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PUBLIC HEALTH MONITORING TEMPLATE

1. Summary Details

	[bookmark: _Hlk184899547]NAME
	

	DATE of BIRTH
	

	SEX
	MALE  ☐                FEMALE   ☐
TRANS-MALE  ☐  TRANS-FEMALE   ☐
NON-BINARY  ☐   UNKNOWN   ☐

	ADDRESS


	

APARTMENT  ☐                  HOUSE   ☐
CONGREGATE SETTING  ☐

	CONTACT NUMBER
	

	CONTACT EMAIL
	

	CONTACT NATIONALITY
	

	CONTACT CIDR/OCIMS ID
	

	CONTACT PREGANT STATUS
	YES  ☐                  NO   ☐                 NOT ASKED   ☐

	CONTACT IMMUNOCOMPROMISED
	YES  ☐                  NO   ☐                 NOT ASKED   ☐

	CONTACT OCCUPATION

· Healthcare Worker
	

YES  ☐                  NO   ☐

	GP DETAILS
	

Permission provided to contact GP, if needed: 
YES  ☐                  NO   ☐                 NOT ASKED   ☐

	DATE of MPOX EXPOSURE 
	

	SEEN by GP/ACUTE HOSPITAL


	YES  ☐                  NO   ☐                 NOT ASKED   ☐

If YES,  Date(s):
1. (    )/ (    )/ (           )
2. (    )/ (    )/ (           )


	SIGNIFICANT PAST MEDICAL HISTORY (including mpox infection)
	

	COUNTRY & DETAILS of MPOX EXPOSURE
	

	TYPE of MONITORING
	ACTIVE[footnoteRef:1]  ☐                  PASSIVE   ☐ [1:  In only a very small proportion of cases will active monitoring (surveillance) may be required. It should be considered if there are concerns about the contact’s ability or willingness to complete passive monitoring (e.g., cognitive impairment or transient population). It should also be considered in congregate settings where resources permit, as there is a risk that passive surveillance in a high risk setting with residents either reluctant to or not understanding request to report any emergent symptoms risks disease amplification and overspill into wider community.] 


	DATE of LAST DAY of MONITORING
	

	EXPOSURE  RISK
	HIGH  ☐                                           MEDIUM  ☐

LOW  ☐                  NO IDENTIFIABLE RISK   ☐

	CONTACT MPOX VACCINATION  STATUS
	Vaccinated:
YES  ☐                  NO   ☐

If YES, Vaccine Brand:

If YES, Vaccination Date(s):
3. (    )/ (    )/ (           )
4. (    )/ (    )/ (           )
5. (    )/ (    )/ (           )

If YES, Route of administration:
SUBCUTANEOUS  ☐                  INTRADERMAL   ☐


	DID CONTACT PREVIOUSLY HAVE THE SMALLPOX VACCINE
	YES  ☐                  NO   ☐                 NOT ASKED   ☐

If YES,  Date(s):
1. (    )/ (    )/ (           )

Smallpox vaccination scar:
YES  ☐                  NO   ☐                  



2. Contact Details

Have contacts been identified that are linked to this case: Y ☐ N ☐

	REFERRAL(S) FOR VACCINATION
	YES - ACCEPTED  ☐     DECLINED   ☐
ALREADY VACCINATED  ☐  
NOT OFFERED – OUTSIDE 14-DAY WINDOW   ☐
NOT OFFERED – AS PER RISK MATRIX  ☐   
NOT OFFERED - OTHER   ☐

If not offered, give reason:



	VACCINATION DETAILS
	Vaccinated with Imvanex?
YES  ☐                  NO   ☐                  NOT ASKED   ☐

If YES,  Date(s):
1. (    )/ (    )/ (           )
2. (    )/ (    )/ (           )

If YES, Batch Number:


	INFORMATION FOR VACCINATION REFERRAL FORM
	PPSN:

Next of kin:
Next of kin contact number (mobile):
Please indicate, if referral is recommending a 2nd dose:
YES  ☐                  NO   ☐                  

Referrer name:
Referrer contact number:
GP Practice Name:

