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Department of Parasitic Diseases,
National Center of Disease Control, MoH&FW
22, Shamnath Marg, Near Civil Lines Metro Station,
New Delhi-110054, Telephone: 011-23913028
Format for referring patients for ELISA testing

OENTAMOEBA HISTOLYTICA OTOXOCARA OTRICHINELLA OSTRONGYLOIDES
Name of Hospital: Date of Sample Collection:
Name of Patient: Age/Sex:

Present address with Phone No.

Native Place: Occupation:
H/O intake of uncooked meat Yes / No H/O similar illness in family/locality Yes / No
H/O eating mud/dirt/pica/unwashed fruits/vegetables Yes/No Source of drinking water:

Chief Complaints with duration:

Fever: Yes / No If Yes, duration of fever

Pain Abdomen: Yes / No Abdominal bloating/GERD: Yes / No
Loose Motion: Yes / No Blood in Stool: Yes / No
Cough: Yes / No Shortness of Breathing: Yes / No
Chest pain: Yes / No Muscle Pain: Yes / No
Hepatomegaly: Yes / No Splenomegaly: Yes / No
Weight Loss: Yes / No Rash: Yes / No
Altered sensorium Yes / No Seizures: Yes / No
Periorbital Oedema: Yes / No Vomiting Yes / No
Visual Complaints: Yes / No If Yes, details: -

Any other Sign/Symptom: Skin Examination:

Investigation Details: -

Microscopy: TLC: DLC:

Chest X Ray:

USG:

LFT: KFT: CPK/LDH:

Any other investigation done:

Comorbidities: Yes/No, If yes, details

Immunocompromised/H/o steroid intake: Yes/No, If yes, details

Treatment given

Any other relevant information/remarks-

Date: Sign. of HOD Signature, phone no. and stamp of treating Physician




