Contact Tracing Investigation
Instructions:  A Contact Tracing Investigation is to be completed whenever a Resident or Staff member has a new onset of nursing home acquired Covid 19 infection.   
DATE: _________________________________
EMPLOYEE NAME: _________________________________      DEPARTMENT: ____________________
1. Identify date of first symptoms (or, if you’ve had no symptoms, date of testing): __________________
2. Covid-19 vaccination status of employee: _____________________________
3. Does the employee use public transportation? _________________________
4. Has the employee had any known exposure to Covid-19? ________________
5. Has the employee attended any large social gatherings in the past 14 days? ________________
6. Dates employee worked for the past 48 hours: ______________________________________________
7. Where in the building has the employee been:
Day			Apx Time:		Location		With anyone?  
________________	__________________	___________________	____________________
________________	__________________	___________________	____________________

Day			Apx Time:		Location		With anyone?  
________________	__________________	___________________	____________________
________________	__________________	___________________	____________________

8. Has the employee had contact with residents?  
Day 1: ______________________________________________________________________________

Day 2: ______________________________________________________________________________
If so, List residents assigned to staff member x 48 hours prior to symptom development and/or Covid + test  

NAME: ____________________________________
ROOM/UNIT: _______________________________
DATE: _____________________________________

NAME: ____________________________________
ROOM/UNIT: _______________________________
DATE: _____________________________________
NAME: ____________________________________
ROOM/UNIT: ______________________________
DATE: _____________________________________

NAME: ____________________________________
ROOM/UNIT: _______________________________
DATE: ____________________________________
Performance improvement action(s): ____________________________________________________________________________________________________________________________________________________________________________________________________
Infection Preventionist/RNS signature ______________________________    Date ___________
Date Reported to LHD _______ Date Reported to NYSDOH ______    Date Reported on NHSN ______   
