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Abstract 
 
Nationwide standardized surveillance of COVID-19 using the U.S. Center for Disease 
Control’s (CDC) COVID-19 case report forms could yield invaluable information on disease 
burden and the nature of virus transmission. If respondents provided comprehensive 
responses to the form’s queries, public health officials, policymakers, and business leaders 
would have a wealth of data when making critical decisions on where to direct testing and 
treatment resources, and how to conduct safe reopenings. We obtained CDC case reports 
through July 19, 2020 through an expedited Freedom of Information Act request. We 
examined data from May 5 through July 19 to determine completeness of CDC case counts 
relative to more accurate counts reported by the New York Times (NYT). We found that the 
CDC’s case reports contained surprisingly incomplete information relative to the amount 
that the agency’s official form was intended to collect. Only seven states had sufficient data 
to characterize cases by ethnicity or race, or exposure type. People age 20 to 39 accounted 
for more COVID-19 cases than their share of the population. The most infections for all 
ages tended to occur during the third time period (June 24 through July 19) in our sample. 
White people were infected in proportion to their share of the population, while Hispanic 
cases were overrepresented. The most common sources of exposure were workplaces and 
households. 
 
Conclusion and Policy Implications 

Despite detailed case report forms, the CDC has limited data on the spread of COVID-19 in 
the United States. Uniform case reporting to the CDC for life-threatening pandemics 
should be mandated.  
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Introduction 
 
The COVID-19 pandemic has caused significant morbidity and mortality in the United 
States, along with major disruptions to economic activity and education. Nationwide 
standardized surveillance of COVID-19 is crucial for understanding the disease burden and 
characterizing the nature of transmission, so that public health interventions can be most 
effectively designed to control the pandemic.1 
 
The CDC is using multiple surveillance systems run in collaboration with state, local, and 
territorial health departments, public health, commercial and clinical laboratories, vital 
statistics offices, health care providers, emergency departments, and academic partners to 
monitor the COVID-19 disease in the United States.2 A major component of this effort is 
the creation of a case report form (see Table 1 in the appendix) that provides a standardized 
approach to reporting COVID-19 cases (individuals with at least one respiratory specimen 
that tested positive for the virus that causes COVID-19).3 COVID-19 reporting is mandated 
at the state, territory, and local levels by legislation or regulation. The CDC has requested 
that all U.S. state health departments, five territorial health departments, and two local 
health departments (New York City and the District of Columbia) voluntarily notify the 
CDC about COVID-19 cases in their jurisdictions.4,5 
  
Prior to the COVID-19 pandemic, it was recognized that problems of poor data quality and 
delayed submission of reports to public health agencies of notifiable conditions were 
common.6 In order to understand the comprehensiveness of the standardized data on COVID-
19 that the CDC is collecting from the states, we obtained a copy of the agency’s publicly 
available COVID-19 case report form dataset. We used the available data to characterize 
disease spread across time by whichever variables appeared to have a reliable sample. 

 

Methods 
 
With pro bono assistance from a Houston law firm, we submitted an expedited Freedom of 
Information Act (FOIA) request to the CDC on August 4, 2020. We requested “All Human 
Infection with 2019 Novel Coronavirus Person Under Investigation (PUI) and Case Report 
Forms (‘COVID-19 Case Report Forms’) submitted to HHS or any of its components at any 
point through the date of the search.” We explained our intent to analyze the data to 
inform policymakers and the public on how and who the virus spreads to first, and 
whether the virus spreads in a similar fashion in most communities, or whether certain 
demographic characteristics are more closely associated with faster spread. A CDC FOIA 
officer responded to our request on August 13, 2020 and provided us with an Excel 
spreadsheet of responsive records. The officer stated that “after a careful review of these 
pages, no information was withheld from release.” 
 
The spreadsheet contained case reports with dates ranging from January 1 to July 19. The 
January 1 report was the only one in the sample prior to the first official U.S. COVID-19 
case on January 20.7 The CDC made substantial changes to the case report form on May 5, 
including more detailed queries on the nature of each case’s possible exposures in the 14 
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days prior to illness onset. We therefore focused our analyses on cases reported between 
May 5 and July 19 and further subdivided this interval into thirds. Periods 1 and 2 are 25 
days; period 3 is 26 days. Cases reported prior to May 5 comprised 31% of all records. 
 
We evaluated the comprehensiveness of the CDC case report dataset by comparing case 
counts to date-specific data on COVID-19 cases reported by the New York Times. For each 
date, the New York Times reported the cumulative number of laboratory confirmed and 
probable COVID-19 cases for counties, states, and the nation using criteria that were 
developed by states and the federal government.1,8 As will become clear in the discussion 
below, the New York Times’ collaboration among dozens of journalists continually 
monitoring reports from state and local health agencies, combined with direct queries of 
public officials at news conferences, yielded more accurate counts than the CDC reports. 
We computed the number of cases for each state reported between May 5 and July 19 in 
the CDC case reports as a percentage of the number of cases reported for that time period 
by the New York Times. 
 
We sought to characterize the outbreak using states and data fields where the most non-
missing data were available. We first selected states where the number of case counts 
reported by the CDC was at least 60% of what the NYT data showed, but not greater than 
100%. In all states with CDC case reports, at least 99% reported the age of the patient. We 
identified four states where 71.1% or more of case reports contained information on ethnicity 
or race and four states where 55.5% or more of case reports provided information on the 
types of exposure 14 days prior to the onset of illness. We therefore focused our analysis on 
states with sufficient levels of non-missing data on race, ethnicity, or type of exposure. 
 
