
 

 
Centers for Disease Control and Prevention 
Cryptococcus gattii CASE REPORT FORM 

For patients with culture-confirmed C. gattii infection 
Please fax to Kaitlin Benedict (fax: 404-471-8529) (email jsy8@cdc.gov for confirmation) 

 

 

 

 

CDC v1.3 (Revised MAY2012) 

SECTION 1:  CONFIDENTIAL PATIENT INFORMATION – DO NOT SEND TO CDC; KEEP FOR YOUR RECORDS 

 

1. Patient name:_______________________________________________ 
                         (Last, First, MI) 

2. Address:   ______________________________________________ 
                           (Number, Street, Apt. No.) 

3.  ____________________________________          ____________    
                             (City, State)                                        (Zip Code) 
4. OR   No home of record 
 
5. Phone  ___________________________________ 
 
6. Email ___________________________________ 
 
7. Alternate Contact Name: _____________________________________ 

                                                            (Last, First, MI) 
 
8. Alt. Contact    Parent/guardian    Spouse   Other 
  
9. Alt. Contact Phone: ___________________ 

 
10. Who completed this survey?   Case-patient    Proxy 
 
11. If Proxy, relationship to case-patient: ________________________ 
 
12. Okay to contact case-patient?   Yes         No         Don’t know 

 

**Patient identifiers are NOT sent to CDC** 

………………………………………………………………………………cut/tear here and retain portion above………………………………………………………………………………… 

 CDC Case ID:                        State DOH Case ID:  

CASE INFORMATION 

 

a) CDC ID:  
   

b) State DOH Case ID: _____________ 
 
c) LHD Case ID:  _________________ 

 
d) Medical Record No.: ________________ 
 
e) Hospital: __________________________ 
 
f) B number (CDC-assigned) ____________ 
 

SECTION 2:  DATE INFORMATION 
SECTION 3:  REPORT SOURCE 

 

13. First Report to HCP (mm/dd/yyy) ___/___/_______ 
 

14. Date Reported to DOH (mm/dd/yyyy) ___/___/_______
   

15. Date investigation began (mm/dd/yyyy) 
___/___/_______ 

  

16. Reporting Facility Type (check all that apply)     

 Lab  Hospital      HCP      

 Public health agency     Other:______________ 

17. Reporter Name ______________________________ 

18. Reporter Phone (______) ______ - ______________ 

19. Reporter Email: _____________________________ 

20. Reporter Address ______________________ 

21. Reporter City _________________________ 

22. Reporter State ________________________ 

23. Reporter Zip/Postal Code _______________ 
SECTION 4:  CLINICAL INFORMATION 

 

24. Symptom Onset date (mm/dd/yyyy) ___/___/________             Case-patient asymptomatic   

a.  From medical record     

b.  From other data source: ___________________________________________________ 

 

25.  Diagnosis date (known to be cryptococcal infection; not necessarily gattii): ___/___/_______   

            

26.  Illness duration, if recovered: _____ Months  _____ Days          OR         Still symptomatic at report date 

mailto:jsy8@cdc.gov
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SECTION 4:  CLINICAL INFORMATION (Continued). Please mark one response for all questions. 

