Facility Name: _______________________________
Infection Report Summary
Month of ______________ 	(Census) _______________
	Total # of Infections
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
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	Total % Rate
	
	
	
	
	
	
	
	
	
	
	
	

	No. of UTI’s
	
	
	
	
	
	
	
	
	
	
	
	

	UTI’s with catheter
	
	
	
	
	
	
	
	
	
	
	
	

	UTI’s w/o catheter
	
	
	
	
	
	
	
	
	
	
	
	



	Number by Unit:
	Number by Physician:
	Infection Sites:
	

	Unit______________:  _____
	Dr. ______________:  _____
	________ Urinary
	________ G.I.

	Unit______________:  _____
	Dr. ______________:  _____
	    ________ With Catheter
	________ Eye

	Unit______________:  _____
	Dr. ______________:  _____
	    ________ Without Cath
	________ Ear

	Unit______________:  _____
	Dr. ______________:  _____
	________ Skin
	________ G.U.

	Unit______________:  _____
	Dr. ______________:  _____
	________ Resp
	________ Other



	Pathogens Reported:
	
	

	_____ Staph Aureus
	_____ Pseudomonas Aeruginosa
	_____ MRSA

	_____ Streptococcus D
	_____ Proteus Mirabilis
	_____ Clostridium difficile (C. diff)

	_____ Streptococcus B
	_____ Providencia Stuartii
	

	_____ Enterococcus
	_____ Serratia
	Other:

	_____ Escherichia Coli
	_____ Candida Albicans
	____________________________

	_____ Klebsiella
	_____ Trichomonas
	____________________________

	_____ Staph Epidermis
	_____ Clostridium perfringens
	____________________________

	_____ Enterobacter
	_____ Scabies
	____________________________



	Infections Present at Admission
	Nosocomial Infections:

	_____ Cultured
	_____ Cultured

	_____ Recultured
	_____ Recultured

	_____ Noted on Preadmission Inquiry
	_____ Isolated or on Precautions

	_____ Reviewed by Medical Director
	_____ Resolved with Treatment

	_____ Isolated or on Precautions
	_____ Roommate with Infection

	_____ Resolved with Treatment
	



Report Review Date: _______________________________
Quality Assurance Committee / Medical Director Recommendations:
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Recommendations Follow-Through:  Date: _______________________________________________________________
				            By: _______________________________________________________________
Medical Director: ___________________________________	DON: _________________________________________
