
[ Unknown 1 Unk 1 Unk [ Unk
Nome of Physician Phone
[ Unknown Clunk  ( ) -
Street Address City State Zip Code
3 Unknown [ Unk [ Unk [ Unk

Call DOHMH if there is an outbreak or suspected outbreak of amy disease or condition, of known or unknown eliology, which may be a danger to public health, occurring in three or

more persons or any unusual manifestation of a disease in an individual. Call Provider Access Line 1-866-NYC-DOH1; after hours, call Poison Control Center 1-212-Poisons [764-7667)

Comments [Additional space on Page 4)

Poga |
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Patient Last Name

First Nome

Medical Record Number

1 Amebiusis (AMB) (Entemoeba hisiolytica only
or cuses in which E. histolytica cannot be
distinguished from Enfamoaba dispar) **

(1 Animal Bites *

Animal:

Breed:

Color{s):

DuteofBite: _/ /20

Aren of hody bitten _
Adtivity uf time of ite

Place of occurrence -
Treatment given: _

Rabies prophylaxis ©Yes © No

HRIG OYes ONo

Rahies Vaccine OYes OMNo

Animal © Owned O Stray - O Unknown

Animal’s owner {last name, first nama):

Address (Streef, Apt.):

Boro/City, State, Zip:

[ Giardinsis (GIA) **

[ Glonders (GLA)*
Gonorrheu: see STD section, page 3
Granuloma Inguinale: sae STD seciion, page 3

1 Huemophilus Influenzae Imvasive Disease (HIM)
{HIX)* Induding meningitis.
Specimen Souree:
o Blood o GF
©) Other
Spacify Serofype:
O Type B O Not typeable
O Nottested ¢ Unknown
) Other

© Unknown

1 Hantavirus (HNV) *
[ Hemolytic Uremic Syndrome (HUS)

FOR ALL HEPATITIS REPORTS:

Joundice ©Yes ONo O Unknown
ALT (SGPT) value: _Olnk
Lab reference range: O Unk

Telephone Number:
( ] -
[ Anthrax (ANT) *
[ Arboviral Infections (ARB) *
Spacify which virus: _
If West Nile Virus or Yellow Fever, report e such on prge 2.
Atcch copies of dingnostic laboratory results if availoble.

[ Babesiosis (BAB)
Babesicsis con be transmitted through blood products. If
patient has o history of recsiving blood transfusion or
doncting blood within 3 months of onser of illness, report
suspetted/tonfirmed coses immedliely.*

1 Botulism (BOT) *
OFoodborne O Wound
[ Brucellosis (BRU) *

1 Compylobadteriosis {CAM) **

Chancroid: see ST secion, page 3

Chlamydia: see S75 section, page 3

[ Cholera * (CHO) **

[ Crautzfeld-Jukob Disease (CID): saa Frammissitie
Spongiform Fncephalopathy

[ Gryplosporidiosis  (CSP) **

[ Cydospora {CYQ) Foreign Travel:
Country:
Other Country:
Returndute: ____/__ /20

{1 Diphtheria (DIP) *

[ Ehrlichiosis (EHR)
Specify: © HGA (formerly HGE) O HME © Unk

[ Encephalitis {ENP)
July 1-October 31, consider and test for Wast Nile
virws. To submit serological specimens fo DOHMH,
use form available ab: hitp.//www.nyc.gov/himly
doh/downloads/paf/wmv/wnv-serologyform pdf
If dva to arbovira! diense, report under arhovirys

[ Escherichia coff 0157:H7 (ECO)**

[ Escherichia <off {other) Shiga Toxin Producing (SHT) **

O Infant

1 Hepatitis & (HEA) */*
Tota! Ab 1o Hepatitis A is NOT reportable
IgM anfiHAY:  CPos CHNeg O Unk

1 Hepatitis B (HEB)

Raport at least one positive heputitis B test result:
Total Ab to Hepatitis B is NOT raporiable
IgM anti-HBc OPos  OHNeg O Unk
If positive, describe symptoms. and risks in
comments box on page 1 and indicate sexual part-
ners in the past year {Chack only ane}

O Males only O Females only

© Males and Females © Unknown

HBshg: OPos  OHNeg O Unk
HBedg: OPos  ONeg O Unk
HBY Nudleic Add: OPos  ONeg O Unk

(rses in pregnant women must be reported by faxing the IMM5

form to 718-520-6246. For assistance call 1-886-NYC-DOHI.

