
Leishmaniasis Patient Information Sheet 
Soldier completes Part A; Clinical provider completes Part B 

   

For questions regarding Leishmaniasis, contact the Leish Diagnostic Lab (peter.weina@us.army.mil) 
                                                                                                                                                                                                version 12Apr04 

PART A – SOLDIER   
 

Patient Name: _________________________  SSN: __________________  Rank/ Service: ___________ 
 

Blood type_____   Weight _____  Med Allergies ___________   Age _________  DOB: ______________ 
 

Unit:   Company ______________     BN _____________     BDE/BCT ___________     DIV __________ 
 

Date soldier arrived in Theater:  _______________________   in Iraq: ___________________________ 
 

Places/dates lived in Iraq:  (e.g., FOB Murphy, 10 Jun – 15 Jul 03) ______________________________ 
_______________________________________________________________________________________ 
 

Were rodents present around bivouac area?   Y / N            Were dogs in the area?   Y / N     
 

Places You 
Slept 

# Weeks 
or N/A 

Screens Or 
Windows? 

(Y/N) 

A/C 
(Y/N) 

Use Bednet 
(Always/ 

Sometimes/Never) 

Use Repellent 
(Always/ 

Sometimes/Never) 

Insect Bites 
Per Night? 

(<5, 5-20, >20) 
Vehicle or 
Ground       
Tent       
Building       

 

Your Use of Insect 
Repellents 

Product Was Not 
Available to Soldier 

Product was Available to Soldier 

Did Not Use 

Used Only After 
Insect Bites –  

After how many 
bites?  

(<5, 5-20, >20) 

Used Every 
Night 

Used Other 
Times 

Describe When 

Bed Net, Treated w/ 
Permethrin       
Bed Net w/o Permethrin      
Permethrin Treated DCUs      
DEET (green tube) on Skin      
Commercial Insect 
Repellent  
If Yes, List in Box 

     

 

PART B – CLINICAL PROVIDER (Send form with slides and biopsy) 
 

Lesion Location & #:  ___________________________________________ Duration? _________________ 
 

Antibiotic Treatment (type/dose/length):  _____________________________________________________ 
 

Photos Taken?     N / Y    If Yes, sent to WRAIR? N / Y 
Procedures Done:  Scrape Biopsy:   N / Y          Punch Biopsy:      N / Y                Touch Prep:  N / Y   

Culture:              N / Y          Preserved Tissue: N / Y               PCR:              N / Y   
 
Date Eval:  ___________  MTF: ____________  POC:  ____________________  Phone: _______________  
 
                          E-mail(POC): ______________________________ 
 
Clinician Name      E-mail (Provider): __________________________ 
(stamp) ====================================================================== 

Results: ( POS / NEG ) ____________________________________________________ 
Notes:  _________________________________________________________________________________ 