	NATURE of CONTACT
	RESPONSE
	DATE & TIME of CONTACT

	Household
	Yes ☐     No ☐    Unknown ☐
	

	Sexual
	Yes ☐     No ☐    Unknown ☐
	

	Healthcare
	Yes ☐     No ☐    Unknown ☐
	

	Work place (non-healthcare)
	Yes ☐     No ☐    Unknown ☐
	

	Community
	Yes ☐     No ☐    Unknown ☐
	

	Other
	Yes ☐     No ☐    Unknown ☐
	

	· If other, provide details
	

	DATE of MPOX EXPOSURE 
	

	EXPOSURE  RISK
	HIGH  ☐                                           MEDIUM  ☐

LOW  ☐                  NO IDENTIFIABLE RISK   ☐

Ongoing exposure:
YES  ☐                  NO   ☐                  NOT ASKED   ☐

	TYPE of CONTACT/EXPOSURE
	DIRECT  ☐                  INDIRECT   ☐               

If Direct, please specify extent/nature of contact (i.e. sexual or PPE breach):





If additional contact(s):

	REFERRAL(S) FOR VACCINATION
	YES - ACCEPTED  ☐     DECLINED   ☐
ALREADY VACCINATED  ☐  
NOT OFFERED – OUTSIDE 14-DAY WINDOW   ☐
NOT OFFERED – AS PER RISK MATRIX  ☐   
NOT OFFERED - OTHER   ☐

If not offered, give reason:



	VACCINATION DETAILS
	Vaccinated with Imvanex?
YES  ☐                  NO   ☐                  NOT ASKED   ☐

If YES,  Date(s):
3. (    )/ (    )/ (           )
4. (    )/ (    )/ (           )

If YES, Batch Number:


	INFORMATION FOR VACCINATION REFERRAL FORM
	PPSN:

Next of kin:
Next of kin contact number (mobile):
Please indicate, if referral is recommending a 2nd dose:
YES  ☐                  NO   ☐                  


Referrer name:
Referrer contact number:
GP Practice Name:

	NATURE of CONTACT
	RESPONSE
	DATE & TIME of CONTACT

	Household
	Yes ☐     No ☐    Unknown ☐
	

	Sexual
	Yes ☐     No ☐    Unknown ☐
	

	Healthcare
	Yes ☐     No ☐    Unknown ☐
	

	Work place (non-healthcare)
	Yes ☐     No ☐    Unknown ☐
	

	Community
	Yes ☐     No ☐    Unknown ☐
	

	Other
	Yes ☐     No ☐    Unknown ☐
	

	· If other, provide details
	

	DATE of MPOX EXPOSURE 
	

	EXPOSURE  RISK
	HIGH  ☐                                           MEDIUM  ☐

LOW  ☐                  NO IDENTIFIABLE RISK   ☐

Ongoing exposure: YES  ☐    NO   ☐NOT ASKED   ☐

	TYPE of CONTACT/EXPOSURE
	DIRECT  ☐      INDIRECT   ☐

If Direct, please specify extent/nature of contact (i.e. sexual or PPE breach):




3. Daily Symptom Check[footnoteRef:2] [2:  These are for use if the contact develops symptoms and is for assessment as a probable case – complete only if symptoms develop. Check any symptoms against the Case Definition.] 


Is the case currently symptomatic: Y ☐ N ☐

	SYMPTOMS
	RESPONSE
	DATE & TIME of ONSET

	Fever
	Yes ☐     No ☐    Unknown ☐
	

	Chills
	Yes ☐     No ☐    Unknown ☐
	

	Headache
	Yes ☐     No ☐    Unknown ☐
	

	Exhaustion
	Yes ☐     No ☐    Unknown ☐
	

	Swollen glands
	Yes ☐     No ☐    Unknown ☐
	

	Cough/sore throat
	Yes ☐     No ☐    Unknown ☐
	

	Backache
	Yes ☐     No ☐    Unknown ☐
	

	Muscle ache
	Yes ☐     No ☐    Unknown ☐
	

	Rash
	Yes ☐     No ☐    Unknown ☐
	

	· Macules
· Papules 
· Vesicles
· Pustules
· Umbilicated
· Scabs 
	· Yes ☐     No ☐    Unknown ☐
· Yes ☐     No ☐    Unknown ☐
· Yes ☐     No ☐    Unknown ☐
· Yes ☐     No ☐    Unknown ☐
· Yes ☐     No ☐    Unknown ☐
· Yes ☐     No ☐    Unknown ☐
	

	Anogenital/orolabial lesions
	Yes ☐     No ☐    Unknown ☐
	

	· Describe lesions



	



4. Escalation
Date & Time of escalation: 					

Basis for escalation:									
				
												

Referred to:								

Action Taken:										
				
												

Admitted:			YES  ☐	NO  ☐		UNKNOWN  ☐

Name of Facility: 							

Date & Time of admission: 					

7. Exit from Monitoring

Date & Time of exiting:	 					
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