Establishment info:
Name: _______________________________
Address: _____________________________
Date/Time Food Purchased_______________
Date/Time Foods Consumed______________
Foods Eaten:____________________________

1/2012


Carry Out______              Dine In______



Suspect Food Borne Illness Investigation Form
Onset Date/Time: ____________________
Length of symptoms: ______ days
Symptoms: Diarrhea___    Bloody stool____
Nausea____	  Abdominal cramps___ 
Fever____	Vomiting____	Chills___
Headache___	Muscle aches___	

Was any other household member ill?  Yes__   No__
Name/Address/Phone _________________________
____________________________________________
Did the complainant see a doctor?  Yes__  No__ 
Physician/Hospital visited: _______________________
_____________________________________________




              
       
Today’s Date: _______________
Complainant Name: _____________________________________
Address: _____________________________
_____________________________________
Phone Number: ________________________
Best Time to Call: _______________________
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