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f014 Coronavirus disease 2019 (COVID-19)
Case Investigation Form v8.0
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1. Occupation and status (multiple answers allowed) (must be filled in)

o Student 0 Daycare center personnel /  oMilitary serviceman oCook o Food and
Caregiver / Babysitter beverage service
personnel
oHotel industry o Hot springs/SPA/swimming o Agricultural industry o Fishery industry o Timber industry
personnel pool/sauna employees
o Construction industry 0 Animal husbandry industry = ©Slaughter industry o Livestock and poultry oVeterinarian
(including cattle, sheep, related personnel
goats and pigs)
o Laboratory staff o Assistant caregiver 0 Nursing home staff o Ambulance worker o Other healthcare
personnel
o Doctor or nurse oOMedical waste handler oSex worker o Water tower/pool aDriver
cleaning staff
O Children of immigrant residents (nationality of o Unemployed o Other, please specify
parents: )
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2. Symptoms (initial symptoms or symptoms that occurred during the course of the illness) (must be filled in)
o Asymptomatic

0 Muscle soreness o Difficulty breathing o Cough o Runnynose o Sore throat
o Fever o Diarrhea o Nausea oVomiting o Headache
oJointpain o Fatigue o Abnormal sense of smell o Abnormal sense of taste

L] Chest imaging examination (CXR or CT) shows pneumonia

[] Other (please specify)
Date on which symptoms first appeared:
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3. Do you have any chronic illnesses and related risk factors? (must be filled in)
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No

Yes (if yes, select at least one of the following options)

Mental disorders

Neuromuscular diseases

Asthma

Chronic lung diseases (bronchiectasis, chronic obstructive pulmonary disease etc. ex. asthma)
Diabetes

Metabolic diseases (hyperlipidemia, ex. diabetes)

Cardiovascular diseases (except hypertension)

Liver diseases (hepatitis, cirrhosis)

Kidney diseases (chronic renal insufficiency, receiving long-term hemodialysis or peritoneal dialysis)
Cancer under active treatment

Immunodeficiency status, please specify

Pregnant, _ weeks

Within 6 weeks post-partum

Hypertension

o Obesity (BMI>=30)

[]

Other, please specify
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4. Uploading the case investigation form
If you have filled in the case investigation form (including an activity history starting three days before the onset of
the illness) which has already been uploaded to the system, then you do not need to answer questions 5-10.
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5. Did you receive outpatient (emergency) medical treatment while ill
(including visits to hospitals and clinics after being confirmed as
COVID-19 positive)?
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(O No o Yes (please fill in the table below)

Name of hospital/clinic Visit Date
(yyyy/mm/dd)
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Did you receive inpatient treatment (including waiting for a bed in the emergency room)
(O No o Yes (please fill in the table below)

Name of hospital/clinic Type Date (yyyy/mm/dd) Notes (optional)
(If still hospitalized an end
date is not required)

(O General ward




o ICU ~
(O Negative pressure
isolation room
oEmergency room

(O General ward
oICU ~
(O Negative pressure
isolation room
oEmergency room

(O General ward
oICU ~
(O Negative pressure
isolation room
oEmergency room

(O General ward

o ICU ~
(O Negative pressure
isolation room
oEmergency room

(O General ward

o ICU ~
Negative pressure isolation
room oEmergency room
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6. Overseas travel history
Did you travel overseas within 14 days before illness onset? oNo o Yes, Country:
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7. Contact history in the 14 days before symptom onset
Did you come into contact with anyone who had a fever or upper respiratory tract symptoms? oNo o Yes
Did you come into contact with anyone who is a probable or confirmed case of COVID-19? oNo o Yes
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8. Did you seek medical treatment at a hospital or clinic within 14 days of symptom onset? Including treatment as an
outpatient (emergency patient) or inpatient (including waiting for a bed in emergency)
O No o Yes, please indicate the name of the hospital/clinic:
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9. Vaccination history
Have you ever received a COVID-19 vaccine?

O No
O Yes (if yes, please fill in the following)



Vaccine brand: oAstraZeneca o BNT o Moderna oOthers, please specify
brand:
Last date of inoculation: (yyyy/mm/dd)

Vaccine doses: oOne dose oTwo doses
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10. Activity history

Places visited from three days before symptom onset to the day of isolation

Time

Date
(yyyy/mm/dd

)

Cities/
Counties/
Countries

Place/venue

Method of
transportation

3 days before
symptom onset

2days before

1 days before
symptom onset

Day of
symptom onset

1 day after
symptom onset

2 days after
symptom onset

3 days after
symptom onset

4 days after
symptom onset

5 days after
symptom onset

6 days after
symptom onset

7 days after
symptom onset

8 days after
symptom onset




O days after
symptom onset
10 days after
symptom onset
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11. Survey of contacts from three days before symptom onset to the day of isolation

(1) Individuals who had face-to-face contact with the patient for more than 15 minutes without appropriate
protection over a 24 hour period, or those whom he/she lives with and provided care, interacted, or came into
contact with his/her respiratory excretions or bodily fluids.

(2) Medical personnel who came within 2 meters of a COVID-19 positive patient without appropriate protection

Please go to the contact tracing system (https://trace.cdc.gov.tw) to ensure the uploaded contact data is complete and
accurate.
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12. Notes: Ask patients if they have used the “Taiwan Social Distancing App.” If they do, ask for their permission
to upload their anonymous information and confirm the dates and location of uploaded data.


https://trace.cdc.gov.tw/
https://trace.cdc.gov.tw/