For states with sufficient amounts of non-missing data, we constructed bar graphs to 
characterize the spread of COVID-19 by state for two time periods of 25 days and a third 
time period of 26 days by age, ethnicity/race, and exposure type. Using 2018 census data, 
the graphs compare the number of COVID-19 cases to the percentage of the state 
population represented by each age group, ethnicity, and race.9 We also graphed the 
number of work versus non-work exposures in each state by age and ethnicity. 
 
The CDC case report form asks respondents a detailed list of exposure types, not including 
the home (e.g., workplace, school, correctional facility, airport/airplane). But the case form 
also includes a more general question asking whether the patient had contact with a known 
COVID-19 case. If so, the patient is then asked whether the contact was in the household, 
community-associated, or health care-associated. When we graphed the detailed list of 
exposure types, we included household contacts as an additional category. We also 
included a separate count of unspecified community exposures if the respondent stated 
that they had contact in the community with a known COVID-19 case, but the detailed 
exposure type was not indicated. We separately counted cases where there are no 
responses to the exposure queries, versus cases where “unknown” exposures were explicitly 
marked on the form. For cases where the exposure type was non-missing, we also noted 
the percentage of cases reporting more than one exposure type. 
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To further assess the reliability of the CDC data, we compared counts of exposures in adult 
congregate living facilities (e.g., nursing homes or assisted living and long-term care 
facilities) in the case reports to the Centers for Medicare and Medicaid Services (CMS) 
COVID-19 Nursing Home Dataset10 for states with sufficient non-missing exposure data. 
We also compared counts of exposures in a correctional facility to data reported by the 
Marshall Project, a nonprofit news organization focused on the U.S. criminal justice 
system.11 The organization regularly updates cumulative counts of positive COVID-19 cases 
among state prison populations, including both incarcerated people and corrections staff. 
Using WaybackMachine,12 a digital archive of the internet, we were able to determine 
cumulative counts by state for May 6 and July 21, and compared the difference between 
these two numbers to comparable case counts in the CDC data. 
 
To assess geographic variation in reporting within states, we used the NYT data to identify 
the 10 counties in each state we characterized that had the most COVID-19 cases during our 
study period. We then determined case counts for these counties as identified in the CDC 
case reports and compared the CDC counts to the NYT counts. 
 

Results  
 
The appendix contains comparisons of counts in the CDC case reports to those reported by 
the New York Times for the dates May 5 through July 19 (see Table 2). The proportion of 
case counts for the CDC relative to the New York Times is above 80% for 19 states, and age is 
non-missing in the CDC case reports for almost all cases. However, in many states, 
information on exposure type is missing for all cases, and in other cases, the percentage of 
non-missing cases is low. Information on ethnicity and/or race is more complete for most 
states, but not for many states where the total case count appears to be more complete. 
 
In order to compare characteristics of interest across at least four states, we chose to 
examine states where exposure type was non-missing for at least 50% of cases and CDC 
case counts were within 60% of the NYT counts. These criteria yielded four states, with 
Utah having the highest share of cases with non-missing data on exposure type (69.5%) and 
Minnesota having the highest ratio of CDC to NYT case reports (87.7%). We then chose to 
examine states where ethnicity or race was non-missing for at least 70% of cases and CDC 
case counts were within 60% of NYT counts. We found six states meeting these criteria, 
with Utah having the highest share of cases with non-missing data on ethnicity or race 
(90.8%) and Minnesota again having the highest ratio of CDC to NYT case reports. 
 
  



CDC Case Report Data for COVID-19 

7 

Figure 1 graphs the number of cases by age and time period for each of the six states with 
sufficient data on race/ethnicity and/or type of exposure (Arkansas, Kansas, Michigan, 
Minnesota, Oregon, and Utah). For each state, people age 20 to 49 comprised more than half 
of all cases between May 5 and July 19, 2020. People age 20 to 49 also accounted for a larger 
share of COVID-19 cases than their share of the population in each state. For example, in 
Arkansas, people age 20 to 29 accounted for 21.7% of all COVID-19 infections, even though 
they comprise only 13.4% of that state’s population. In contrast, people under 20 and over 50 
comprised a lower share of COVID-19 cases relative to their population presence in all states 
except Michigan, where the proportion of the over 50 population was slightly above their 
proportion of the population.  

Figure 1. COVID-19 Cases by Age and State, May 5 – July 19 

In Arkansas, Utah, and Oregon, the fewest cases for 20 to 49-year-olds occurred in the first 
25-day period (May 5 to May 29), and the most cases for these ages occurred in the last
time period (June 24 to July 19). Cases were roughly equally distributed across the 25-day
time periods for these ages in Minnesota. In Michigan, more cases occurred in the first 25
days for these ages.
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For all states, the highest number of cases after those age 20 to 49 were reported for 
individuals age 50 to 69. In Arkansas, Kansas, Minnesota, Oregon, and Utah, there were 
more cases reported for people age 0 to 19 than among individuals 70 years or older. In 
Michigan, more cases were reported for those over age 70 than for people age 0 to 19.  

Figure 2 graphs COVID-19 cases by ethnicity (Hispanic versus White) for Arkansas, Kansas, 
Michigan, Minnesota, Oregon, and Utah. Cases not designated as Hispanic in the case reports 
were all labeled as non-Hispanic in the CDC data. Four of the states provided limited 
additional information on race for Asians, Blacks, or Native Hawaiians/Pacific Islanders. 
White residents were infected at rates below their proportion of the population in all six 
states. For example, White people comprise 75.6% of the population in Kansas, but they 
accounted for only 40.3% of COVID-19 infections. For each of the six states, the greatest share 
of cases for White individuals occurred during the third time period of the sample. 