Signs and Symptoms 

       Y   N   DK NA 

27.          Fever - Highest temp (oF): _______ 

28.          Chest pain 

29.          Cough 

30.          Dyspnea (shortness of breath) 

31.          Chills 

32.          Headache 

33.          Night sweats 

34.          Loss of appetite 

35.          Neck stiffness 

36.          Fatigue / malaise 

37.          Weight loss 

38.          Muscle pain 

39.          Blurred vision 

40.          Nausea 

41.          Vomiting 

42.          Papilloedema 

43.          Photophobia 

44.          Seizures 

45. Other: _______________________________ 

Clinical Findings 

    Y   N   DK NA 

46.          Pneumonia (physician-diagnosed) 

47.          Subcutaneous nodules:____________ 

48.          Skin abscess  

49.          Lymphadenopathy 

50.          Ocular disorders: _________________ 

51.          HIV Antibody Test  -- Result: ________ 

52.          Neutropenic in last 30 d? (ANC<1.0x109/L) 

    i. Total peripheral white cell count____________ 

53.         CD4 (+/-1 month of dx) Count: _________ 

54.          Meningitis (+ CSF culture or antigen) 

55.          Encephalitis 

56. Other: __________________________________ 

Predisposing conditions 

       Y   N   DK NA 

57.        Allogeneic SCT    Date: ___/___/_____ 

58.        Autologous SCT   Date: ___/___/_____ 

59.        Solid organ transplant 

                        i.   Organ type: ____________________ 

60.        Cancer, tumors, hematologic malignancy 

i. Specify ________________________ 

61.        Connective tissue disorder 

i. Specify: ________________________ 

62.        Cardiovascular conditions 

i. Specify: ________________________ 

63.        Chronic lung disease 

i. Specify ________________________ 

64.        Chronic diabetes 

65.        Current tobacco smoker 

66.        Former tobacco smoker 

67.        HIV positive 

68.        Immunosuppressive therapy or disease 

69.        Liver Disease 

70.        Pregnancy 

71.        Renal disease 

72.        Rheumatologic disease 

73.        Systemic oral steroids (e.g. cortisone, 
prednisone) in the yr before onset: ___________________ 

Hospitalization 

  Y   N   DK  NA 

74.        Hospitalized for this illness       

75. Hospital code _________________________ 

76. Hospital Admit date _____/_____/__________      

77. Hospital Discharge date _____/_____/__________   

78. Primary complaint on admission: __________________ 

79.        ICU Admit during initial hospital stay? 

80. ICU Admit date _____/_____/__________       

81. ICU Discharge date _____/_____/__________   

Imaging Studies: At or near diagnosis date. Note in margin additional relevant imaging results. 

 

 

 

Imaging done? 

Date                

Image normal? 

Pneumonia  

Pleural effusion  

Lymphadenopathy 

Cryptococcoma? 

Number 

Site(s) 

 

 

CHEST X-RAY 

       Y    N   DK  NA 

82.        

83. ___/___/_______ 

84.        

85.        

86.        

87.        

88.        

89. _______________ 

90. ________________________ 

 

 

THORACIC CT SCAN 

        Y   N   DK  NA 

91.        

92. ___/___/_______ 

93.        

94.        

95.        

96.        

97.        

98. ______________ 

99. ________________________ 

                                   Encephalitis 

 

HEAD CT / MRI SCAN 

          Y   N   DK  NA  

100.          

101.    ___/___/_______ 

102.          

 

 

 

103.           

104. ___________ 

105. _______________________ 

106.           
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SECTION 5:  Laboratory 

Laboratory findings (Attach laboratory results whenever available). Fill out based on microbiology and/or pathology 

lab report(s) for all diagnostics carried out for Cryptococcal infection. 

Test Specimen 1 (a) Result 1 (b) 
Date sample 
collected (c) 

Date lab result 
reported (d) 

Species identified? (e) 

107. Culture  Blood         DK 

 Tissue: _______ 

 Bronchial washing 

 Fine needle aspirate 

 Sputum 

 CSF 

 Other ___________ 

 Positive 

 Negative 

 Pending  

 DK  

 

mm/dd/yyyy 

___/___/____ 

 

mm/dd/yyyy 

___/___/____ 

 Species identified?  

Species type:  

___________________ 

  

 

 Variant Identified  
(e.g. VGIIa) 

 
___________________ 

108. Serology  Blood 

 CSF 

 DK 

Titer:____:____ 

 Positive    

 Negative   

 Pending 

 DK 

 

  

mm/dd/yyyy 

___/___/____ 

mm/dd/yyyy 

___/___/____ 

109. Histopathol
ogy (attach 
report) 

Tissue type: 
_________________ 

 Positive 
(Cryptococcus 
organisms seen) 

 Negative 

 Pending   

 DK 

mm/dd/yyyy 

___/___/____ 

mm/dd/yyyy 

___/___/____ 

 

Test Specimen 2 (a) Result 2 (b) 
Date sample 
collected (c) 

Date lab result 
reported (d) 

Species identified? (e) 

110. Culture  Blood         DK 

 Tissue: _______ 

 Bronchial washing 

 Fine needle aspirate 

 Sputum 

 CSF 

 Other ___________ 

 Positive 

 Negative 

 Pending  

 DK  

 

 

mm/dd/yyyy 

___/___/____ 

 

 

mm/dd/yyyy 

___/___/____ 

 

Species Identified:  

___________________ 

 

  

 Variant Identified  

(e.g. VGIIa) 

 
___________________ 

111. Serology  Blood 

 CSF 

 DK 

Titer:____:____ 

 Positive    

 Negative   

 Pending 

 DK 

 

mm/dd/yyyy 

___/___/____ 

mm/dd/yyyy 

___/___/____ 

112. Histopathol
ogy (attach 
report) 

Tissue type: 
_________________ 

 Positive 
(Cryptococcus 
organisms seen) 

 Negative 

 Pending   

 DK 

mm/dd/yyyy 

___/___/____ 

mm/dd/yyyy 

___/___/____ 
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SECTION 6: MANAGEMENT AND OUTCOME 

113. Antifungal therapy  Please complete the following for each antifungal agent given following diagnosis of C. gattii infection. 

