                                                                                     Patient name:  ______________________

“Bath Salt” Case Reporting Form
Please send completed form to Michigan Poison Control Center, Children’s Hospital of Michigan by Fax: 313-745-5493, e-mail: to ssmolins@dmc.org or phone: 1-800-222-1222.
Facility Contact Information:

	Facility Name
	     

	Type of facility
	 FORMCHECKBOX 
 ED   FORMCHECKBOX 
 Urgent Care   FORMCHECKBOX 
 Clinic   FORMCHECKBOX 
  Private physician office  

 FORMCHECKBOX 
 Other      

	Name of treating physician
	     


Patient Contact Information:
	Name
	     

	Address
	     

	City/State/Zip Code
	                    

	Telephone Number
	     

	Age  / Gender
	       years  /   FORMCHECKBOX 
 Male   FORMCHECKBOX 
Female

	Pregnant
	   FORMCHECKBOX 
  No
 FORMCHECKBOX 
  Yes      Number of weeks:      

	Past Medical History
	     


	Current Medications 
	     


	Past Social History
	     

	Physician Encounter Date
	Month        Date        Year      


Patient Location when exposed:
 FORMCHECKBOX 
 Home
 FORMCHECKBOX 
 Friend/Relative’s home
 FORMCHECKBOX 
 Party
 FORMCHECKBOX 
 Drug house

 FORMCHECKBOX 
 Public area, specify:      ____________________________________________________
 FORMCHECKBOX 
 Other:      _______________________________________________________________
Method of Exposure:

 FORMCHECKBOX 
 Snorted
 FORMCHECKBOX 
 Ingested
 FORMCHECKBOX 
 Injected
 FORMCHECKBOX 
 Inhaled (smoked)
 FORMCHECKBOX 
 Inserted rectally
 FORMCHECKBOX 
 Inserted vaginally
 FORMCHECKBOX 
 Other, specify:      _________________________________________________________ 

Name of substance (brand name):       ___________________________________________
Package size (e.g. 250 mg):      _____   Estimated amount of substance used:      _______
Location substance purchased:      ______________________________________________
Names of other substances involved in this illness:      _______________________________
Date(s) of exposure:       
Duration of use:  One time    FORMCHECKBOX 
     Number of doses today            Doses in last week        
Signs and Symptoms (check all that apply):  

Duration of finding:
 FORMCHECKBOX 
  Agitation






     
 FORMCHECKBOX 
  Arrhythmia, specify:      
______  
                 
 FORMCHECKBOX 
  Bruxism






     
 FORMCHECKBOX 
  Chest pain






     
 FORMCHECKBOX 
  Compulsive water drinking



     
 FORMCHECKBOX 
  Delusions/Hallucinations




     
 FORMCHECKBOX 
  Diaphoresis





     
 FORMCHECKBOX 
  Dilated pupils





     
 FORMCHECKBOX 
  Dizziness






     
 FORMCHECKBOX 
  Drowsiness/lethargy




     
 FORMCHECKBOX 
  Hypertension





     
 FORMCHECKBOX 
  Insomnia






     
 FORMCHECKBOX 
  Motor automatisms (ex. compulsive hand washing)
     
 FORMCHECKBOX 
  Muscle rigidity





     
 FORMCHECKBOX 
  Nausea






     
 FORMCHECKBOX 
  Nose bleeding





     
 FORMCHECKBOX 
  Panic attacks





     
 FORMCHECKBOX 
  Paranoia






     
 FORMCHECKBOX 
  Self-harm/mutilation




     
 FORMCHECKBOX 
  Seizures






     
 FORMCHECKBOX 
  Tachycardia  




                 
 FORMCHECKBOX 
  Tremors






     
 FORMCHECKBOX 
  Violent behavior





     
 FORMCHECKBOX 
  Vomiting






     
 FORMCHECKBOX 
  Other - Specify:      ___________________

     
Objective Findings: 

Initial Vital Signs:  
	HR:      
	BP:      
	Resp:      
	Temp:      
	Pulse Ox:     


Maximum Vital Signs:  

	HR:      
	BP:      
	Resp:      
	Temp:      
	Pulse Ox:     


Pertinent Labs:

	
	Measured 

Value
	Date/Time of sample

	Total CK
	     
	     

	Na
	     
	     

	K
	     
	     

	Cl
	     
	     

	CO2
	     
	     

	BUN
	     
	     

	Cr
	     
	     

	Serum pH
	     
	     

	PCO2
	     
	     

	PO2
	     
	     


Pertinent physical exam findings (check all that apply):
	

	 FORMCHECKBOX 
  HEENT
(pupil size)      
	 FORMCHECKBOX 
  CARDIO
     
	 FORMCHECKBOX 
 Reflexes
     
	 FORMCHECKBOX 
 Myoclonus
     

	

	 FORMCHECKBOX 
 NEURO
     
	 FORMCHECKBOX 
  RESP
     
	 FORMCHECKBOX 
 Skin
     
	 FORMCHECKBOX 
 Other

     

	ECG:      

	     

	Other

	     


Pertinent therapies:  (check all that apply):
	

	 FORMCHECKBOX 
  Benzodiazepine: Specify:      
     _______# mg
	 FORMCHECKBOX 
 Neuroleptic
Specify:      
     ____# mg
	 FORMCHECKBOX 
 IV fluids
     _____ (L)
	 FORMCHECKBOX 
  Anticonvulsant


	

	 FORMCHECKBOX 
  Naloxone 
     _______# mg 
	 FORMCHECKBOX 
 Glucose

	 FORMCHECKBOX 
Intubation/ventilation
	 FORMCHECKBOX 
 Other

     



Patient Disposition: 

 FORMCHECKBOX 
    ED only
 FORMCHECKBOX 
    Outpatient only
 FORMCHECKBOX 
    Admitted to General Medical Floor
Length of stay:      _______________
 FORMCHECKBOX 
    Admitted to Critical Care Floor

Length of stay:      _______________
 FORMCHECKBOX 
    Admitted to Psychiatric Placement  
Length of stay:      _______________
 FORMCHECKBOX 
    Other:      _____________________________________________________________
The Michigan Department of Community Health is requiring reporting of patients with illness associated with the use of “bath salts” products under the Public Health Code (R325.71-75).  The Michigan Poison Control Center is the designated agent of the state to receive these reports.  For additional information, contact Dr. Lorri Cameron; Michigan Department of Community Health at 517-335-8350 or www.michigan.gov/substanceabuseepi.  
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