Figure 2. COVID-19 Cases by Ethnicity and State, May 5 – July 19 

Hispanic residents comprised a much larger portion of people infected with the coronavirus 
relative to their share of each state’s population in all six states in our sample. For example, 
Hispanics accounted for 48.6% of all COVID-19 infections in Utah, even though they represent 
only 14.2% of the population in that state. Similar to White residents, infections in the third 
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time period accounted for a much larger share of infections among Hispanics in Oregon. 
However, no such pattern was observed in the other five states. For example, Hispanics 
suffered their largest and roughly equal numbers of infections in the first and third periods in 
Kansas, the first and second periods in Minnesota, and the second and third periods in 
Arkansas and Utah. 

Arkansas and Minnesota were the only states that had sufficient non-missing data and 
separated out cases for Black individuals. Black people comprise 6.5% of the population in 
Minnesota, but accounted for 18.5% of COVID-19 infections. Positive cases were somewhat 
equal across the three time periods, although there were slightly more infections in the first 
period. In Arkansas, Black people comprise 15.1% of the population and accounted for 15.0% of 
COVID-19 infections. The largest number of infections occurred in the third time period.  

Arkansas, Minnesota, and Utah reported COVID-19 cases for Asians or Native 
Hawaiians/Pacific Islanders. These cases accounted for a relatively small portion of COVID-19 
cases, and the infection rates appeared to be close to their representation in the population. 

Figure 3 graphs COVID-19 cases by types of exposures experienced by each patient 14 days 
prior to illness onset. “Missing” comprises the largest or second largest category in each of 
the four states. For cases where exposure was not missing, “work” was the largest source of 
exposure in Kansas and Minnesota, while “household” was the largest exposure in Michigan 
and Utah. Both work and household were among the top three known exposure types in 
each state.  

Exposures associated with long-term care were significant in Michigan and Minnesota, 
with 3,885 exposures in long-term care facilities in Michigan compared to 3,574 exposures 
at work. There was no consistent pattern across states in the timing of work-related 
exposures. In Kansas and Utah, the largest number of work-related exposures occurred in 
the third time period (June 24 to July 19). In Michigan, the largest number of work-related 
exposures occurred in the first time period (May 5 to May 29), and in Minnesota, in the 
second period (May 30 to June 23).  

Community events/mass gatherings accounted for more than 500 exposures in Kansas (568 
cases), Minnesota (2,294 cases), and Utah (542 cases), with the largest number of cases 
occurring in the third time period for each state. Outbreaks in correctional facilities also 
accounted for a significant number of exposures in Michigan (2,875). The percentage of 
cases with a non-missing exposure type that reported more than one exposure type was 
15.2% in Kansas, 27.2% in Michigan, 23.0% in Minnesota, and 54.0% in Utah. 
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Figure 3. Exposures in the 14 Days Prior to Illness Onset by State, May 5 – 
July 19  

The appendix contains comparisons of CDC case counts to counts from external data 
sources for exposures in long-term care facilities and correctional facilities (see Table 3). 
The CDC case counts are well below those reported by the Centers for Medicare and 
Medicaid Services (CMS) for long-term care in three of the four states (e.g., 3,885 counted 
by the CDC versus 7,047 counted by CMS in Michigan) and well above in Minnesota (4,483 
versus 3,207 respectively). Yet the CDC data still reveal the relative magnitude of exposures 
across states compared to the CMS data, with larger frequency of long-term care exposures 
in Michigan and Minnesota compared to Kansas and Utah. Similarly, the CDC case counts 
for correctional facilities display the same relative magnitude across states when compared 
to the Marshall Project data. Michigan has substantially more COVID-19 cases in 
correctional facilities relative to the other three states. 
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Figure 4 graphs community exposures at work versus non-work, along with household 
exposures by state, age group, and ethnicity. Only Kansas, Minnesota, and Utah have 
sufficient data on ethnicity and exposure types to construct these graphs. The relative 
heights of the bars indicate that people age 30 to 49 were most likely to suffer community 
exposures at work versus non-work-related environments in each state. Work versus non-
work community exposures were higher for individuals age 20 to 29 and 50 to 69 in all 
three states, although the contrast was less striking for people age 30 to 49. Work versus 
non-work community exposures were higher for both Hispanics and Whites. Work versus 
non-work community exposures were relatively equal for people age 19 and under in all 
three states, while household exposure dominated this age group. Non work-related 
exposures accounted for the majority of COVID-19 cases for individuals age 70 and over. 
The number of household exposures was relatively equal across age groups in each state, 
except for those age 70 and over.  
 

Figure 4. COVID-19 Cases by Exposure Type, Age, Ethnicity and State,  
May 5 – July 19  
 

 
 
The appendix contains tables comparing the number of cases by county as reported in the 
CDC case reports versus those reported by the New York Times for the states that we 
characterized (see Table 4). More than half of case reports from each state do not contain 
the county of the patient, except in Utah. For the cases that do report county of residence, 
there is some tendency for the CDC case counts to be closer to the NYT counts in the 
largest one or two counties in the state. 
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Discussion 
 
We requested the universe of COVID-19 case reports from the CDC, because the case report 
form suggested that there was a wealth of data being collected on the demographics, 
exposure information, and clinical course of patients with the disease.3 In addition to the 
characteristics we reported on, the form queries the responder on whether the patient was 
hospitalized, whether the person is a health care worker (and if so, what type), what 
symptoms were experienced, and whether the patient had any underlying health conditions. 
 