Drug (a) 
 

Route 
(b) 

Date started 

(mm/dd/yyyy)(c) 

Date stopped 

(mm/dd/yyyy)(d) 

Avg daily dose 
(mg) (e) 

Reason for  

Stopping (f) 

 

 Amphotericin 

(conventional) 

 

 Oral 

 IV 

 

 

____/____/___ 

 

____/____/_____ 

 

 Ongoing  

  Adverse event 

 Side effect/intolerance 

 Clinical worsening 

 Drug-drug interaction 

 Scheduled switch 

 Other 

Please detail: _____________ 

 

 Amphotericin 

(lipid preparation) 

Specify:  

 

___________ 

 

  (IV) 

 

 

____/____/___ 

 

____/____/__ 

 

 Ongoing  

  Adverse event 

 Side effect/intolerance 

 Clinical worsening 

 Drug-drug interaction 

 Scheduled switch 

 Other 

Please detail: _____________ 

 

 Fluconazole 

 

 Oral 

 IV 

 

 

____/____/___ 

 

____/____/__ 

 

 Ongoing  

  Adverse event 

 Side effect/intolerance 

 Clinical worsening 

 Drug-drug interaction 

 Scheduled switch 

 Other 

Please detail: _____________ 

 

 Itraconazole 

 

 Oral 

 IV 

 

 

____/____/___ 

 

____/____/__ 

 

 Ongoing  

  Adverse event 

 Side effect/intolerance 

 Clinical worsening 

 Drug-drug interaction 

 Scheduled switch 

 Other 

Please detail: _____________ 

 

 Voriconazole 

 

 Oral 

 IV 

 

 

____/____/___ 

 

____/____/__ 

 

 Ongoing  

  Adverse event 

 Side effect/intolerance 

 Clinical worsening 

 Drug-drug interaction 

 Scheduled switch 

 Other 

Please detail: _____________ 

 

 Posaconazole 

 

 Oral 

 

 

____/____/___ 

 

____/____/__ 

 Ongoing  

  Adverse event 

 Side effect/intolerance 

 Clinical worsening 

 Drug-drug interaction 

 Scheduled switch 

 Other 

Please detail: _____________ 

 

 5-
Fluorocytosine 

 

 Oral 

 IV 

 

 

____/____/___ 

 

____/____/__ 

 

 Ongoing  

  Adverse event 

 Side effect/intolerance 

 Clinical worsening 

 Drug-drug interaction 

 Scheduled switch 

 Other 

Please detail: _____________ 

 Other, please 
specify: 
_____________ 

_____________ 

_____________ 

 

 Oral 

 IV 

 

 

____/____/___ 

 

____/____/__ 

 Ongoing  

  Adverse event 

 Side effect/intolerance 

 Clinical worsening 

 Drug-drug interaction 

 Scheduled switch 

 Other 

Please detail: _____________ 
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114. Other therapy including steroids, gamma interferon, growth factors. Please complete the following Table for each 
therapeutic agent given as part of the management of C. gattii infection? 

Drug (a) 
 

Route (b) Date started 

(mm/dd/yyyy) (c) 

Date stopped 

(mm/dd/yyyy) (d) 

Av daily dose (mg) (e) 

 

Corticosteroids 

 Oral 

 IV 

 

 

____/____/___ 

 

____/____/__ 

 

 Ongoing  

 

 

Gamma IFN 

 

IV 

 

 

____/____/___ 

 

____/____/__ 

 

 Ongoing  

 

Other, please 
specify: 
_____________ 

 

 Oral 

 IV 

 

____/____/___ 

 

____/____/__ 

 

 Ongoing  

 

Surgery  

115. Was any form of surgery (e.g. lobectomy, shunt insertion, drainage) performed as part of the management of 

C. gattii infection? 

       1 Yes                  2 No                       3 Unknown 

a. If Yes, specify type of surgery _____________________ 

b. If Yes, specify indication for surgery _____________________ 

c. If Yes, specify date(s) of surgery  _____________________ 
 

 

COMPLICATIONS AND OUTCOME after  initiation of ANTIFUNGAL THERAPY 

116. Did this patient have any metastatic foci of infection?    

1 Yes          2 No           3 Unknown 

Please specify the site of infection:_________________________________________________________________________ 

117. Did this patient develop hydrocephalus?    

1 Yes           2 No           3 Unknown 

How long after starting therapy did it develop?_______________________________________________________ 

118. Did this patient develop cranial nerve palsies?    

1 Yes           2 No           3 Unknown 

 How long after starting therapy did it develop?________________________________________________________ 

119. Were there any additional infections (opportunistic or otherwise) that occurred during the period of C. gattii infection? 

