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INSTRUCTIONS: This form is to be used by reporting professionals (e.g., health care providers, veterinarians) to report both 
suspected rabies exposure and when rabies post-exposure prophylaxis (RPEP) was administered to the exposed individual. 
• Same day reporting is required by fax of the completed form to the public health office in the region where the exposed

person lives/will be living during the exposure follow-up period (see regional contact details on page 3). Note: For high-risk
exposures (e.g. contact to a bat or other wildlife), notify the health region by phone. (see regional contact details on page 3).
For after hours, contact the MOH on call at 204-788-8666.

• If only reporting RPEP provided to an exposed individual as recommended by public health, skip page 1 and complete page
2 of the form.

Name of Reporter Report Date 
yyyy/mm/dd 

Report Time 
hh:mm 

Phone number Name of clinic, hospital or other 

EXPOSED INDIVIDUAL’S INFORMATION HEALTH REGION PHIN: 

LAST NAME FIRST NAME DATE OF BIRTH (yyyy/mm/dd) WEIGHT (KG) 

STREET/RURAL ADDRESS CITY PROVINCE POSTAL CODE PHONE ALTERNATE PHONE 

PREVIOUS RABIES IMMUNIZATION        ☐ YES   ☐ NO    ☐ UNKNOWN 
NUMBER OF DOSES: 

DATE(S) yyyy/mm/dd

DATE OF LAST TETANUS IMMUNIZATION (yyyy/mm/dd) 

IMMUNOCOMPETENT 
☐ YES ☐ NO   ☐ UNKNOWN 

ANIMAL OWNER’S NAME AND CONTACT INFORMATION 
LAST NAME FIRST NAME TELEPHONE / ALTERNATE TELEPHONE 

STREET/RURAL ADDRESS CITY 

PROVINCE POSTAL CODE HEALTH REGION 

EXPOSURE INFORMATION-Ensure the following exposure information is obtained to assist public health in making a risk assessment to
determine if rabies post-exposure prophylaxis is required. 
TYPE OF ANIMAL DATE OF EXPOSURE yyyy/mm/dd 

DESCRIPTION OF ANIMAL (e.g. colour, size, name) ALL APPLICABLE PARTIES ADVISED TO OBSERVE ANIMAL UNTIL FURTHER 
DIRECTION RECEIVED FROM PUBLIC HEALTH? 
☐ YES ☐ NO ☐ UNKNOWN 

BEHAVIOUR AND CONDITION OF ANIMAL AT TIME OF EXPOSURE (e.g. healthy, sick, aggressive) GEOGRAPHIC LOCATION WHERE EXPOSURE OCCURRED 

ANATOMICAL SITE EXPOSED 
☐ HEAD/NECK ☐ TORSO ☐ LIMB ☐HAND 
☐ OTHER (specify) 

TYPE OF EXPOSURE ☐ BITE ☐ SCRATCH ☐ BAT 
☐ OTHER (specify) 

SALIVA CONTAMINATION TO:  ☐ OPEN WOUND ☐ MUCOUS MEMBRANE 
IS THIS A DOMESTIC ANIMAL? 
☐ YES ☐ NO ☐ UNKNOWN 

WAS THIS A PROVOKED ATTACK 
☐ YES ☐ NO ☐ UNKNOWN 

ANIMAL UNDER OBSERVATION 
☐ YES ☐ NO ☐ UNKNOWN ☐ DECEASED 
If deceased, specify address/location of animal 
and contact info of owner or vet: 

HAS ANIMAL BEEN SENT FOR 
TESTING? 
☐ YES ☐ NO ☐ UNKNOWN 
If yes, provide date sent 
yyyy/mm/dd 

STRAY OR WILD ANIMAL 

☐ YES ☐ NO ☐ UNKNOWN 

WERE THERE OTHER DOMESTIC ANIMALS 
EXPOSED? 
☐ YES ☐ NO ☐ UNKNOWN 

IF DOMESTIC ANIMAL, DATE OF LAST RABIES IMMUNIZATION 
yyyy/mm/dd: VET CLINIC: 

