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Copy Sent 
Date: __________________ 
EH  [   ] 
Initial PHN Contact 
Date: __________________ 

       FLORIDA DEPARTMENT OF HEALTH 
         SARASOTA COUNTY HEALTH DEPARTMENT 

     DISEASE INTERVENTION SERVICES 
 

 CALL:           (941) 861-2873 
 FAX TO:   (941) 861-2902   ***(Confidential Fax) 
 MAIL TO:   Sarasota County Health Department 
    Disease Intervention Services 
 Date: _________________    2200 Ringling Blvd., Sarasota, FL  34237 
 

REPORT OF REPORTABLE COMMUNICABLE DISEASES 
 

 
DISEASE 

PATIENT’S NAME & 
SOC. SEC. # 

PATIENT’S ADDRESS 
(STREET, CITY & ZIP, PHONE#) 

PHYSICIAN’S NAME & 
PHONE NUMBER 

DATE OF 
ONSET 

 
DOB 

 
SEX 

 
RACE 

        

        

        

        

        

 
 !      Report immediately upon initial suspicion or laboratory test order, 24/7 by phone 

  �    Report immediately upon diagnosis or test result, 24/7 by phone 
                All other diseases must be reported by the next business day 

+    Other reporting timeframe 
       Outbreaks of any disease in the community, hospital, institutions are also reportable by phone 
       *** HIV/AIDS  DO NOT FAX 

 

Chapter 64D-3 of the Florida Administrative Code, "Control of Communicable Diseases and Conditions Which May Significantly Affect Public Health," specifies the list of 
diseases/conditions which must be reported to local county health departments by any attending practitioner, licensed or otherwise permitted in Florida to practice 
medicine, osteopathic medicine, chiropractic, naturopathy, or veterinary medicine, who diagnoses or suspects the existence of any disease on the reportable disease list.  Any outbreak of 
disease in a community, hospital, or other institution is also reportable where any grouping or clustering of patients with similar symptoms or syndromes is noted.  Reports may be made 
by telephone or by faxing or mailing a Report of Reportable Communicable Diseases form to the Health Department, with the exception of AIDS/HIV reports that need to be mailed 
separately and confidentiality. 
 
________________________________       _______________  _______________________________     _______________________ 
              SIGNATURE           TELEPHONE       NAME OF PHYSICIAN/HOSPITAL  TELEPHONE 
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