1 Yes           2 No           3 Unknown 

A. Please specify what infection: ___________________________________________________________________ 

B. How long after starting therapy did it develop?______________________________________________________ 

C. Outcome of infection, if known:________________________________________________________________ 

120. Did the patient require an increase in level of care after initiating therapy (ie, transfer to ICU, mechanical 

ventilation, transfer to another hospital)? 

1 Yes           2 No           9 Unknown 

A. Describe:_______________________________________________________________________________________________ 
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121. Outcome: Please specify outcome at each timepoint. 

Time after initiation of therapy----------> 1 
week  

2 
weeks 

4 
weeks 

6 
weeks 

8 
weeks 

Specify time 

 

1 Died from C. gattii infection       

2 Died with C. gattii, but from unrelated 
cause 

      

3 Alive, progressive worsening of C. gattii 
infection 

      

4 Alive, stable C. gattii infection (no change)       

5 Alive, partial response (partial improvement)       

6 Alive, complete response (recovered)       

 

IF PATIENT DIED: 

122.  Death date _____/_____/__________   

123.  Autopsy performed?   1 Yes           2 No           3 Unknown 

124.  Place of death ______________________________________________ 

SECTION 7:  INFECTION TIMELINE 

Exposure period:  Enter onset date (first sx) in heavy box.  Count backward to determine probable exposure period 

125.  Onset Date:   _____/_____/__________ (NUMBER 25. Under Section 4 for symptom onset date) 

126.  Date minus 12 months from onset:   _____/_____/___________  

127.  Date minus 2 months from onset:     _____/_____/___________ 

SECTION 8:  EXPOSURE (12 months before onset) 

Location/Travel (past 12 months) 

   Y   N    DK  NA 

128.        Travel out of county, state, country  

129. Out of:    County    State    Country   

 

City, State, Country Month/Year 

  

  

  

  

  

  

                                  

Case residence (during past 12 months) 

    Y   N  DK  NA 

130.        <1 mile from wooded area 

131.        <1 mile from animal farm 

i. If yes, what type of farm? ________________ 

132.        <1 mile from a crop farm 

133.        <1 mile from a soil disturbance 
(excavation, construction, pipe laying, etc) 

134.       <1 mile from logging/vegetation clearing 

135.        Patient changed residences during the 
past year. Explain: _________________________ 

          ________________________________________ 

          ________________________________________ 

Case activities (past 12 months) 

    Y   N  DK NA 

136.         Camping or hiking 

137.         Construction using lumber 

138.         Cutting individual trees 

139.         Handle wood regularly (sawing, 

chopping, etc)  i. Type of wood: __________________ 

140.         Involved in / close proximity to other 

activities that disturbed trees / soil? i. Explain: _______ 

141.         Logging/clearing of lots 

142.         Moving or digging earth, or gardening 

143.         Spreading bark mulch/wood chips 

144.         Yard landscaping (more than maintenance) 

145.         Were any of these activities occurring in 

your neighborhood? 

146.         Was wood (e.g. for burning) or other                 

vegetation brought into the home?  

147.         Were any of your pets diagnosed with 

cryptococcal infection?   i. Explain: ________________ 

148.   No risk factors or exposures could be identified    

 

Additional Information                                        

149.  If patient reports exposure, where did it occur?    

 In US: State ______ County _________________ 

       Outside US: ________________   

       Unknown 

150. Exposure details:  _________________________________ 
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SECTION 9:  PATIENT INFORMATION 

Patient demographics 

151. Birth date _____/_____/___________  

 

152. Age _______ (Age at date of illness onset) 

 

153. Sex             F      M      Other     Unk 

 

154. Ethnicity  Hispanic or Latino          Not Hispanic or Latino               DK 

 

155. Race (check all that apply) 

 Amer Ind/AK Native Asian            Native HI/other PI        

 Black/Afr Amer         White          Other        Unk 

 

156. Medical insurance (check all that apply): 

HMO/PPO/private/managed care plan 

Indian Health Service 

Medicaid/state assistance program 

Medicare 

Military/VA 

No insurance 

Other_________________(specify) 

Unknown 

 

        Y   N   DK  NA 

157.           Was the patient employed, in school or in child care during the year before the illness/diagnosis? 

If employed or in school:  

158.  Occupation ___________________________________________________ 

159.  Employer/worksite _____________________________________________    and / or 

160.  School/child care name _________________________________________ 

SECTION 10:  NOTES 

161. Investigator Name 
____________________________________________  

162.  Phone: ______________________ 

163.  Email: _______________________ 
 

164. Investigation complete date 
_____/_____/___________  

 

165. Local health jurisdiction 
______________________________________________   

 

 

 

 

166. Additional Information: 