ADDITIONAL INFORMATION: Provide a brief summary of exposure 

TREATMENT PROVIDED TO THE EXPOSED INDIVIDUAL: (e.g. tetanus vaccination, wound treatment, etc.) 
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Rabies Post-Exposure Prophylaxis (RPEP) Reporting 
Upon completion of providing the initial doses of RPEP (RabIg and dose #1 of rabies vaccine) in hospital or clinic to the exposed 
individual, please complete the following information. Once completed, fax to the public health office in the region where the 
exposed person lives/will be living during the exposure follow-up period (regional contact details on page 3). 

CLIENT DETAILS PHIN: 

LAST NAME FIRST NAME DATE OF BIRTH yyyy/mm/dd WEIGHT (kg) 

STREET/RURAL ADDRESS CITY PROVINCE POSTAL CODE HEALTH REGION 

RABIES IMMUNE GLOBULIN (RabIg) – Document volume of RabIg administered per site 
Date Given 
yyyy/mm/dd 

Name of product Manufacturer Lot number Dose 
(ml) 

Route Site Provider name 

RABIES VACCINE 
Date Given 
yyyy/mm/dd 

Name of product Manufacturer Lot number Dose 
(ml) 

Route Site Provider name 

RABIES IMMUNE GLOBULIN DOSAGE (RabIg) 

The following guide is to assist in determining amount of RabIg required. Medical Officer of Health 
(MOH) approval is required prior to administration. 

Format: HyperRab Ig 1ml vial (300 IU/ml) Dosage: 20 IU/kg 

To calculate: Volume (ml) = (Weight in kg × 20) ÷ 300 (round to nearest decimal) 

KG LB Volume (ml) 
(300 I.U./ml) 

Number of 
1ml vials 

3 7 0.2 1 
4 9 0.27 1 
5 11 0.33 1 
10 22 0.67 1 
15 33 1.0 1 
20 44 1.3 2 
25 55 1.7 2 
30 66 2.0 2 
35 77 2.3 3 
40 88 2.7 3 
45 100 3.0 3 
50 111 3.4 4 
55 121 3.7 4 
60 132 4.0 4 
65 143 4.4 5 
70 155 4.7 5 
75 165 5.0 5 
80 176 5.4 6 
85 187 5.7 6 
90 198 6.0 6 
100 220 6.7 7 
110 242 7.4 8 
120 264 8 8 
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REGIONAL CONTACT INFORMATION 
WINNIPEG REGIONAL HEALTH AUTHORITY  
(WRHA)- Winnipeg 

 
wrharabies@wrha.mb.ca  Ph: 204-940-2081 Fax: 204-940-2690 

WINNIPEG REGIONAL HEALTH AUTHORITY  
(WRHA)- Churchill cmccullough2@wrha-ch.ca Ph: 204-675-8352 Fax: 204-675-8370 

INTERLAKE-EASTERN REGIONAL HEALTH AUTHORITY  
(IERHA) rabiesreporting@ierha.ca  Ph: 204-467-4757 Fax: 204-467-4765 

SOUTHERN HEALTH – SANTE SUD  
(SH-SS) rabies@southernhealth.ca  Ph: 204-428-2772 Fax: 204-428-2734 

PRAIRIE MOUNTAIN HEALTH  
(PMH) communicabledisease@pmh-mb.ca Ph: 204-578-2500 Fax: 204-759-4033 

NORTHERN REGIONAL HEALTH AUTHORITY (NRHA) 
lsraybash@nrha.ca Ph: 204-679-2809 Fax: 204-778-1741 

INDIGENOUS SERVICES CANADA  
(ISC) 

mbphu@sac-isc.gc.ca 
Public Health Unit: Ph: 431-336-6487 Fax: 204-984-7271 
After Hours Nurse Manager on Call: Ph: 204-918-5428 

After Hours Emergency Medical Officer of Health (MOH): Ph: 204-788-8666. 
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