We found that the CDC’s case reports contained surprisingly incomplete information 
relative to the amount that the agency’s official form was intended to collect. Only four 
states had 82.5% or more of case reports with information on ethnicity or race, and four 
states contained 55.5% or more of case reports providing information on types of exposure 
14 days prior to the onset of illness. 
 
The data we were able to analyze indicated that individuals age 20 to 49 accounted for 
more than half of all COVID-19 infections between early May and mid-July. People in this 
age range and Hispanics accounted for a much higher share of cases relative to their 
representation in the population in each state examined. These infections were much more 
likely to occur at work rather than in non-work, community-based settings. Exposures in 
long-term care facilities, correctional facilities, and at community events/mass gatherings 
also accounted for a significant number of cases in most states examined. 
 
The absence of complete data at the CDC is likely attributable to the fact that COVID-19 
case reporting to the CDC by the 57 U.S. jurisdictions is voluntary rather than mandatory 
through the National Notifiable Diseases Surveillance System (NNDSS).4 COVID-19 
reporting is mandated at the state, territory, and local levels by legislation or regulation, so 
researchers seeking to understand the spread of the disease by ethnicity, race, or exposure 
type will need to seek out data sources at the state or local level. For example, data from 
Utah has been utilized to characterize racial and ethnic disparities in workplace outbreaks, 
as well as outbreaks in child care facilities.13,14  
 
Policymakers should consider the potential benefits of mandating uniform case reporting 
at the federal level for diseases such as COVID-19, which pose an inordinate threat to 
population health and well-being. NNDSS provides National Electronic Disease 
Surveillance System (NEDSS) standards, tools, and resources to support reporting 
jurisdictions in implementing integrated and interoperable public health surveillance 
systems. Yet an internet search using the words “coronavirus case report form” reveals 
multiple state and even county forms that differ from the CDC’s standard format. Different 
reporting standards decrease the likelihood that state and local entities can efficiently 
transfer the data the CDC seeks in a timely manner. 
 
The sparseness of the CDC case report data also results from underfunding of public health 
at the state and local levels. Since 2010, spending for state public health departments has 
dropped by 16% per capita, and spending for local health departments has fallen by 18%.15 
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Experts have warned that many public health departments still share data by fax, which is 
more time consuming than digital methods. Understaffed departments also lack the 
resources to analyze the data they have.16,17 Texas has not updated its technology to support 
NEDSS in three years, which has meant that small counties require 15 minutes or longer to 
input a case. Some labs have submitted COVID-19 cases by spreadsheet or fax, which must 
be manually uploaded into NEDSS.18  
 
Our findings regarding relatively high COVID-19 cases among individuals age 20 to 49, 
Hispanics, and working people, support the National Academies of Science, Engineering, 
and Medicine’s (NASEM) recommendations for a four-phase approach to equitable vaccine 
allocation.19 NASEM recommends that individuals whose occupations are in essential 
industries and who cannot avoid a high risk of exposure to COVID-19 are included in 
Phase 2 of the vaccine rollout. These individuals would be behind the 5% of the population 
in Phase 1, which includes health care workers, first responders, older adults in congregate 
living settings, and people with two or more underlying conditions that put them at higher 
risk for severe COVID-19 disease. NASEM did not explicitly designate people of color for 
vaccine prioritization in Phase 2, but recognized that these individuals more frequently 
work in essential jobs, live in high-density settings, and have multiple comorbid conditions 
due to their lack of access to health care. 
 

Limitations 
 
This study has multiple limitations. Even for the states that we deemed to have sufficient 
amounts of non-missing data to characterize the spread of COVID-19, there were 
substantial amounts of missing data. The percentage of case reports with unknown 
ethnicity (Hispanic versus White, non-Hispanic) varied from 9.2% in Utah to 29.9% in 
Michigan. Even if all the case reports with unknown ethnicity were either all Hispanic or all 
White, the conclusions regarding disproportionate burden of COVID-19 on Hispanics 
would be unchanged. However, given that the total case count relative to the NYT count 
was relatively low in Kansas (61.6%) and Utah (63.5%), it is possible that our conclusions 
would differ if we had complete data on all COVID-19 cases in these states. 
 
Similarly, in the states where we characterized exposure types, the “missing” category 
accounted for the largest or second largest number of cases relative to non-missing 
exposure types. However, we have no reason to believe that the cases with missing 
exposure types were distributed differently from the cases for which we had exposure 
information. The relative number of exposures in long-term care and correctional facilities 
maintained the same ordering compared to external sources with case counts for these 
institutions. We have no way of knowing whether schools are likely transmission sites for 
COVID-19, because the case reports come from days when most U.S. schools were closed 
due to state lockdowns or summer vacation. 
 
We have no way of verifying whether there are duplicate case reports in our dataset. The 
CDC case report forms contain a CDC 2019-nCoV ID, which indicates which of the 57 
reporting jurisdictions it originated from and includes a sequential numeric number, but 
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this data field was not included in the dataset we received from the CDC. There were six 
states for which CDC case counts for the May 5 to July 19 time period were greater than 
those reported by the New York Times, and four of these states suffered severe outbreaks 
near the start of the study period (Connecticut, Maryland, New Jersey, and New York). 
None of these states were included in our analysis, because they had limited data on 
ethnicity and almost no information on exposure types. We excluded New Mexico from 
our analysis of ethnicity and race, even though its CDC case count was 92.2% of the NYT 
count, and 91.7% of cases had non-missing data. The state’s CDC case count was 144.6% of 
the NYT’s for the month of May, an excess that was not observed in the monthly data for 
any other state we examined. 
 
