
Facility Outbreak Line List 
Fax line lists daily by 10:00 AM to 519-977-5097 

until outbreak declared over by the WECHU. 

Phone: 519-258-2146 ext. 2264  
After Hours: 519-973-4510 

**If resident is experiencing new onset of diarrhea, collect stool sample using enteric outbreak stool kit for viral and bacterial testing.  Page 1 of 2 

Facility Name: ________________________________________________ Select ONLY one:  Select ONLY one:  Line List Outbreak #  2268-________________ 
Facility Address: ________________________________________________ ☐ Respiratory 

☐ Enteric 
☐ Resident
☐ Patient
☐ Children
☐ Staff

Index Case Symptom Onset Date: YYYY-MM-DD ___________________________ 

Facility Phone and Ext: ________________________________________________ Control Measures Started Date: YYYY-MM-DD ___________________________ 

Contact Person #1: ________________________________________________ Submission Date: YYYY-MM-DD  ___________________________ 

Contact Person #2: ________________________________________________ Submitted By: ___________________________ 

Respiratory Enteric Case Definition 
Submit line list when: 
[1] Two or more cases of acute respiratory infections occur within 

48hrs with a common epi-link (e.g., Unit, floor) in residents. OR
[2] One or more laboratory-confirmed case(s) of influenza in a

resident. OR
[3] One or more positive tests for Covid-19 in residents. OR
[4] Directed by WECHU

Submit line list when 2 or more people have: 
[1] Two or more episodes of diarrhea (e.g., loose/watery

bowel movements) within a 24-hour period, OR
[2] Two or more episodes of vomiting within a 24-hour

period, OR
[3] One or more episodes of diarrhea AND one or more

episodes of vomiting within a 24-hour period

Check all as defined by WECHU: 
☐ Fever(≥37.8⁰C)
☐ Headache
☐ Malaise/Fatigue
☐ New Cough 

☐ Nausea/Vomiting
☐ Diarrhea 
☐ Shortness of Breath 
☐ Muscle Aches

☐ Sore throat/ Hoarseness
☐ Nasal Congestion/

Sneezing
☐ Loss of taste/smell 

☐ Other: _________________________

Case Demographics Isolation Symptoms (new or worsening) Specimens 
Diagnostics Vaccination/Treatment Complications/Outcome 

Ca
se

 N
am

e 
 

(L
as

t, 
Fi

rs
t) 

 

Da
te

 o
f B

irt
h 

YY
YY

-M
M

-D
D 

U
ni

t/
Ro

om
 #

 (r
es

id
en

t) 
O

R 
 

U
ni

t W
or

ke
d/

Ro
le

 (S
ta

ff)
 

Is
ol

at
io

n 
&

 a
dd

iti
on

al
 p

re
ca

ut
io

n 
st

ar
t d

at
e 

or
 d

at
e 

of
 la

st
 sh

ift
.  

M
M

-D
D 

Sy
m

pt
om

 o
ns

et
 d

at
e 

M
M

-D
D 

Fe
ve

r/
Ab

no
rm

al
 T

em
p 

(C
el

siu
s)

 

N
ew

/w
or

se
ni

ng
 c

ou
gh

 

Sh
or

tn
es

s o
f B

re
at

h 

Ho
ar

se
ne

ss
/S

or
e 

Th
ro

at
 

Ru
nn

y 
N

os
e/

N
as

al
 C

on
ge

st
io

n 

He
ad

ac
he

 

Fa
tig

ue
/M

al
ai

se
/M

ya
lg

ia
s 

Lo
ss

 o
f t

as
te

/s
m

el
l 

Vo
m

iti
ng

 #
 o

f e
pi

so
de

s 

Di
ar

rh
ea

 #
 o

f e
pi

so
de

s *
* 

Sp
ec

im
en

 C
ol

le
ct

io
n 

Da
te

 
M

M
-D

D 

  T
yp

e 
of

 T
es

t &
 R

es
ul

t (
+ 

or
 -)

 
  (

RA
T,

 P
CR

, M
RV

P,
 N

AA
T,

 S
to

ol
) 

Co
vi

d-
19

 V
ac

ci
ne

 (#
 o

f d
os

es
) 

In
flu

en
za

 V
ac

ci
ne

  
M

M
-D

D 

An
tiv

ira
l T

re
at

m
en

t  
M

M
-D

D 

An
tib

io
tic

 T
re

at
m

en
t  

M
M

-D
D 

Cl
in

ic
al

/X
-R

AY
 e

vi
de

nc
e 

of
 

pn
eu

m
on

ia
 M

M
-D

D 

Ho
sp

ita
liz

at
io

n 
Da

te
  

M
M

-D
D 

Ho
sp

ita
l D

isc
ha

rg
e 

Da
te

  
M

M
-D

D 

De
at

h 
 

M
M

-D
D 

O
ut

 o
f I

so
la

tio
n 

O
R 

Re
tu

rn
 to

 
W

or
k 

Da
te

 M
M

-D
D 



Facility Outbreak Line List 
Fax line lists daily by 10:00 AM to 519-977-5097 

until outbreak declared over by the WECHU. 

Phone: 519-258-2146 ext. 2264  
After Hours: 519-973-4510 

**If resident is experiencing new onset of diarrhea, collect stool sample using enteric outbreak stool kit for viral and bacterial testing.  Page 2 of 2 

Case Demographics Isolation Symptoms (new or worsening) Specimens 
Diagnostics Vaccination/Treatment Complications/Outcome 
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