
Flu (Influenza) Test - RIDT
Patient's name: ____________________________________________________________________

Date of birth: _____________________________  Date assessed: __________________________

Age: __________  Gender: __________________  Medical record #: _________________________

Patient’s medical history

History of present illness

How long have they been sick? _________________________________

Key flu symptoms:

Fever  Cough  Body aches  Headache

Other symptoms (check all that apply):

Runny nose (clear)        Chills

Runny nose (yellow/green)  Sweats

Nose congested/stuffy        Chest pain

Headache (face/eyes)         Wheezing

Teeth hurt         Difficulty breathing

Ear pain        Stomach problems

Test information

Rapid influenza diagnostic test used (brand/type):

Sample collection time and date: 

Remarks:



Rapid influenza diagnostic test results Assessment

Positive for Influenza A

Positive for Influenza B

Negative

Invalid result (retake test)

Flu likely because of:

            Peak season

            Positive flu test

            Fever and ≥ key symptoms

            Strong clinical suspicion

Flu unlikely; other diagnosis(es):

Attending physician’s name:

Signature: Date:


	Patients name: xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
	Date of birth: January 31, 1993
	Date assessed: March 4, 2024
	Age: 31
	Gender: Male
	Medical record: 123-6323-54
	Patients medical historyRow1: Born with asthma. Triggers during sudden changes in temperature. Weather plays a factor in the asthma. It's often active during the summer and rainy seasons.



Has relatives that have asthma (mother, brother, grandfathers on both sides of the family).
	How long have they been sick: Three days
	Rapid influenza diagnostic test used brandtype:  Brand X
	Sample collection time and date: 10am, March 4, 2024
	RemarksRow1: 
	Assessment: 
	Attending physicians name:  Clive D. Warrick
	Signature:  xxxxxxxxxxxxxxxx
	Date: March 4, 2024
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