
Submitter Information 
Contact Name: Type of Submitter: 

     Veterinarian           Animal Control Officer 
      Police Officer        Local Health Unit 
     Owner of the animal being submitted or    
individual who found the animal 
     Other (please specify): __________________ 

Address: City: State: 

Zip Code: County: 

Phone Number: Submitter Email: 

Suspected Rabid Animal Information 
What species of animal is being submitted for testing? 

Bat           Cat           Cow           Dog          Ferret      Fox           Horse 
Racoon               Skunk             Other 

Date animal died: How did the animal die? 
     Found dead           Natural causes 
     Killed                    Unsure 

Was the animal symptomatic?                        Yes              No             Unknown 
If yes, which symptoms did the animal exhibit? Mark all that apply. 

Difficulty swallowing Unusual aggression 
Choking Slobbering 
Sagging jaw Loss of appetite 
Straining                                                   Wandering from home 
Restlessness and excitability                    Paralysis 
Seizures                    Other (please specify):__________________ 

Was the submitted animal being held for rabies observation at the time of death? 
Yes                       No                     Unknown 

What is the rabies vaccination status of the animal being tested? 
Current                 Not current Unvaccinated 

Vaccination with unknown last date Unknown 
The animal submitted was:                   Pet/owned Stray/un-owned 

Wild                           Unknown 
If the animal was stray/un-owned, mark the age category of the animal: 

Juvenile                 Adult                 Unknown 
If the animal was a pet/owned, state the age of the animal: 
If applicable, state the name of animal being submitted: 

Are the submitter and the owner the same person? Yes     No 
Exposure Information 

Were other humans or animals exposed to the suspected rabid animal? Mark all that apply. 
Human Animal               Unknown 
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Rabies Submission Form 

FOR SUBMISSION WITHOUT INTERNET ACCESS
For questions about filling out this form or submitting a specimen, please call 501-280-4136.



Briefly describe the circumstances of the exposures. 

How many people were exposed?         
1             2            3            More than 3           Unknown 

Please list any additional human exposure notes. 

1. Exposed Person Contact Information
Name: 

Address: City: State: 

Zip Code: County: 

Phone Number: Email: 

Type of Exposure: Bite (Any penetration of the skin by teeth)                Other 
If other, what type of non-bite exposure? 
            A scratch that broke the skin 
            Saliva or neural tissue contacting an open wound or break in the skin. 
            Saliva or neural tissue contacting mucus membranes such as the eyes, nose, or mouth. 
            Other, please specify: 
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Has the exposed person received post exposure rabies treatment? 
Yes                No                Unknown 

If yes, please list the name of the hospital or clinic where treatment was given and date post 
exposure treatment began. 

2. Exposed Person Contact Information
Name: 

Address: City: State: 

Zip Code: County: 

Phone Number: Email: 

Type of Exposure: Bite (Any penetration of the skin by teeth)                Other 
If other, what type of non-bite exposure? 
            A scratch that broke the skin 
            Saliva or neural tissue contacting an open wound or break in the skin. 
            Saliva or neural tissue contacting mucus membranes such as the eyes, nose, or mouth. 
            Other, please specify:  

Has the exposed person received post exposure rabies treatment? 
Yes                No                Unknown 

If yes, please list the name of the hospital or clinic where treatment was given and date post 
exposure treatment began. 

3. Exposed Person Contact Information
Name: 

Address: City: State: 

Zip Code: County: 

Phone Number: Email: 

Type of Exposure: Bite (Any penetration of the skin by teeth)                Other 
If other, what type of non-bite exposure? 
            A scratch that broke the skin 
            Saliva or neural tissue contacting an open wound or break in the skin. 
            Saliva or neural tissue contacting mucus membranes such as the eyes, nose, or mouth. 
            Other, please specify:  
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Has the exposed person received post exposure rabies treatment? 
Yes                No                Unknown 

If yes, please list the name of the hospital or clinic where treatment was given and date post 
exposure treatment began. 

1. Animal Exposure Information
Were any domestic animals exposed to the tested animal? 

Yes               No              Unsure 
How many animals were exposed? 

1             2              3            More than 3            Unsure 
Species of animal exposed: 

Cat           Cow            Dog           Ferret           Horse           Other 

Owner Name: 

Address: City: State: 

Zip Code: County: 

2. Animal Exposure Information
Species of animal exposed: 

Cat           Cow            Dog           Ferret           Horse           Other 
Is the owner contact information the same as the previous animal? 

Yes No (if no, please fill out owner information below) 
Owner Name: 

Address: City: State: 

Zip Code: County: 

3. Animal Exposure Information
Species of animal exposed: 

Cat           Cow            Dog           Ferret           Horse           Other 
Is the owner contact information the same as the previous animal? 

Yes No (if no, please fill out owner information below) 
Owner Name: 

Address: City: State: 

Zip Code: County: 
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For any additional human or animal exposures, use the back of this form to note the details.
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