[ Hepatitis C {HEC)
Chack f least one of the test ypes below:
O BIA with high s/co value:
O RIBA pes. O PR pos.
O Other conf.fest _____

O Acute {new infedtion)
[ Hepatitis D (HDV)
(1 Hepatitis E (HEE)
(1 Hepatitis other/Unspecified (HEU)

[ Herpes, Neonatal: sea STD section, page 3

HIV/AIDS. For assistance in raporting a case of
HIV/AIDS, to raceive the required Now York State
Provider Report Farms (PRF), or fo obtain more
iformation, calf (212} 442-3388.

O Influenza  Check aff that apply:
¢ Novel viral strcin with pandemic potenfial {e.g. H5)
< Deathin u diild younger than 18 yeurs of age

[ Kawasaki Syndrome (KAW)

*

[ Legionellosis (LEG)  Specfy postiive fost:

O Culture © Urine antigen
O DFA O Serology

] Leprosy (LPY) (Hansen's Diseuse)

7 Leptospirosis {LEP)

[ Listeriosis {LIS)

[ Lyme Disease (LYM)

Erythema migrans present?
OYes ONo O Unknown

Lymphogranuloma Venereum: see ST sedion an Page 3

[ Malaria (MAL) ** Salact of least ane of the following:
O faldparum  Ovivax  © malarive
O ovale O undetermined

[ Measles (MEA) *
] Melicidosis [MEL) *

[ Meningitis, Aseptic/ Viral (MAS)
July 1-October 31, consider and fest for West Nile
virvs. To submit serological specimens fo DOHME,
use form available of: hitp.//wew.nycgov/himl/
doh/downloads/pdf/vwme/wnyv-serologyform.pdf
If due to arbovirel disease, report under arbovirus

[ Meningitis, other bacterial {(MEX)
Specify Organisny: _
[ Meningococeal Diseuss, Invasive (MEC) * Indudes
meningococcal meningitis (MEM)
Test typa/Specimen source:
O Blosd culiure
O Anfigen fost from CSF
O Other

O (§F Culfore
O Gram stain

[ Monkey Pox (MPX) *
7 Mumps (MUM)

] Pertussis (PER)
for hespitalized coses*

[ Plague (PLA) *

Poisoning: see Peisoning sedion, page J
[ Polio (POL) *

[ Psittacasis (PSI)

10 Fever {QFY)*

[ Rabies {RAH) *
[ Rickettsialpox (RIP)
[ Rocky Mourtain Spotted Fever (RMS)

[ Rubello (RUB)
for an lgM posifive case in pregnant women™

O Congenital Rubella Syndrome {CRS)

(1 Sulmonellosis (SAL) ** Serogroup: _
if due to Salmonella typhi, seledt Typhoid Faver

[ SRS (Severe Acute Respiratory Syndrome) {SARS) *
[ Scarlet Fever (SFY)
O Shigellosis (SHG) **

DISEASE (CODE) WITH SPECIAL INSTRUCTIONS

3 Smallpox {SPX) *

[ Staph Enterotoxin B (SEB) *

[ Staphlylocaccus avrevs with reduced susceptiblity
1o Yancomycin *
Source: __

MIC (g /ml): _

[ Streptococcus (Group A) Invasive only (GAS)
Specify Source: O Blood O (SF - © Unknown
O Other, Specify,
[ Streptococeus (Group B) fmvasive anly (GBS)
Spacify Source: O Blood O (SF - O Unknown
O Other, Spacify:
[ Streptococcus preusmonige  Invasive only
Specify Source: O Blood O GSF © Unknown
(DRP and PNE}
O Other _
All invesive Sireplococcus preumoniae (including resisiante
detar) should be reported by laborartories, per insiructions

provided by NYC DOHMH. Indivicual patient reports are
not regjuiret! 1o be reported saparaely.

Syphilis: see STB section, page 3

[ Tetanus (TET)

[0 Toxic shock syndrome (T5$) For staph only.
For strap saloct Streptococcus (Group A).

