Appendix 3. Information form for the laboratory diagnosis of measles/rubella (2025)

REQUESTER						PATIENT

Country:		
Region:						Unique identification no.:
Town:							Age:				
Treatment centre:					Sex:				
Test ordered by Dr. …………				Occupation/activities:		
Project email:						Place of residence:
_________________________________________________________________________________________
History of the illness: _____________________________________________________ __________________________________________________________________________________________________________________________________________________________________Date of fever onset: _________________Visit/admission date: __________________________

Previous measles vaccinations with the number of doses, dates, and types of vaccines:
_________________________________________________________________________________________
Source of information: 	□ Card 		□ History
Other vaccinations, with dates: 	
	
Signs and clinical examination

At least one of the following major symptoms with acute appearance without other evident cause: 
□  ____°C fever			□ Cough					
□  Rhinorrhoea			□  Conjunctivitis

□ Cutaneous and mucous signs: 					
□  Koplik spots                      □  Rash                         □  Desquamation
□  Signs of secondary lung infection 	□  Diarrhoea		□  Signs of dehydration

Laboratory tests: _______________________________________________________________

Treatment: start date: _________ which:  ___________________________________________
_________________________________________________________________________________

Clinical course with dates of improvement, exacerbation, or death: _________________
_________________________________________________________________________________
Suspected disease: _____________________________________________________________

Context:                                                                                     □ Outbreak investigation

Sample: date collected: _____________________ 
Type of sample:
□ Serum			□  Dried blood spot (DBS)

Test requested: __________________________________________________________________

Transport
Date of dispatch:
Transport conditions:
Date of receipt at the laboratory:

Comments:
