
 

 

VARICELLA (chickenpox) Reporting Form 
Please use this form to report cases of varicella to our department by the end of the week 

Fax   (956) 318-2431   
ONSET DATE 
 
 

                                                VACCINATED AGAINST VARICELLA?                    YES                          NO 
 
DATE VARICELLA VACCINE ADMINISTERED:     ______/______/ ________ 

LAST NAME 
 
 

FIRST DOB SEX RACE 

ADDRESS 
 

CITY ZIP CODE HISPANIC? 
 

YES            NO 
PATIENTS’S PHONE DOCTORS’S NAME: 

 
 

 
ONSET DATE 
 
 

 VACCINATED AGAINST VARICELLA?                    YES                          NO 
 
DATE VARICELLA VACCINE ADMINISTERED:     ______/______/ ________ 

LAST NAME 
 
 

FIRST DOB SEX RACE 

ADDRESS 
 
 

CITY ZIP CODE HISPANIC? 
 

YES            NO 
PATIENTS’S PHONE DOCTORS’S NAME: 

 
 

 
ONSET DATE 
 
 

 VACCINATED AGAINST VARICELLA?                    YES                          NO 
 
DATE VARICELLA VACCINE ADMINISTERED:     ______/______/ ________ 

LAST NAME 
 
 

FIRST DOB SEX RACE 

ADDRESS 
 
 

CITY ZIP CODE HISPANIC? 
 

YES            NO 
PATIENTS’S PHONE DOCTORS’S NAME: 

 
 

 
ONSET DATE 
 

 VACCINATED AGAINST VARICELLA?                    YES                          NO 
 
DATE VARICELLA VACCINE ADMINISTERED:     ______/______/ ________ 

LAST NAME 
 
 

FIRST DOB SEX RACE 

ADDRESS 
 
 

CITY ZIP CODE HISPANIC? 
 

YES            NO 
PATIENTS’S PHONE DOCTORS’S NAME: 

 
 

   
       REPORTING FACILITY NAME:   __________________________________________________   PHONE:  ___________________________ 
 
        CITY:   ____________________________________________     C OUNTY:  HIDALGO 
  
         PERSON FILLING OUT THIS FORM:  ___________________________________________________________________________________ 
                                                                                                          NAME/TITLE (PRINT) 


