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Demographics





Sex M ( F ( TG (


Race (check all that apply)


W ( AA ( As ( AI ( PI ( >1 (


Ethnicity (must check one)


Hispanic/Latino (  Non-Hispanic (














Name__________________


D.O.B._________________








NEW PATIENT? ( Follow Up? (


Walk In? (    








Exposure Cat.         AIDS Defining Characteristics                 HIV/AIDS Status





(check all that apply)               Date                                                                                       





( MSM                       PCP Pneumonia                                         ( HIV-pos AIDS status unknown





( MSM and IDU        Mycobacterium avium                               ( CDC Category





( IDU                         Mycobacterium TB





( Heterosexual           Lymphoma





( Blood Transfusion   Pneumonia-recurrent bacterial





( Hemophilia              Toxoplasmosis





(  Other                       CD4<200 or 14%





‪ Unknown                 Cervical Cancer                                             HIV-negative





                                  Other (see below)                                        (  Unknown/unreported





Other AIDS Indicator Conditions: Candidiasis (non-oral), Coccidioidomycosi, Cryptococcosis, Cryptosporidiosis, CMV (eye, GI), HSV (disseminated), Histoplasmosis, HIV dementia, HIV wasting, Isosporiasis, KS, PML, Salmonellosis





                                           MEDICATIONS/ADHERENCE





( No change in ART     ( Change in ART          (Start=S Continue=C Stop=DC)





HAART 1st Regimen? (   HAART >1st Regimen? (  Non-HAART? (





Antiretrovirals


NRT1


ABC (


AZT (


ddI    (


d4T  (


FTC (


TDF (


3TC (


Other________





PI


FosAMP   (


ATV         (


IND          (


LPVr         (


NFV          (


RTV          (


SQV-HGC (


SQV-SGC (


Other_________








Prophylaxis


PCP


Atovaquone (


Dapsone      (


TMP/SMX (


Other___________





MAI


Azithro       (


Clarintho     (


Other____________





NNRTI


EFV (


NVP (


Other________





Entry


T-20    (


Other________





Was Adherence Counseling given?       YES (        NO  (





                                                                       PREGNANCY DATA





Pregnant?   (                 Which Trimester Entered Care?  1  2  3                        EED____/___/___





                                                           CD4/VL





Last CD4 Count __________________         Last Viral Load______________





Last CD4%        __________________          Date Viral Load Drawn___-___-___





Date CD Drawn____-____-____





                                                       HEPATITIS








               C


Screen Treat Chronic?


                         


 


Antibody? + ---





VL + ---





Genotype __________





                    B


Screen Treat Chronic?


                          





Surface Antibody? + ---





Core Antibody? + ---





VL                      + ---





Surface Antigen + ---





 “e” Antigen       + ---








	A


 Screen








Antibody? + ---


            (total or Igg)





Screening & Treatment (today?)         Health/Immunization (today?)





                            SCREEN   TREAT   Declined Screen


Syphillis                   (               (                      (


Chlymadia                (               (                      (        


Gonnorrhea              (               (                      (       


Gen. Herpes             (               (                      (


TB                            (               (                      (


        Circle One     PPD            CXR





Fasting Lipids? (     Fasting Glucose? (


Pap smear? YES (  DECLINED (


Mammogram   REFERRED (     DECLINED (


Colonoscope? REFERRED (      DECLINED (


Self-Breast Exam? (


Pneumovax  ( 


Hepatisis A (        Influenza (


Hepatisis B (        Tetanus  (





                                                Mental Health Assessment





Screened for Depression? YES (   NO (





Self-Reported or Documented Mental Health Condition? Yes (  No/Unknown (


		Active within 3 months? (  Not active within 3 months? (


Current TX/Status


	In TX w/ inhouse MH Counselor? ( In TX w/ Outside Psych or MH counselor? ( No active TX (


                                                             Declined TX? (








                                                 Substance Abuse Assessment





Self-Reported or Documented Substance Abuse Health Condition? Yes (  No/Unknown (


		Active within 3 months? (  Not active within 3 months? (


Current TX/Status


	In TX w/ inhouse SA Counselor? ( In TX w/ Outside Psych or SA counselor? ( No active TX (


                                                             Declined TX? (








                                                     Recent ER/Hospital 





Hospitalized since last Visit? NO (  YES  (  # of times_______ Total Days________ Name of Hosp______





Emergency Room since last Visit?  NO ( YES (  # of times_______          Name of ER_________
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