Medical Data Collection Form

Client Name________________________________ DoB_________SS #___________________

This is to confirm that the above individual is enrolled for HIV care at the following provider location:_______________________________.  Current medical provider__________________

Current Disease Stage: ____HIV+/not AIDS ____HIV+/AIDS Status Unknown ____CDC-AIDS

Original date of HIV+ diagnosis____________        AIDS date_____________
	LABS
	Date
	Result
	Tx1
	Date
	Result
	Tx1

	CD4 Count                    (2 most recent) 
	   /   /
	
	
	   /   /
	
	

	Viral Load                      (2 most recent)
	   /   /    
	
	
	   /   /
	
	

	Hepatitis C
	   /   /
	
	
	   /   /
	
	

	RPR (Syphilis)
	   /   /
	
	
	   /   /
	
	

	Vaginal or Rectal Pap Smear
	   /   /
	
	
	   /   /
	
	

	PPD
	   /    /
	
	
	   /   /
	
	

	Other STI (list specifically)
1.

2.
	
	
	
	
	
	

	MEDICATIONS

        ART                                    Dose
	Begin Date
	End Date
	      ART                            Dose
	  Begin         

  Date
	End 
Date

	Agenerase (amprenavir)
	   /   /
	   /   /
	Prezista (darunavir)
	   /   /
	   /   /

	Aptivus (tipranavir)
	   /   /     
	   /   /
	Rescriptor (delavirdine)
	   /   /
	   /   /

	Atripla (efavirenz, emtricitabine,tenofovir)
	   /   /
	   /   /
	Retrovir (zidovudine [AZT])
	   /   /
	   /   /

	Combivir (zidovudine&lamivudine)
	   /   /
	   /   /
	Reyataz (atazanavir)
	   /   /
	   /   /

	Crixivan (indinavir)
	   /   /
	   /   /
	Selzentry (maraviroc)
	   /   /
	   /   /

	Emtriva (emtricitabine)
	   /   /
	   /   /
	Sustiva (efavirenz)
	   /   /
	   /   /

	Epivir (lamivudine [3TC])
	   /   /
	   /   /
	Trizivir (zidovudine/ lamivudine/abacavir)
	   /   /
	   /   /

	Epzicom (abacavir&lamivudine)
	   /   /
	   /   /
	Truvada (tenofovir&emtricitabine)
	   /   /
	   /   /

	Intelence (etravirine)
	   /   /
	   /   /
	Videx (didanosine [ddI])
	   /   /
	   /   /

	Fuzeon (enfuvirtide)
	   /   /
	   /   /
	Viracept (nelfinavir)
	   /   /
	   /   /

	Invirase (saquinivir)
	   /   /
	   /   /
	Viramune (nevirapine)
	   /   /
	   /   /

	Isentress (raltegravir)
	   /   /
	   /   /
	Viread (tenofovir)
	   /   /
	   /   /

	Kaletra (lopinavir/ritonavir)
	  /   /
	  /   /
	Zerit (stavudine [d4T])
	   /   /
	   /   /

	Lexiva (fosamprenavir)
	  /   /
	   /   /
	Ziagen (abacavir)
	   /    /
	   /     /

	Norvir (ritonavir)
	   /   /
	   /   /
	
	
	

	Diagnosis
	Date 
	Prophylaxis
	

	PCP (Pneumocystis carinii pneumonia)
	       /       /
	sulfamethoxazole/smx/tmp

Bactrim/Septra/Cotrim/Sulfatrim
	   /    /
	   /    /

	MAC (Mycobacterium avium complex)
	       /       /
	Dapsone
	   /    / 
	   /    /

	Mycobacterium tuberculosis
	       /       / 
	NebuPent, Pentam - Pentamidine
	   /    /
	   /    /

	Cytomegalovirus Disease
	       /       /
	Mepron - Atovaquone
	   /    /
	   /    /

	Toxoplasmosis
	       /       /
	Hep B or Twinrix Immunization Dates:

	Cervical Cancer
	       /       /
	

	Other AIDS-defining condition:
	       /       /
	

	If in Case Management…
	Date of…
	

	Enrollment into Case Management
	       /       /
	

	Initial Care Plan
	       /       /
	

	Annual Case Management Mental Health Assessment
	       /       /
	

	Substance Abuse Screening
	      /       /
	


1 Was any treatment initiated as a result of this test outcome?

Physician signature__________________________________  Date__________________