Our analyses on the relative timing of case counts within states may have been influenced 
by delays in reporting. Surging numbers of coronavirus cases over the summer led to 
backlogs in testing results in numerous states.20 Even after states obtained more tests, 
backlogs in reporting have lingered.21  
 

Conclusion 
 
As the United States waits for COVID-19 vaccine distribution to reach a meaningful share 
of the population, well over 100,000 positive cases are reported each day, and daily deaths 
regularly exceed 3,000. The CDC COVID-19 case report forms request details on 
numerous important facts. If respondents provided comprehensive responses to the form’s 
queries, public health officials, policymakers, and business leaders would have a wealth of 
data when making critical decisions on where to direct testing and treatment resources, and 
how to conduct safe reopenings.  
 
Comprehensive data would be available on how many individuals with COVID-19 had 
exposure to an airport or airplane prior to testing positive. This information could quantify 
the risks associated with flying and even be categorized by county. We could use 
comprehensive data to compute how many and which types of health care workers 
contracted COVID-19 (e.g., physicians, nurses, or respiratory therapists) and where (e.g., 
hospitals, nursing homes/assisted living, or rehabilitation facilities). We would be able to 
understand what workplace settings people were exposed in, so that employers and 
workers would understand the relative risks of working in factories, warehouses, 
restaurants and bars, or grocery stores. We would also have a better understanding of what 
symptoms individuals developed (e.g., fever, cough, loss of smell or taste). Comprehensive 
case reporting could also guide decisions on who should receive priority for vaccination. 
 
Scientists believe that it is only a matter of time before another pandemic arises that 
threatens global health.22 Policymakers should support public health experts in bolstering 
the data collection and reporting of infectious diseases in the United States, so that the 
country is better able to respond to the next disease outbreak when it occurs. A well-
informed, rapid, and comprehensive response to disease outbreaks reduces disease spread, 
which, in turn, preserves the most opportunities for safe economic activity. Investing in 
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case reporting that is nationwide, uniform, and mandatory would likely yield economic 
returns that are orders of magnitude larger than the costs. 
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Appendix, Table 1 

CDC 2019-nCoV ID: 

……………PATIENT IDENTIFIER INFORMATION IS NOT TRANSMITTED TO CDC…………………… 

Patient first name _______________    Patient last name __________________    Date of birth (MM/DD/YYYY): ____/_____/_______ 

……………PATIENT IDENTIFIER INFORMATION IS NOT TRANSMITTED TO CDC…………………… 

Human Infection with 2019 Novel Coronavirus 
Case Report Form 

Reporting Jurisdiction Case state/local ID 
Reporting Health Department CDC 2019-nCoV ID 
Contact IDa NNDSS loc. rec. ID/Case IDb

aOnly complete if case-patient is a known contact of prior source case-patient. Assign Contact ID using CDC 2019-nCoV ID and sequential contact ID, e.g., Confirmed case CA102034567 has contacts CA102034567 -01 and 
CA102034567 -02. bFor NNDSS reporters, use GenV2 or NETSS patient identifier. 

IInntteerrvviieewweerr  IInnffoorrmmaattiioonn  
Name of Interviewer: Last:               First:  Telephone:          Email: 
Affiliation/Organization:  

CCaassee  CCllaassssiiffiiccaattiioonn  aanndd  IIddeennttiiffiiccaattiioonn 
What is the current status of this person?       

 Lab-confirmed case*          Probable case             
 

If probable, select reason for case classification: 
 Meets clinical criteria AND epidemiologic evidence with no confirmatory lab testing*    
 Meets presumptive lab evidence± AND either clinical criteria OR epidemiologic evidence 
 Meets vital records criteria with no confirmatory lab testing 

 

*Detection of SARS-CoV-2 RNA in a clinical specimen using a molecular amplification detection test
± Detection of specific antigen in a clinical specimen, OR detection of specific antibody in serum,
plasma, or whole blood indicative of a new or recent infection

Under what process was the case first identified? (check all that apply) 
  Clinical evaluation                              Routine surveillance   
  Contact tracing of case patient        Other, specify: __________  
  EpiX notification of travelers. If yes, DGMQID: ________________   
  Unknown 

 

Report date of case to CDC (MM/DD/YYYY): 
___/_____/_______      
Date of first positive specimen collection (MM/DD/YYYY): 
___/_____/_______      Unknown     N/A

HHoossppiittaalliizzaattiioonn,,  IICCUU,,  aanndd  DDeeaatthh  IInnffoorrmmaattiioonn 
Was the patient hospitalized?                  If hospitalized, was a translator required? 

 Yes              No   Unknown    Yes        No        Unknown 
 

If yes, admission date 1      discharge date 1             If yes, specify which language:    
___/___/_____ (MM/DD/YYYY)        __/___/______              __________________________  

Was the patient admitted to an intensive care unit (ICU)? 
 Yes              No    Unknown 

 

If yes, admission date 1           discharge date 1 
___/___/_____ (MM/DD/YYYY)             __/___/______  

Did the patient die as a result of this illness? 
 Yes               No    Unknown              If yes, date of death (MM/DD/YYYY): ____/_____/_____    Unknown date

CCaassee  DDeemmooggrraapphhiiccss 
Date of birth (MM/DD/YYYY): ____/_____/_______ 
Age:    ______     Age units (yr/mo/day):   _______ 
 

State of residence: ____ County of residence: ________ 
 

Does this case have any tribal affiliation?   yes 
Tribe name(s): ___________ Enrolled member?  yes 

Sex:  
  Male    Other 
  Female    Unknown 

 

If female, currently pregnant? 
 Yes  No    Unknown 

Ethnicity: 
   Hispanic/Latino      
   Non-Hispanic/Latino  
   Unknown 

Race (check all that apply): 
 Black                White                Asian         
 American Indian/Alaska Native 
 Native Hawaiian/Other Pacific Islander  
 Unknown         Other, specify: ____________  

Which would best describe where the patient was staying at the time of illness onset? 
 House/single family home   Hotel/motel                             Nursing home/assisted living facility   Rehabilitation facility          Mobile home 
 Apartment         Long term care facility           Acute care inpatient facility         Correctional facility          Group home  
 Homeless shelter          Outside, in a car, or other location not meant for human habitation    Other (specify): ____________          Unknown   

HHeeaalltthhccaarree  WWoorrkkeerr  IInnffoorrmmaattiioonn
Is the patient a health care worker in the United States?       Yes   No   Unknown 
If yes, what is their occupation (type of job)?     

