Predeparture Assessment Form— (not for personnel working in VHF Treatment Unit Facilities)
Modified on 10/02/2024 to Address Marburg Virus Disease (MVD) Outbreak in RWANDA 

Sponsoring Organization (e.g., NGO, university, government agency): ____________________________
Staff Member/Volunteer/Trainee’s Name: __________________________________________________
DOB (mm/dd/yyyy): ____ /____ /______      State of residence: ____________________
Phone number(s):______________________________________________________________________
Address in the U.S.:_____________________________________________________________________
Address for Destination in the U.S: ________________________________________________
Healthcare facility(ies) name(s) and location(s) in Rwanda visited/worked: (enter “none” if not visited/worked )  _________________________________________
Dates worked/visit: (mm/dd/yyyy): ____ /____/_____ to ___ /___ /_____ 
Assigned role(s): ___________________________________________________________________
Duties: ___________________________________________________________________________
Attention: Staff Member/Volunteer/Trainee should keep a copy of this form to provide to the state health department, if requested. To be completed within one day before departing Rwanda. Questions apply to the previous 21 days.

EXPOSURE ASSESSMENT 

High-Risk Exposures:

1) In any setting (healthcare or non-healthcare), had percutaneous (piercing the skin), mucous membrane (e.g., eye, nose, or mouth), or skin contact with blood or other body fluids of a person with a confirmed or suspected MVD?   ☐ YES   ☐ NO   ☐ UNSURE

2) In any setting (healthcare or non-healthcare), provided health care to a patient with confirmed or suspected MVD without use of recommended PPE, or while experiencing a breach in infection control precautions that results in the potential for percutaneous, mucous membrane, or skin contact with the patient’s blood or other body fluids?   ☐ YES   ☐ NO   ☐ UNSURE

3) In any setting (healthcare or non-healthcare), had direct or indirect contact (e.g., contaminated objects) with a person with confirmed or suspected Marburg virus disease (alive or dead) or their blood or body fluids without confidence in proper adherence to recommended infection prevention and control precautions, including personal protective equipment used? This question includes potential exposures outside the healthcare setting (e.g., while attending a funeral/ burial).  
☐ YES   ☐ NO   ☐ UNSURE 

If answered YES to any of questions above 1-3 = HIGH-RISK EXPOSURE 
Use the section below to identify any incidents and provide details on any YES or UNSURE answers.  Otherwise, continue to question 4.
Exposure Incident: 
PPE worn during incident (check all that apply): 
☐ None  ☐ Gloves ☐ Facemask ☐ Face Shield  ☐ Eye Protection ☐ Gown  ☐ Other (specify) ________________________
Date of incident (mm/dd/yyyy): ___ /___ /____ 
Describe the incident: _____________________________________________________________ 
Action taken: _____________________________________________________________________
Reported to a Safety/Infection Control Officer/Medical officer? ☐ YES ☐ NO  

Explanation for YES/Unsure Answers: ___________________________________________________________________________________

 ___________________________________________________________________________________

____________________________________________________________________________________

Situations with Additional Exposure Potential:
4) Entered a healthcare facility for any reason?				☐ YES   ☐ NO
5) Provided health care to or had other interactions with patients?	☐ YES   ☐ NO
6) Performed environmental cleaning in any patient care areas?		☐ YES   ☐ NO
7) Performed clinical laboratory work? 					☐ YES   ☐ NO 
8) Handled clinical specimens? 						☐ YES   ☐ NO
9) Participated in mortuary or burial work? 				☐ YES   ☐ NO
10) Visited a traditional healer while in Rwanda? 			☐ YES   ☐ NO  
Describe circumstances: ______________________________________________________________________________

11) Please describe any other situations/events not listed above that are of concern to the worker/volunteer __________________________________________________________
12) Work or spend time in a mine or a cave?  ☐ YES   ☐ NO
13) Had contact with bats or bat droppings/urine? ☐ YES   ☐ NO
14) Handled or consumed raw/undercooked meat harvested from wild animals? ☐ YES   ☐ NO

HEALTH AND RISK ASSESSMENT (To be completed preferably by an occupational health, infection prevention control, or other comparable professional; this section is not a self-assessment.)

Date clinical assessment completed (mm/dd/yyyy): ____ /____ /_____        
Time: _______________________ AM/PM
Risk assessment: Does this individual have any High-risk Exposures? ☐ YES   ☐ NO

Clinical Assessment 
Appears well? ☐ YES ☐ NO, specify: ______________________________________________________ 
Temperature measurement: ____________(C/F)     Method: ________________________
Signs/symptoms in the past 48 hours? 
☐ None reported  
☐ Fever (≥100.4°F/38.0°C )– if YES, T-max: _____(C/F)  Method: _______ 
Date (mm/dd/yyyy): __ /__ /_____ Time:_______   AM/PM
☐ Subjective fever
☐ Fatigue 
☐ Weakness 
☐ Muscle pain 
☐ Vomiting 
☐ Diarrhea 
☐ Abdominal pain 
☐ Headache 
☐ Joint pain 
☐ Sore throat 
☐ Cough/Difficulty breathing 	
☐ Chest pain 
☐ Unexplained bruising/bleeding 
☐ Red eyes
☐ Skin rash 
☐ Hiccups
☐ Anorexia/loss of appetite


Date of first symptom onset (mm/dd/yyyy): ____ /____ /_____ Time: __________   AM/PM
Use of antipyretic medication(s) in past 24 hours: ☐ YES ☐ NO
Name of antipyretic: ___________________   Dose: _______ Time: ______ Purpose: ________________ Name of antipyretic: ____________________ Dose: _______ Time: ______ Purpose: _______________ 
Was malaria prophylaxis taken as prescribed?  ☐ YES   ☐ NO   Name of antimalarial: ________________

If any high-risk exposures are reported, or if MVD is suspected or confirmed, please do the following:
· Quarantine/isolate the individual.
· Contact CDC Emergency Operations Center (EOC) immediately at 1-770-488-7100 and ask for the Viral Special Pathogens Epidemiologist on-call.
· Person may not travel on commercial flights back to the United States until:
· If exposed and asymptomatic: 21 days after their last potential high-risk exposure 
· If symptomatic and MVD is suspected: MVD is ruled out through laboratory testing
· If MVD is confirmed: person is determined by testing to no longer be infectious
· Travel by air medical transport (if symptomatic) or private charter (if exposed but asymptomatic) is allowed. 

If no-high risk exposures are reported, AND clinical assessment is not concerning for MVD, then commercial travel to the U.S. is allowed. No movement restrictions will apply upon return to the U.S. However, any individuals who answered YES to any of Questions 4-10 should be excluded from work in a U.S. healthcare facility until 21 days from the last time they were present in a Rwanda healthcare facility. Contact the CDC EOC at 1-770-488-7100 and ask for the Viral Special Pathogens Branch epidemiologist for questions about adjudicating risk level using this Predeparture Assessment Form.

Name of person performing the assessment: _____________________________________________ 
Title: _____________________________________ Signature: _______________________________
Phone Number: _____________________________________Email address: _____________________

