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SYNDROMIC NOTIFICATION FORM
DISEASE CONTROL DIVISION
MINISTRY OF HEALTH MALAYSIA
TEL: 03-8881 0200 FAX: 03-8881 0400

Reporting A & E / Hospital:

Tel. NO:  .ooiviiiiiiiiiieeee. FaXNO: E-mail:
= LA L= S N = 10T P
P Al e S AGANE S S, oottt i e e et et e e e e e e e e
/CNO: i, RINNO: (if applicable)
Age: e, O€X: Male / Female Ethnicity: M/ C/1/Other

Please state:  .............covenee.
Admission: ICU/Ward .................. | Mortuary Date of adm: .......... [, [,

Please tick the relevant box for the syndrome reported:

CLINICAL SYNDROMES DATE OF ONSET
(dd/mmlyy)

Acute dermatological syndrome
Acute neurological syndrome
Acute respiratory syndrome
Acute haemorrhagic syndrome
Acute jaundice syndrome
Acute diarrhoeal syndrome

R AT 0 (0o e 1 =T | 0 ] 3

Has the patient been in a foreign country in the last 3 weeks?

Yes; if yes please state the country: ..o
No
Name of Reporting Officer: .........cooviiiiiii i, Signature: ..........coviiiiiein.
DESIGNALION: ..ottt e e e e e Date: ..o

NOTE: Please send (via fax or e-mail) this form within 24 hours to:
e Nearest District Health Office
e  C(risis Preparedness and Response Centre (CPRC), Disease Control Division, Ministry of Health Malaysia
(fax no.: 03-8881 0400 /0500 and e-mail: corc@moh.qgov.my)