 Physician            Respiratory therapist           Other, specify: __________ 
 Nurse    Environmental services   Unknown 

If yes, what is their job setting?    
 Hospital           Rehabilitation facility    Other, specify:_______ 
 Long-term care facility   Nursing home/assisted living facility     Unknown                    

EExxppoossuurree  IInnffoorrmmaattiioonn 
 

In the 14 days prior to illness onset, did the patient have any of the following exposures (check all that apply):  

  Domestic travel (outside state of normal residence). Specify state(s): _____________   
  International travel. Specify country(s): _______________________ 
  Cruise ship or vessel travel as passenger or crew member. Specify name of ship: ____ 
  Workplace 

If yes, is the workplace critical infrastructure (e.g., healthcare setting, grocery store)?  
 Yes, specify workplace setting: __________________   No       Unknown 

 

  Airport/airplane 
  Adult congregate living facility (nursing, assisted living, or long-term care facility) 
  School/university/childcare center 
  Correctional facility 
  Community event/mass gathering 
  Animal with confirmed or suspected COVID-19. Specify animal: _________________ 
  Other exposures, specify: ___________________        
  Unknown exposures in the 14 days prior to illness onset

 Contact with a known COVID-19 case (probable or confirmed) 

If the patient had contact with a known COVID-19 case: 
What type of contact? 

 Household contact 
 Community-associated contact 
 Healthcare-associated contact (patient, visitor, or healthcare worker)  

Was this person a U.S. case? 
 Yes, nCoV ID(s) ____________, ____________, ______________ 
 No, this person was an international case and contact occurred abroad 
 Unknown if U.S. or international case 

Is this case part of an outbreak? 
 Yes, specify outbreak name: _____________   No       Unknown 

Appendix, Table 1.
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 CDC 2019-nCoV ID:   

……………PATIENT IDENTIFIER INFORMATION IS NOT TRANSMITTED TO CDC…………………… 

Patient first name _______________    Patient last name __________________    Date of birth (MM/DD/YYYY): ____/_____/_______ 

……………PATIENT IDENTIFIER INFORMATION IS NOT TRANSMITTED TO CDC…………………… 

Human Infection with 2019 Novel Coronavirus 
Case Report Form 

 

 

 

  

AAddddiittiioonnaall  CCoommmmeennttss  oorr  NNootteess 

 

 

CClliinniiccaall  ccoouurrssee,,  ssyymmppttoommss,,  ppaasstt  mmeeddiiccaall  hhiissttoorryy,,  aanndd  ssoocciiaall  hhiissttoorryy 
Collected from (check all that apply):   Patient interview           Medical record review  
Symptoms present during course of illness:                              If case was symptomatic: 
 

    Symptomatic                                                                          What was the onset date? 
    Asymptomatic                                                                        Onset date (MM/DD/YYYY): __/__/____     
    Unknown                                                                                  Unknown symptom onset date                                                                                

 

 
       Did the patient’s symptoms resolve? 
       Date of symptom resolution (MM/DD/YYYY): __/__/_____       
          No, still symptomatic        
           Symptoms resolved, unknown date     
         Unknown if symptoms resolved 

Did the patient develop pneumonia?  
 Yes            No             Unknown 

 

Did the patient have acute respiratory distress syndrome?  
 Yes            No             Unknown 

 

Did the patient have an abnormal chest X-ray?  
 Yes            No             Unknown         N/A, no chest X-ray done 

 

Did the patient have another diagnosis/etiology for their illness? 
 Yes            No             Unknown 

Did the patient have an abnormal EKG?  
 Yes            No             Unknown         N/A, no EKG done  

 

Did the patient receive mechanical ventilation (MV)/intubation? 
 Yes              No                   Unknown 

If yes, total days with MV (days) _______________   
 

Did the patient receive ECMO? 
 Yes              No                   Unknown 

 
 

If symptomatic, which of the following did the patient experience during their illness? 
Fever >100.4F (38C)c Yes No Unk Cough (new onset or worsening of chronic cough) Yes No Unk 
Subjective fever (felt feverish) Yes No Unk Wheezing Yes No Unk 
Chills Yes No Unk Shortness of breath (dyspnea) Yes No Unk 
Rigors Yes No Unk Difficulty breathing Yes No Unk 
Muscle aches (myalgia) Yes No Unk Chest pain Yes No Unk 
Runny nose (rhinorrhea) Yes No Unk Nausea or vomiting Yes No Unk 
Sore throat Yes No Unk Abdominal pain Yes No Unk 
New olfactory and taste disorder(s) Yes No Unk Diarrhea (≥3 loose stools/24hr period) Yes No Unk 
Headache Yes No Unk Other, specify: ____________, ______________, 

