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Tuscarawas County Health Department  

Animal Exposure and Rabies Submission Report 
Whenever an individual is bitten by a dog or other mammal, reports of such bite will be 

made within 24 hours to the health district in which such bite occurred (OAC 3701-3-28).  

Please fax report to (330)365-3764 within 24 hours. 

Victim Information: 

Name: __________________________________________ 

Age: _____ Guardian’s Name (if minor): ________________ 

Street Address: ___________________________________ 

City: _____________________ State: _______ Zip: _______ 

Phone: ________________ 

Medical Treatment By: _____________________________ 

Phone: _____________________________________ 

Rabies PEP (Post-Exposure Prophylaxis): ☐Yes ☐No 

Bite/Exposure Information: 

Date: ____________ Time: _____________ AM/PM 

Street Address of Incident: 

________________________________________________ 

City: _____________________ State: _______ Zip: _______ 

Injury Area of Body: ________________________________ 

☐No Skin Break     ☐Scratch     ☐Bite/Puncture 

Circumstances: ☐Unprovoked  ☐Provoked  ☐Other 

Comments: ______________________________________ 

________________________________________________ 

Animal Information: 

☐Dog   ☐Cat   ☐Bat   ☐Raccoon 

☐Other: _________________________ 

Name of Animal: ______________ Breed: ______________ 

Color: _______________ Gender: ☐M ☐F Age: _________ 

Street Address of Animal Quarantine Location: 

________________________________________________ 

City: ___________________ State: _______ Zip: _________ 

Rabies Vaccination Lot #:  ___________ Exp. Date: _______ 

Veterinarian: _____________________________________ 

Animal Owner Information: 
 

Stray/Wild:   ☐Yes ☐No (if no, provide owner info below) 

Name: __________________________________________ 

Street Address: ___________________________________ 

City: ____________________ State: _______  Zip: _______ 

Phone: _____________________________________ 

Secondary Phone: ____________________________ 

Email: ______________________________________ 

Reporting Contact Information:  

Reporting Facility: ________________________________ Completed By: __________________________________  

Phone: ____________________ Date Completed: ____________________ 

If rabies testing is requested and/or required page two must be completed. Please contact 

TCHD at 330-343-5550 prior to preparation for testing. 

http://www.tchdnow.org/
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Reason for Testing (choose 1 primary reason): 

☐Human Exposure                                 ☐Odd Behavior/Sick/Wounded               ☐Pet/Domestic Animal Exposure 

☐Nuisance/Otherwise Healthy            ☐Found Dead                                              ☐Roadkill 

Save Specimen Remains (for cremation or burial at owner’s expense)   ☐Yes ☐No 

All specimens to be tested must have human and/or pet exposure and have an intact skull and brainstem. If there was 
no human and/or pet exposure please contact TCHD for further guidance.  

Human Exposures: 

# Of Persons Bitten: __________          # Of Non-bite Exposures: __________ 

Name of Person(s) Exposed: ___________________________________________________________________________ 

__________________________________________________________________________________________________ 

# of Person(s) treated with Post-Exposure Prophylaxis: _______________ 

Animal Exposures: 

Animal Species Exposed: _________________________ # Of Species Exposed: __________ 

Animal Species Exposed: _________________________ # Of Species Exposed: __________ 

Animal Species Exposed: _________________________ # Of Species Exposed: __________ 

Animal Species Exposed: _________________________ # Of Species Exposed: __________ 

Results to be Communicated to (check all that apply): 

Victim ☐                    Animal Owner ☐                    Other (list below) ☐ 

Name: _______________________ Full Address: _________________________________ Phone number: __________ 

Name: _______________________ Full Address: _________________________________ Phone number: __________ 

Name: _______________________ Full Address: _________________________________ Phone number: __________ 

TCHD Office Use Only: 

Quarantine Order Issue Date: _________________________________ 

Date Released from Quarantine: _______________________________ 

REHS/EH-SIT: ______________________________________ 

Animal Submitted to ODH Lab for Testing: ☐Yes ☐No      Submitter Specimen ID #: ____________  

Date Collected: _____________________ Date Shipped: _____________________  

Date of Results: ____________________    ☐Negative ☐Positive ☐Inconclusive 

Submitter/Exposed Person(s) Notified of Results: ☐Yes ☐No 
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