[ Trachoma (TRA) *

[ Transmissible Spongiform Encephulopathy (TSE)
(reutzfeld-Jukob Disease (CJD) and variants
Testing done:

{e.g 14-3-3 on CSE brain biopsy, auiopsy, EEG/MRY)

[ Trichinosis (TRI}: Caused by baderium Trichinefla
spiralis. {Trichomoniasis, caused by Trichomonas
vaginalis, need not be reported.)

Tuberculosis: see T8 seciion on poge 4

[ Tularemia (TUL) *
[ Typhoid Fever (TYP} **

Urathritis (Non-gonococcal): see ST2 secion, page 3

[ Vaccinia disense (adverse events associated with
smallpox vaccination) *

[ Vibrio spp. (VIB) **
Specify species: __

[ Yiral Hemorrhagic Fever (YHF)*

[] West Nile Virus (WNV)* Attach copies of diagnestic
|aboratory results if available

Window Falls.
Fall from windows of multiple dwellings, buildings
with three or more apartments, by children aged
ten years and younger, repori immediately on
“Child Window Fall Report Card” or biva nofifico-
tion card.
For assistance call 1-866-NYCDOK]

[1 Yellow Fever (YEL)* Attuch copies of diagnestic
|aboratory results if available

[ Yersiniosis {YER) ** non-plague

Page 7

* Report suspected/confirmed cases immediately 1-864-NYC-DOH1, afier hours 1-800-222-1212

*“* For enterk pathogens, plese complete Risk Groups section on front of form.




Patient Lost Name

First Name

Medical Record Number

MODE OF EXPOSURE | TYPE QUANTITY REASON Infentional SYMPTOM ASSESSMENT (Check all that apply)
; il intanti ) ted suicid
C Ingestion < Lead* For persons aged 16 and older indicate: © miler ml) ___ y"””e"”oi’"l 3 :ﬁi;e S None © Hedrolyte abnormalities
< Oular © mouthful O genera ~ dbuse O Nousea/vomiting/diarchea & Cough/shortness of breath
Employer © environmental < by f A
= Dermal . = - > unknown O Lethargic/stupor/coma O Occular irritation
U Employer Phone: O sip O therapeutic ' cular irt
~ Inhalation - & mhisuse ¢ Agitated < Skin irritation
i’ urd | S O loblespoon _____ & bite Jsing Other y ¢ Hypertensive ¢ Unknown
! p P O contamination, N i
~ B o Arsenic O Cadmium - Carbon Monoxide* | © tab/pill/cop O food poisoning famperin © Hypotenswe O Other
O Bite - O oceupational mpering & Tachycordin
o Sting o Mercury ) Pesticide O taste/lick/drop o dietary © malicious & Brachycardia
d v © Other O fteaspoon O onsumer produd withdrowal C Seizure
o Other & unknown O unknown Adverse reaction
O drug PROVIDER TREATMENT

SPECIMEN SOURCE TIME OF EXPOSURE 0 food y X i ’
~ Capil ~ i Loboratory Accession Numbi . o other © No therapy require O lrrigated eye
- ([;,:;,"aw > Venous ¢ Urine  Loboratory Accession Number = unknown & Oral flids S Oxygen
Obter CAM CIPM © Emesis © Naxolone
Date Collected - VITAL SIGNS Olmmge © 2tk DextoseTiamine

esults (units, : i Punils: © Adtivated charconl O Alkalinize vrine
" — Body Weight - Resp: p ¢ Cothartic O N-ucetylysteine (Mucromyst}

Purpose of test O pounds ¢ kilograms ) . ) dilated = Chelation Other:
Date Analyzed o Iniltliul O Repeat fempi_____ OFOC O constricled é Insect sting mgmt o
_/__Jn_ O Follow-up B/ Pube ’

FOR ALL STD REPORTS
As of the date of this report,

Were any of this potient's sex pariners nofified of
possible exposure ta a sexually fransmitted disease?
O Yes, our office nofified the partner(s)
O Yes, the patient was usked to nofify partner(s)
ONo O Unknown

Did you provide treatment for any of this patient’s
sex partners?
O Yes, | gave extra medication/prescription for
the sex pariner(s)
O Yes, | saw the sex partner(s) in my office
ONo O Unknown

& For all sexvally transmitied diseases, indicate
sexval partners in past year {Check only one)

