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Infectious Disease Epidemiology and Outbreak Response Bureau
Maryland Department of Health

201 W Preston St, 3rd Floor
Baltimore, Maryland 21201

Phone: (410) 767-6700 Fax: (410) 333-5893 

Mumps Case Report Form
FINAL STATUS: 

 CONFIRMED

 PROBABLE

 SUSPECT

 RULED OUT /NOT A CASE

NEDSS PATIENT ID#:
_______________________________ 

NEDSS INVESTIGATION ID#:

_______________________________ 

Patient’s Name: _________________________________________________ 
last first 

Address: _______________________________________________________ 

City: _____________________ County: _______________ Zip: ___________ 

Phone: ___________________________________ 

Parent/Guardian: ________________________________________________ 

Physician: _________________________ Phone: ______________________ 

Address: _______________________________________________________ 

______________________________________________________________ 

Occupation: ___________________________________  

Reported by: __________________________________  

Phone: ___________________________ 

Date reported: ____/____/____ 

LHD Investigator: ______________________________ 

LHD: _______________________________________ 

Phone: ___________________________ 

Email:_______________________________________ 

Investigation start date: ____/____/____ 

Date investigation completed: ____/____/____ 

AGE: ________ PLACE OF BIRTH: USA  Other:___________ UnknownDEMOGRAPHICS: DATE OF BIRTH: _____/_____/____ 

SEX: Male  Female  Unknown

RACE: White Black  Asian  Native Hawaiian or Other Pac. Islander  Am. Indian or Alaska Native  Unknown

HISPANIC:  Yes  No  Unknown

If female, is patient currently pregnant? Yes No Unknown 

CLINICAL DATA 

Illness onset date: ____/____/____ Illness end date: ____/____/____ First symptom reported: __________________________ 

Parotitis - Onset Date: _____/_____/_____ Parotitis Duration: ______ Days Parotitis swelling: Right sideLeft side Bilateral Unknown 
Fever?      Yes / No  If yes, onset date: ____/____/_____      If yes, maximum temperature? _____

Complications: 

Encephalitis Yes / No 

Orchitis Yes / No 

Mastitis Yes / No

Meningitis Yes / No 
Deafness Yes / No 
Oophoritis Yes / No  
Pancreatitis Yes / No  

Other (specify): 

Does the patient have pelvic inflammatory disease? Yes / No / Unknown 

Was the patient hospitalized for this illness? Yes / No 
Hospital: ________________________________ Admitted: ____/____/____ Discharged: ____/____/____ 

Did the individual die from the illness?  Yes, died on: ____/____/______ No, but still ill  No, recovered

Revised May 2025 

mailto:VPDTexas@dshs.texas.gov
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Pt. Name:__________________ NEDSS Pt. ID:________________ 

LABORATORY DATA: Was laboratory testing done?  Yes  No  Unknown 

LABORATORY:   MDPHL Other: _____________________________________________  Phone:____________________

Ordering Provider: ____________________________________ 

 PCR: Specimen: ____________   Date specimen collected: : _____/_____/_____ Result: ________ Lab Report Date: _____/_____/_____

Date specimen collected: _____/_____/_____ Result: ________ Lab Report Date: _____/_____/_____  IgM:

 IgG:        Date of acute specimen :_____/_____/_____  Result: ________ Lab Report Date: _____/_____/_____ 

Date convalescent specimen:_____/_____/_____  Result: ________ Lab Report Date: _____/_____/_____

 Culture: Specimen:____________ Date specimen collected: _____/_____/_____  Result: ________    Lab Report Date: _____/_____/_____ 

VAVACCINATION HISTORY:

No Unknown VACCINATED: Yes

If yes, list dates:  1st MMR: _____/_____/_____  2nd MMR: _____/_____/_____ 

INFECTION TIMELINE: 
Enter onset of parotitis. Count backwards and forwards to enter dates for probable exposure and communicable periods. 

SOURCE OF INFECTION:  No exposure identified  Contact with a known or suspected case: NEDSS Pt ID:___________________

Revised May 2025 

If yes, list documentation provided (check all that apply):   Medical record    ImmuNet (ID:__________)    Other:___________________

Where did this case acquire mumps (if known)?: _____________________
Has any travel occurred within the exposure period? Yes No Unknown If yes, list location: _______________________________ 
Is case part of an outbreak?  Yes  No  Unknown If yes, list outbreak number: 
___________________________________________

HOUSEHOLD OR OTHER CLOSE CONTACTS:Name Relation to Case Age Symptoms Present? Mumps Vaccine History 

 Yes-_____________  No  Unknown

 Yes-_____________  No  Unknown

 Yes-_____________  No  Unknown

 Yes-_____________  No  Unknown

 Yes-_____________  No  Unknown

 Yes-_____________  No  Unknown

 Yes-_____________  No  Unknown

 Yes-_____________  No  Unknown

 Yes-_____________  No  Unknown

 Yes-_____________  No  Unknown

 Yes-_____________  No  Unknown

 Yes-_____________  No  Unknown

 2 MMR  1 MMR  None  Unknown

 2 MMR 1 MMR  None  Unknown

 2 MMR  1 MMR  None  Unknown

 2 MMR  1 MMR  None  Unknown

 2 MMR  1 MMR  None  Unknown

 2 MMR  1 MMR  None  Unknown

 2 MMR  1 MMR  None  Unknown

 2 MMR 1 MMR  None  Unknown

 2 MMR  1 MMR  None  Unknown

 2 MMR  1 MMR  None  Unknown

 2 MMR  1 MMR  None  Unknown

 2 MMR  1 MMR  None  Unknown

_____________ 

_____________ 

_____________ 

_____________ 

_____________ 

_____________ 

_____________ 

_____________ 

_____________ 

_____________ 

_____________ 

_____________ 

_______________   _____ 

_______________   _____ 

_______________   _____ 

_______________   _____ 

_______________ _______________     __________

_______________  _____ 

_______________  _____   

_______________    ______

_______________  _____ 

_______________  _____   

_______________  ______

_______________  ______

Brian Bachaus
Line

Brian Bachaus
Line

Brian Bachaus
Line



      
        

       

              

   
 

                             

                         

                         

                         

                         

                         

                         
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

COMMENTS: 

Revised May 2025
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