
ONE DAY CRITERIA FOR REPORTING: Specified in OAR 333-018, each Case or Suspected Case is reported to the local 
health department within one day.  
 
This form can be downloaded from: http://www.lanecounty.org/cms/One.aspx?portalId=3585881&pageId=4244603       

 Rev. 12/27/16 

 
  

CCOONNFFIIDDEENNTTIIAALL  SSEEXXUUAALLLLYY  TTRRAANNSSMMIITTTTEEDD  DDIISSEEAASSEE  CCAASSEE  RREEPPOORRTT  
  

  
LLaannee  CCoouunnttyy  PPuubblliicc  HHeeaalltthh    

115511  WW  77tthh  AAvveennuuee    
RRoooomm  331100  

EEuuggeennee,,  OORR  9977440011  
((554411))  668822--44004411  

((554411))  668822--22445555  ((FFaaxx))  
  

FFiirrsstt  NNaammee::  MMiiddddllee  NNaammee::  LLaasstt  NNaammee::  

   
AAddddrreessss:: 

CCiittyy::  SSttaattee::  ZZiipp::  

   
PPhhoonnee  NNuummbbeerr::  AAlltteerrnnaattee  PPhhoonnee  NNuummbbeerr::  EEmmaaiill  AAddddrreessss::

   
DOB: Gender: 

               F    M    O 
 

Reason for Exam:  Symptomatic                  Routine Exam   

                                 Exposed to Infection      Pregnant 

Pregnant: 

                 Yes:      ____ # of Weeks       No:  

Sexually Transmitted Disease: 

 Chlamydia   
 

 Gonorrhea   
 
 
Name of Lab:________________ 
 
Date Tested:_________________ 

Race:   White                Black               Asian   

 American Indian/Alaskan Native              Pacific Islander  

 Other:___________________________   Unknown   

Ethnicity: 

  Hispanic 

  Non-Hispanic 

Presentation:  
 Asymptomatic   
 Symptomatic   
 PID  
 Ophthalmia  
 Other Complications 

_______________________________ 

Site(s):          
 Cervix      Ocular  
 Pharynx    Rectum   
 Urethra     Urine 
 Vagina    
 Other  ____________________   

 

TX/RX Date: ________________ 
 
GC Treatment: 

 Ceftriaxone 250 mg IM in a single dose 
Plus 

 Azithromycin 1 g PO in a single dose 
 
CT Treatment: 

 Azithromycin 1 g PO in a single dose 
Or 

 Doxycycline 100 mg PO 2x/day for 7 days 
 
 
Alternative Treatment: 
 

 Other ________________ 

 
Sexual Partner Information: 
 
Name: ___________________________________ 
 
Address: _________________________________ 
 
Phone: __________________________________ 
 
DOB: _________________  Sex: _____________ 
 
Race: ___________ 
 
Date Tested: _________  Test Results: _________ 
 

  No partner information elicited 

Partner Referred to Health Department for Tx: 
 Yes   No   

Expedited Partner Tx:      Yes   No   
 
Count: _____ 
 
Partner Medication Prescribed: 
_________________________________________ 
 
Date of Partner 
Treatment: _______________________________ 

Provider Name: 
 
 
 

Provider Phone: 

Is the patient aware that they may be contacted?   Yes   No 