Specimen collectiondate _ /_ /20_
Treatment

Tretment date __ /_ / C Unknown

[ Gonorrhea {GC)  Specify specimen source:
O Endocervical O Urethral O Anorectal
O Oropharyngeal O Unknown

O Other

O Add'l specimen source:

Specify test type:

O Qltore  C Nudleic acid amplification
O Nuleic acid hybridization  © Unknown
C Other:

C Add test:

Herpes lesions present?
© Yes, anatomic site
ONo  C Unknown
Specimen collection dote __ /

T,

/20__
1 for infont
Titmt. Start Dote: ___ /

/ O Unknown
Mothers Name:

Mother’s DOB: / /

1 Lymphogranuloma Venereum
Clinical Presentation (Check ol that apply):

O Proctitis O lymphadenopathy O Skin lesion
O Buboe  © Unknown
O Other

SEXUALLY TRANSMITTED DISEASES

SYPHILIS TEST TYPES Check alf that apply
1. Serologic tests for syphilis

[ A Non-treponemal Test O Not done

Testdate _ /_ /20

Titer
O Serum RPR
C Readive O Non-readiive
O Serum VDRL 73 Not done
C Readive O Non-reactive
[1B. Treponemal Test O Not done

Testdote __/_ /20

O TP-PA/MHA-TP  — Readive T Non-reactive
O A
O Treponemal 196 — Reactive T Non-reactive

L Reactive | Non-reactive

© Males only Z;) Females only Specimen collectiondate _ / /20 Specmen collecion dte__/ /20 2. Crebrosgng id e
> Males and Females < Unknown Treatment
Treatment
Treatmentdate  /  / C Unknown . . I;SICSIF“;DE / _/Nz?d_
. ; ; . 0 ‘ 11 Not done
3 Chancroid - Specify spcimen sourc Fluoroguinclone resistant iolate Treuimem e/ — Unnown  Readive 1 Non-readtive
OPenile O Endoervical - © Oropharyngeal C Antofic susceptihilty not done CISYPHILIS  (Stages, check all that epply) OCFAA T Mot done
© Anoredal - O Unkngwn O Intermediate resistant > Resistant R Reaci N i
© Other O Primary (chancre present) check all that apply L Readive L] Ron-reactive
- . . . . ™ Penile 71 Endocervical  Oropharyngeal O Other Test:
Sned llection dat 2 J [Smnulomu Inguinale  Specify specimen source: er Test:
pecimen collectiondate _ / /20 C Penile © Endocenvical - © Oropharyngedl ~ Anorectal 1 Unknown o .
Treatment C Anorectal < Unknown C Other ;s | e of CFootein 1 Not d
Treatmentdate ___ /_ / O Unknown O Other O Secondary Ee\::t?{es[SF pmtﬂmnNo 31 Not done
JE OO O OUOU U P RU OSSO UP SRRSO Specimen callection dte  / /20 C Nopeda 3 Condylomata
[ Chlamydia (CT) ~ Specify specimen source: ]p - I Mucous patches 1 1 Rush O Hevated CSF leukocyles 1 Not done
O Endocervical  C Urethral O Anorectal reatment <> Congenital *—Calf 1-866-NYC-DOH] O Yes O o
—~ 0 N
O Oropharyngeal < Unknown Treotmentdote ___/__/__ C Unknown E:JZ#';E&L infecion = 1 year duration) 3. Organism visualization O Not done
Soher [
o 1 Herpes, Neonatal © (Lme mem ifetion of > T yeor dral Testdate  /_ /20
O Add'l specimen source: Herpes simplex virus infection in infants aged 60 days or less. .. \mossymplom, intection of > T yeqr dura fon) O Darkfield
. O Clinical ¢ O Tertiary (gumma or cardiovascular) - !
Specify fest type: ‘; Inica X ' O Neurological symptoms C Posifive O Negative
O Cltore O Nucleic acid amplification O lob confirmed dx: 1 Culture 11 PCR CYes INo 1 Unknown O Other test:
O Nudkeic acd hybridization O Antigen defection 3 Serologic [ Tzanck it odicaton and -
OBA DA O Unknown Spec Horpes ype: OType 1 OTyped O Nottyped | 15 Medicaion and Dosage: (3 Ureshrits {Non-gonococcal)
O Other Elini(ul Syndrome (check all that apply): Treatment
' O Eye, mucous membrane, skin infection " 4 / O Unk
O Add'l fest: O (NS invol O Disseminated disease reaiment date _/__/___ L Unknown 1o iment date © Unknown
* Report suspected/confirmed cases immediotely 1-866-NYC-DOH1, after hours 1-800-222-1222 ** Far enferic pathogens, please complete Risk Groups section on frent of form. Page 3
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Patient Lost Name

