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.   
DATE: _________________________________
RESIDENT NAME: _____________________________________________________________

1. Has the resident been out of the facility within the past 14 days?   __________If yes, where did the resident go? ___________________________________________________________________
2. Has the resident had a room change within the past 14 days? _______ If yes, complete the next three questions:
a. Date of room change: ______________
b. Did the resident have a roommate? _______If yes, was the previous roommate COVID positive or have SX of Respiratory infection? __________
c. Was there a shared bathroom? ___________ 
3. Does the resident currently have a roommate? ___________If yes, was/is the roommate COVID-19 positive? ________
4. Has there been a change in any roommates in the last 14 days? _________ If yes, were any previous roommates positive for COVID-19 __________
5. Has any current or former roommate been out of the facility within the past 14 days? ________ If yes, where did the roommate go? ___________________________________________________________
6. Is the resident compliant with staying in the room? _________ Can the resident tolerate wearing a mask if outside the room? ___________
7. Have any of the resident’s caregivers over the past 14 days developed COVID-19 like symptoms or been tested as positive? ___________If yes, date of caregiver’s onset of symptoms/ positive test result ____________ 
8. Over the past 14 days has the care been provided by the same/consistent staff members? _______
List Staff assigned to resident x 72 hours prior to symptom development and/or Covid + test  

NAME: ____________________________________
POSITION: _________________________________
DATE: _____________________________________

NAME: ____________________________________
POSITION: _________________________________
DATE: _____________________________________

NAME: ____________________________________
POSITION: _________________________________
DATE: _____________________________________

NAME: ____________________________________
POSITION: _________________________________
DATE: _____________________________________

Performance improvement action(s): ____________________________________________________________________________________________________________________________________________________________________________________
Infection Preventionist/RNS signature ______________________________    Date ___________
Date Reported to LHD _______ Date Reported to NYSDOH ______    Date Reported on NHSN ______   