_______________________________________ Yes No Unk Fatigue Yes No Unk 
    

Did they have any underlying medical conditions and/or risk behaviors?     Yes   No   Unknown 
Diabetes Mellitus  Yes No Unk Immunosuppressive condition  Yes No Unk 
Hypertension Yes No Unk Autoimmune condition Yes No Unk 
Severe obesity (BMI ≥40) Yes No Unk Current smoker  Yes No Unk 
Cardiovascular disease Yes No Unk Former smoker  Yes No Unk 
Chronic Renal disease Yes No Unk Substance abuse or misuse Yes No Unk 
Chronic Liver disease Yes No Unk Disability  

(neurologic, neurodevelopmental, intellectual, 
physical, vision or hearing impairment)  
If yes, specify: ____________________________ 

Yes No Unk 
Chronic Lung disease 
(asthma/emphysema/COPD) Yes No Unk 

Other chronic diseases 
If yes, specify: ___________________ Yes No Unk 

Other underlying condition or risk 
behavior, specify: ________________ Yes No Unk 

Psychological/psychiatric condition 
If yes, specify: ____________________________ Yes No Unk 

SSppeecciimmeennss  ffoorr  CCooVV--1199  TTeessttiinngg 
Specimen ID 
1) ____________________________ 
2) ____________________________ 
3) ____________________________ 

  
SSAARRSS--CCooVV--22  TTeessttiinngg  (approved by FDA or other designated authority)  

Test Pos Neg Indet./Inconc. Pend. Not Done 
Molecular amplification test (RT PCR)      

Serologic test       

Other (specify): __________________      
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Appendix, Table 2.  
U.S. States and Proportion of Coronavirus Disease 2019 (COVID-19) Cases from CDC Case Report Form 
Compared with Data from the New York Times and Proportion of Case Reporting on Age, Ethnicity/Race, and 
Exposure Type: May 5, 2020 - July 19, 2020   

Cases 
 

Percent Reportinga 

State CDC NYT CDC: NYT 

 

Age Ethnicity/Raceb Exposurec 

Alaskad ---  1,907  --- 
 

--- --- --- 

Alabama 57,526 58,899  97.7% 
 

100.0% 57.9% 0.0% 

Arkansas 24,458 29,759  82.2% 
 

100.0% 74.2% 0.0% 

Arizona 121,230  134,725  90.0% 
 

100.0% 45.2% 0.0% 

California 311,257  335,127  92.9% 
 

100.0% 12.6% 0.0% 

Colorado 20,319  23,383  86.9% 
 

100.0% 68.8% 0.0% 

Connecticut 42,840  17,920  239.1% 
 

100.0% 58.3% 0.0% 

Delaware 6,166  8,231  74.9% 
 

100.0% 14.3% 0.0% 

Florida 93,897  313,150  30.0% 
 

100.0% 81.8% 0.0% 

Georgia 79,082  102,444  77.2% 
 

99.7% 28.2% 0.0% 

Hawaiid ---  747  --- 
 

--- --- --- 

Iowa 11,390  29,110  39.1% 
 

100.0% 93.7% 27.9% 

Idaho 10,724  12,854  83.4% 
 

100.0% 48.5% 0.0% 

Illinois 79,122  99,444  79.6% 
 

100.0% 60.8% 21.2% 

Indianad ---  37,110  --- 
 

--- --- --- 

Kansas 10,512  17,074  61.6% 
 

100.0% 82.5% 60.6% 

Kentucky 3,748  18,230  20.6% 
 

100.0% 76.1% 0.0% 

Louisiana 16,446  62,070  26.5% 
 

100.0% 22.3% 15.2% 

Massachusetts 39,279  44,447  88.4% 
 

99.9% 69.8% 42.2% 

Maryland 58,601  52,189  112.3% 
 

100.0% 29.1% 0.0% 

Maine 818  2,482  33.0% 
 

100.0% 100.0% 0.0% 

Michigan 33,062  37,939  87.1% 
 

100.0% 71.1% 55.5% 

Minnesota 34,195  39,010  87.7% 
 

100.0% 85.7% 68.8% 

Missouri 15,580  26,378  59.1% 
 

100.0% 68.7% 0.0% 

Mississippi 18,667  34,761  53.7% 
 

100.0% 81.3% 0.0% 

Montana 893  2,077  43.0% 
 

100.0% 100.0% 0.0% 

North Carolina 76,991  87,970  87.5% 
 

100.0% 69.0% 45.9% 

North Dakota 2,242  3,798  59.0% 
 

100.0% 0.0% 53.8% 

Nebraska 6,541  16,514  39.6% 
 

100.0% 85.3% 0.0% 

New Hampshire 1,935  3,615  53.5% 
 

100.0% 96.1% 11.2% 

New Jersey 62,241  50,488  123.3% 
 

100.0% 47.8% 0.5% 

New Mexico 11,937  12,941  92.2% 
 

100.0% 91.7% 0.0% 

Nevada 13,610  30,199  45.1% 
 

100.0% 58.3% 10.2% 

New York 175,629  87,158  201.5% 
 

99.9% 16.1% 1.5% 

Ohio 5,130  54,458  9.4% 
 

100.0% 86.7% 70.6% 

Oklahoma 25,707  21,221  121.1% 
 

100.0% 0.0% 0.0% 

Oregon 9,250  11,827  78.2% 
 

100.0% 88.6% 0.0% 

Pennsylvania 47,155  52,392  90.0% 
 

100.0% 33.2% 18.1% 

Rhode Islandd ---  8,141  --- 
 

--- --- --- 



CDC Case Report Data for COVID-19 
	

20 

South Carolina 58,889  63,229  93.1% 
 

100.0% 53.7% 0.0% 
South Dakotad ---  5,239  --- 

 
--- --- --- 

Tennessee 65,396  62,897  104.0% 
 

100.0% 76.0% 29.6% 

Texas 16,643  304,902  5.5% 
 

100.0% 75.6% 0.0% 

Utah 18,292  28,791  63.5% 
 

100.0% 90.8% 69.5% 

Virginia 52,627  57,806  91.0% 
 

100.0% 64.3% 0.0% 

Vermontd ---  448  --- 
 

--- --- --- 

Washington 16,776  32,554  51.5% 
 

100.0% 68.8% 4.8% 

Wisconsin 20,180  37,717  53.5% 
 

100.0% 87.6% 0.0% 

West Virginiad ---  3,817  --- 
 

--- --- --- 

Wyomingd ---  1,530  --- 
 

--- --- --- 

NAe 221,763 --- ---   --- --- --- 

Note. The New York Times cases are limited to May 5 - July 19 for comparison purposes. Data from the New York 
Times, based on reports from state and local health agencies, is available from https://github.com/nytimes/covid-
19-data. 
a Data not missing. Responses of "unknown" are counted as reporting.  
b Includes responses to the race and/or ethnicity demographic questions. 
c Any response to the following exposure question: In the 14 days prior to illness onset, did the patient have any of 
the following exposures? Responses include: travel, workplace, school, correctional facility, community event, 
known COVID-19 case, etc.  
d States that have no CDC case reports. 
e NA = not available, no residential state being reported for these cases. 

 
 
 

Appendix, Table 3.  
CDC vs. External Data Case Counts for Long-term Care and Correctional Facilities 

  Correctional Facility   Long-term Care 

  
CDC exposure 

count 
Marshall Project 

case count   
CDC exposure 

count CMS case count 

Kansas 240 322   57 898 

Michigan 2,875 1,901   3,885 7,047 

Minnesota 439 335   4,483 3,207 

Utah 85 28   466 829 
Note. CMS = Centers for Medicare & Medicaid Services. CDC cases come from responses to 
the CDC Case Report Form. Marshall Project data comes from their tracking project of 
COVID-19 infections in state and federal prisons. CMS case counts come from the Nursing 
Home COVID-19 Public File.  
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Appendix, Table 4.  
U.S. States Coronavirus Disease 2019  
(COVID-19) Cases by County Based on 10 Counties with the Most Cases from 
Data from the New York Times (NYT) and Proportion of CDC Case Reports to 
NYT Case Counts: May 5, 2020 - July 19, 2020 

Kansas  Cases 
  NYT CDC CDC:NYT 
Total cases 17,076 10,512 61.6% 

No county reporteda 0 10,047   
Counties with most cases 
reported by NYT       

Johnson  3,240  94 2.9% 
Wyandotte  2,847  -- -- 
Sedgwick  2,354  202 8.6% 
Ford  1,221  55 4.5% 
Finney  1,038  -- -- 
Shawnee  1,031  -- -- 
Leavenworth  745  114 15.3% 
Seward  525  -- -- 
Douglas  453  -- -- 
Riley  327  -- -- 

        
Michigan Cases 
  NYT CDC CDC:NYT 
Total cases 37,939 33,062 87.1% 

No county reporteda 136 21,665   
Counties with most cases 
reported by NYT       

Wayne  7,826  5,436 69.5% 
Oakland  5,899  3,548 60.1% 
Kent  4,484  1,086 24.2% 
Macomb  2,758  572 20.7% 
Genesee  1,440  -- -- 
Washtenaw  1,357  -- -- 
Ottawa  1,192  -- -- 
Jackson  915  445 48.6% 
Lenawee  882  -- -- 
Berrien  873  -- -- 
        

Minnesota Cases 
  NYT CDC CDC:NYT 
Total cases 39,010 34,195 87.7% 

No county reporteda 117 25,881   
Counties with most cases 
reported by NYT       

Hennepin 
 

12,436  7,665 61.6% 
Ramsey  5,152  289 5.6% 
Dakota  2,831  -- -- 
Anoka  2,368  112 4.7% 
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Stearns  1,915  112 5.8% 
Washington  1,306  -- -- 
Olmsted  1,095  -- -- 
Mower  974  -- -- 
Scott  947  -- -- 
Rice  891  -- -- 

        
Oregon Cases 
  NYT CDC CDC:NYT 
Total cases 11,827 9,250 78.2% 

No county reporteda 0 7,678   
Counties with most cases 
reported by NYT       

Multnomah  2,737  798 29.2% 
Washington  1,684  518 30.8% 
Marion  1,579  256 16.2% 
Umatilla  1,270  -- -- 
Clackamas  904  -- -- 
Malheur  476  -- -- 
Union  379  -- -- 
Lincoln  364  -- -- 
Lane  339  -- -- 
Deschutes  273  -- -- 

        
Utah Cases 
  NYT CDC CDC:NYT 
Total cases 28,791 18,292 63.5% 

No county reporteda 152 8,610   

Counties with most cases 
reported by NYT       

Salt Lake  13,754  7,934 57.7% 
Utah  5,165  1,652 32.0% 
Davis  2,026  96 4.7% 
Weber  1,861  -- -- 
Washington  1,757  -- -- 
Cache  1,610  -- -- 
San Juan  417  -- -- 
Iron  389  -- -- 
Tooele  363  -- -- 
Wasatch  324  -- -- 

Note. CDC cases come from responses to the CDC Case Report Form. The New 
York Times cases are limited to May 5 - July 19 for comparison purposes. Data 
from the New York Times, based on reports from state and local health agencies, is 
available from https://github.com/nytimes/covid-19-data. 
a NYT cases with no county reported are reported as "Unknown;" CDC case 
reports with no county reported are reported as "NA." 

 
 
 