First Name

Medical Record Number

Tuberculosis Check aff that apply

Primary disease site: Other sifes:
C Pylmonary G Pulmonary
C Lymphatic C Lymphatic

C Bone/Joint
© Soft fissue/Muscles
C Peritoneal

C Bone/Joint
G Soft tissue/Muscles
O Peritoneal

C Meningeal C Meningeal

C Genitourinary C Genitourinary
C Gastronintestinal ~ CGastronintestinal
C Other: C Other:

Laboratory Results:
Specimen Number
C Unknown

Specimen Source:
C Sputum
© Tracheal ospirate
C Bronchial fluid/Broncho-alveolar lavage
C Lymph node
© Lung fissue
C Pleural fluid
C Pleura
C Blood
C Urine
C Other:

Collectiondate __ /_ / © Unknown

Testing Laborafory:
C Unknown

AFB Smear
O Positive
Smear Grade: O suspicious
O J+rare O 2+ few
O 3+ moderate O 4+ numerous
O Negative O Pending
O NotDone O Unknown
M. tb Culture
O Pasitive O Negative
O Pending O Contaminated
O NotDone O Unknown

Nudleic Acid Amplification
Test Type:
O MID © Amplicor © Not Done  © Unknown
O Other:
Test Result:
O Positive O Negative O Pending
O NotDone O Unknown

Pathology consistent with TB

O Positive
Pathalogy findings:
O Negative O NotDone ) Unknown
ChestX-Roy — /  /
< Normal ¢ Abnormal
QO Miliary O Non-Cavitary
O (Cavitary I Consistent with TB

T Not consistent with TB
TSean /MR __/_ /
25 Norml <> Abnarmal

O Miliary
O (avitary

O Non-Cavitary
L Consistent with TB
I Not consistent with T

T8 Screening Test
Test Type:
O History of Positive TST
O 19T, Size

Date Implanted____ /_ /

O Quantiferon T8-Gold
O Other:
O Not done

O Unknown

Test Result:

O Positive

O Indererminate
© Unknown

TUBERCULOSIS  Please complete Risk Groups section on front of form.

Treatment
On Anti-TB Medications ~ C Yes
Please complete for each medication:
INH {Isoniazid)

O Ne

C Unknown

Dose

Rifampin

Pyrazinamide

Ethambutol

Other 1

Other 2

Other 3

Isolation: O Yes

Other Medical Problems/Other Pertinent Information:

C No

O Negative
O Pending
Start Date
_/_ /0
/N
_J__J_
_/_/®
_/_ /0
__/___ /N
_/__/n
O Unknown

Comments {Continued from Page 1)

26

Mail completed form to: NYC Dept. of Health & Mental Hygiene; 125 Worth Street, Room 315, CN-6; New York, NY 10013 ® 0Or complete online: www.nyc.gov/health/nycmed

Page 4



Section I: Attachment 2

Health

nyc.gov/health

Universal Reporting Form (URF)

The URF should be used to report all diseases and conditions previously reported on the
395V/VDH341 (Report of Communicable/Sexually Transmitted Diseases) and TB76
(for reporting Tuberculosis). These include:

* Communicable diseases as listed in the section entitled ‘Disease (code) with special
instructions’ (Pages 1 and 2 of the URF)

* Poisoning cases as listed in the section ‘Poisoning’ (Page 2 of the URF)

* Sexually transmitted diseases as listed in the section ‘Sexually Transmitted Diseases’

(Page 2 of the URF)
 Tuberculosis in section ‘Tuberculosis’ (Page 2 of the URF)
* Note: this form does not replace any other DOHMH forms (such as the IMMS form for
reporting hepatitis B in pregnant women or the CDC Malaria Case Surveillance Report)
To order more URFs, call the Provider Access Line at 1-866-NYC-DOH1
(allow 2 — 3 weeks for delivery).

