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CONFIDENTIAL SEXUALLY TRANSMITTED INFECTION CASE REPORT
Report STIs within 3 work days (WAC 246-101-101/301)

Adapted from WA DOH 
Form 347-102

ADDRESS     (         Unhoused or unstably housed in the past 3 months)       CITY                                       STATE            ZIP CODE

LAST NAME                    FIRST NAME                  MIDDLE NAME                   DATE OF BIRTH

       TELEPHONE               EMAIL                                           ENGLISH SPEAKING?       Yes        No                       DIAGNOSIS DATE

AT BIRTH         Male         Transgender MTF 
        Female                    Transgender FTM
        Nonbinary /            Other _________
        Genderqueer          Refused  

Male
Female
Intersex
Refused

DATE                    FACILITY NAME                       DIAGNOSING CLINICIAN

ADDRESS                                                 CITY                                            STATE                      ZIP

PERSON COMPLETING FORM                                            TELEPHONE                EMAIL

PRIVILEGED AND CONFIDENTIAL COMMUNICATIONS: 

DIAGNOSIS - DISEASE 

Ophthalmia
Disseminated

_______________________

Urethra
Urine

Pharynx
Vagina

         1 g
DIAGNOSIS (check one)

PATIENT INFORMATION

MO       DAY              YR

Male                                Transgender MTF
Female                         Transgender FTM
Nonbinary /        Other
Genderqueer       

White                                                          Asian                                  

Refused

          MO              DAY                YR

HIV STATUS

ETHNICITYGENDER IDENTITY

(check all that apply):

 RACE CATEGORY (check all that apply)*:                          

SITES (all that apply):

Date Tested

TREATMENT (check all prescribed):
SYPHILIS

Ophthalmia

_______________________

Urethra
Urine

Pharynx
Vagina

DIAGNOSIS (check one) SITES (all that apply): TREATMENT (check all prescribed):

STAGE (check one):

Congenital

MANIFESTATIONS (check all that apply):

Date Prescribed: ____________________

TREATMENT (check one):

Date Prescribed: ___________________

      

   
Neonatal

LABORATORY CONFIRMATION
Yes
No

OTHER DISEASES

Granuloma Inguinale 
Lymphogranuloma Venereum

REPORTING CLINIC INFORMATION

Date Tested Date Prescribed: ____________________

 

Aqueous 
Crystalline               

DIAGNOSIS

for 10-14 days

CURRENTLY  
PREGNANT?

Yes          
No                

(check one): CURRENTLY 
ON PrEP?

Yes
No
NA
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Refused



PARTNER MANAGEMENT PLAN INSTRUCTIONS

The Washington State Department of Health strongly encourages providers to take responsibility to ensure partner treatment for heterosexuals

  and  to the health de-

Complete the partner management plan

Other STIs: Partner Treatment
 

GONORRHEA -- Uncomplicated 
RECOMMENDED REGIMENS FOR ANTIMICROBIALS LISTED ON REPORTS*

† 

 ‡

OR
† 

† 

‡ 

CHLAMYDIA -- Uncomplicated
OR  

OR 
OR 

OR

SYPHILIS -- LATE OR UNKNOWN DURATION
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List of Preferred Languages:

or the  

Unknown

(L99) Unknown

 Complete the not

(R99) Unknown

Extended Race Codes:


