FOOD POISONING HISTROY FORM








1.	PERSONAL





	Surname:	





	Given Name:	





	Age: 	





	Address: 	





	Telephone:	BH 			AH			Occupation: 	





	Business Address: 	


		


	(Especially if Food Handler, Child Care Worker or Health Care Worker)





	Last date at work: 	





CLINICAL DETAILS





	Date and Time of Onset: 	





	Date of Notification: 	





	Symptoms:


		Diarrhoea		Nausea


		Vomiting		Headache


		Abdominal Pain		Blood Stained Faeces


		Fever


		Other





	Duration of illness:			hours			days





	Sought medical advice:	Yes/No	Date: 	





	Specify Doctor:	Name: 	


			Address: 	


					





	Specimens taken for Laboratory Tests:	Yes/No





	Nature of specimens and results: 	





�
FOOD HISTORY





	History of food consumed 3 days prior to onset:


	


	1.  In the 24 hours before onset:





		Breakfast


		Lunch


		Dinner


		Confectionary/Snacks


		Drinks


		Other





In the 24 to 48 hours before onset:





		Breakfast


		Lunch


		Dinner


		Confectionary/Snacks


		Drinks


		Other





In the 48 to 72 hours before onset:





		Breakfast


		Lunch


		Dinner


		Confectionary/Snacks


		Drinks


		Other





Premises and foods where it is believed food poisoning arose from:


	


	





Time and date of consumption of food alleged to have caused food poisoning:


	


	





Do you have any of the suspected food left over: ie for analysis.


	


	





Did anyone else consume this food - were they sick?


	





If so, what are their names and phone numbers?


	


	








Officer: 	





Date: 	
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