Hungkuang University

Questionnaire for Suspected Food Poisoning

Department/Class:                      
 

Date of Form Completion: Date (mm/dd/yyyy)           , Time    :    
1. Name: ___________     Sex: □Male □Female     Age:        
2. Onset date and time:      (mm/dd/yyyy)       hh：mm AM/PM   

3. Symptoms: (Check all that apply) 

□ Fever □ Cough □ Runny Nose □ Headache □ Dizziness 

□ Nausea □ Vomiting □ Abdominal Cramps □ Diarrhea
□ Facial Flushing □ Itching □ Rash □ Double Vision □ Drooping Eyelid 
□ Numbness □ Difficulty Speaking □ Difficulty Breathing □ Difficulty Swallowing □ Others (Please specify): ___________

4. Food Consumption within 12 Hours Before Symptom Onset (Including mealtime and food consumed)

	Meal Time  (mm/dd/yyyy, hh:mm)
	___________,
 ___:___
	___________,
 ___:___
	___________,
 ___:___

	Name of Food and Beverage Items
	     □Ate □Did not eat
	□Ate □Did not eat
	□Ate □Did not eat

	
	□Ate □Did not eat
	□Ate □Did not eat
	□Ate □Did not eat

	
	□Ate □Did not eat
	□Ate □Did not eat
	□Ate □Did not eat

	
	□Ate □Did not eat
	□Ate □Did not eat
	□Ate □Did not eat

	
	□Ate □Did not eat
	□Ate □Did not eat
	□Ate □Did not eat


5. Medical Treatment Received: □ Yes □ No 
Time of Medical Treatment: (mm/dd/yyyy) _____________, hh：mm AM/PM
Name of Hospital/Clinic: ________________________

6. Medication Taken: □ Yes □ No

7. Hospitalized: □ Yes □ No
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