
CLUSTER INVESTIGATION 
Genomic Subtyping Request for Enterobacteriaceae

Please fax completed form to Bacteriology & Mycology Lab at (604) 707-2604 Form PHBM_260_2001F3   Version 1.0 10/2018

Public Health Laboratory
655 West 12th Avenue, Vancouver, BC V5Z 4R4
www.bccdc.ca/publichealthlab

          Date                                                  ________________________	   Contact Person              ________________________ 

          Organism (Genus, species)   ________________________	   Telephone Number     ________________________

          CD Unit/Health Authority     ________________________	   Fax Number                    ________________________

Acute Care Facility                    ________________________               Send Report To             ________________________

          Cluster Details:  ________________________________________________________________________________

________________________________________________________________________________          

________________________________________________________________________________

          Cases are epidemiologically linked?	      Yes	       No           If  Yes, indicate how:

Food poisoning Contact of case(s) Other risk factors:     

Common event                   Travel ___________________________________________

          Line List:  (Please attach spreadsheet/line list if more cases/specimens are in your cluster)

          Patient Name:   PHN: DOB (DD/MM/YY):        BCCDC PHL Accession:       Patient Location:

           ____________________________           ____________________           ______________            __________________           ___________________

           ____________________________           ____________________           ______________            __________________           ___________________

           ____________________________           ____________________           ______________            __________________           ___________________

           ____________________________           ____________________           ______________            __________________           ___________________

          Comments:

          INTERNAL USE ONLY

            Approved by:                 Yes No

Dr. L. Hoang, Program Head, Bacteriology & Mycology Laboratory, BCCDC Public Health Laboratory   
Bacteriology & Mycology	

OR
             Medical Microbiologist on call, (Name):    ___________________________________
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