H.U.S.H.

Members’ Questionnaire

The aim of this questionnaire is to obtain information from victims affected by E.coli 0157 to enable us to monitor any
ongoing health problems resulting from infection and to ascertain what areas you wish us to highlight to Government
departments on your behalf, so that these areas of concern can be addressed.

If you or any member of your family has been affected by the bacterium or developed Haemolytic Uraemic Syndrome
or Thrombotic Thrombocytopaenic Purpura we would be grateful for your assistance. All information will naturally be
treated with the strictest confidence.

One form should be completed for each person affected (parents/guardians should complete form on behalf of under
18's) and returned to HUSH at PO Box 159, Hayes, UB4 8XE. Additional forms can be obtained from me by
telephoning 01261 842314 or can be supplied electronically by e-mailing Ishbel.Mackinnon@btinternet.com.

(a) Personal Details of the Infected Person:
(please indicate if the infection was fatal and this form is being completed on behalf of someone else)

N BTIB. .ttt e e e e e e e
AUIESS: .t et e et e e e
..................................................................................... POSE COOE: ...
TelePhone: ....vivieec Date of Birth: .........coovvivii i
E-MAIT AGAIESS: ..o e e et e e et e

Name of person completing this form and relationship to infected person: ...........ccccociiiiiii i
Address (if different t0 @D0OVE): ......covuii it e

Telephone (if different t0 @DOVE): ... vviviiii i e e b

(b) Medical History of the Infected Person:

Were you in good health prior to contamination: YES/NO*

If “NO” then please provide brief AeLalS: ............uve i e e

(c) Diagnosis Details:

Date 0f diagnoSiS .......cccvviiiiiieieie e, Age at diagnosis: ........coovvvveriiiie e,



DESCHIDE thE SYMPIOMS: ..ttt iee et sttt e e e e et e e e et e e e e e et e eeeas sre e ee e aree e et e aeeae e e e e

Was medical attention first sought? YES/NO*

If “YES” please advise where (eg chemist, GP, NOSPItAl): .........coiiiiie i
Were you prescribed antibiotics or anti-diarrhoea mediCation: ............coooiuiiiiriiiiie e
Was a stool sample taken on first visit to GP: YES/NO*

If “NO”, When Was @ SAMPIE TAKEN: ... ..vviii i e e et e e et e e e e e et e e e e e e e e

HOW 10Ng did dIagN0SIS TAKE: ... v e iee oottt e e et e e et e e e e et e e et e e e
Did E.coli 0157 develop int0 H.U.S. OF T.T.P.. ..o e et ettt et e
Was the source of your infection confirmed by the authorities: YES/NO*

Please provide as much detail as possible regarding the investigation conducted by the Public/Environmental Health
Departments into the Source of CONTAMINALION: ... ......vveiiiiir e e

(d) Treatment Details:

HOW 10N ditd the IlNESS ASE: ... e e e e e e e e et e e et e e ae et araeeee e
Was hospital admission required (if YES, for NOW [0NG) ........oooviiiiiiiiiii et

Was intensive care treatment needed (if YES, for ROW I0Ng) ....coovvviviiiiiiii e



Was any aftercare needed (eg blood tests, dialysis, educational SUPPOM): ... ....evveerrviiieier i e

How much time did you require to take off SChOOIWOIK: ...........cooiiiiiiii i

Were you happy with the advice/information/treatment you received from your GP/hospital: ..........c.ccccooevivivineiinninnnn,

(e) General
What improvements (if any) would you like the charity to raise with Government departments on your behalf. ..............

* Please delete as appropriate