Or you can download the URF at www.nyc.gov/html/doh/pdf/hcp/urf-0803.pdf

Call DOHMH if there is an outbreak or suspected outbreak of any disease or condition, of known or
unknown etiology, which may be a danger to public health, occurring in three or more persons or
any unusual manifestation of a disease in an individual. Call the Provider Access Line 1-866-NYC-
DOH1 during business hours; after SPM call the Poison Control Center at 1-800-222-1222.

Did you know that you can now complete and submit URFs online?
Follow the steps listed below to get started!

* You will need to create an account on NYC-MED, the portal where the web-URF is posted.
Follow these instructions:

1. Enter the NYC-MED web address into browser: www.nyc.gov/health/nycmed

2. To create a new user ID, Select the link “Not yet a user? Click here.”

3. After the new user page loads, enter the required information (including first name, last name,
professional degree, email address, secret question/answer, work affiliation, and work
address.) You will be asked to create a password. Record the password in a secure location.

4. Check the email account you provided to NYC-MED; an email containing your new user ID
should be generated within 1 hour. Your password will NOT be contained within the email.
Note: Only one user ID may be generated per unique email address.

5. Return to the NYC-MED web page to confirm your user ID and password are functional:

www.nyc.gov/health/nycmed. Once you successfully log in, the link to the URF will
be located on the upper-left side of the web page.

* Now you’re ready to enter URFs online. Follow these instructions:
1. Enter the NYC-MED web address into your browser: www.nyc.gov/health/nycmed

2. Enter your username and password.
3. Choose ‘Universal Reporting Form’ from the menu on the left of the screen.
Instructions for Completing the Paper Universal Reporting Form (URF)
Page 1
Patient Information
Complete all requested information

In addition to the other demographic information, please complete the ‘Date of Report’ (upper right
hand corner), ‘Zip Code,” ‘Borough,” ‘Race,” Ethnicity,” the section labeled ‘Risk Groups for Disease
Exposure,” ‘Date of Diagnosis,” and ‘Date of Illness Onset’

27
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Health
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Reporter Information
* Complete all requested information
Disease (Code) with Special Instructions (continues on page 2)
* Clearly mark the box to the left of the disease you are reporting
* Specify organisms, sites, specific test results, species, and serogroups where indicated
* Complete any additional requested information

» Note: Disease names printed in green with one asterisk denote diseases that must be reported
immediately. Call the Provider Access Line at 1-866-NYC-DOHI1 during business hours; after
5PM call the Poison Control Center at 1-800-222-1222.

* Note: For enteric pathogens (marked with two asterisks), please complete the section labeled
‘Risk Groups for Disease Exposure’ located in the ‘Patient Information’ section

* Note: For sexually transmitted diseases (marked with a green ), indicate the gender of sexual
partners in the past year (footnoted section, page 2)

* Information on how to report animal bites, HIV/AIDS, and window falls is available within
the ‘Disease (Code)’ section

Page 2
Patient Name & Medical Record Number

» Complete the ‘Patient Last Name,” ‘First Name,” and ‘Medical Record Number’ at the top of
Page 2

Disease (Code) with Special Instructions (continued from page one)
* Follow instructions as listed for Page 1
Poisoning

* Clearly mark the circle to the left of the appropriate poison and specimen types as well as the
‘Purpose of Test’

* Complete the additional requested information
Sexually Transmitted Diseases
* Clearly mark the box to the left of the disease you are reporting

* Complete any additional requested information including sites, test types, treatments, test
dates, and stage of disease (for syphilis)

* Indicate the gender of sexual partners in the past year (footnoted section).
Tuberculosis
» Complete all requested information

» Complete the section ‘Risk Groups for Disease Exposure’ on page one in the ‘Patient Information’
section

Where to send completed URFs
Mail all completed reports to:

NYC Department of Health and Mental Hygiene

125 Worth St, Room 315, CN6

New York, NY 10013
To order more URFs
Call the Provider Access Line 1-866-NYC-DOHI1 (allow 2-3 weeks for delivery)
The URF can also be downloaded at www.nyc.gov/html/doh/pdf/hcp/urf-0803.pdf
Questions? Please call the Provider Access Line at 1-866-NYC-DOH1




