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lll. DEMOGRAPHIC INFORMATION

rDII\GNOSTIC STATUS AGE AT DIAGNOSIS: DATE OF BIRTH: CURRENT STATUS: DATE OF DEATH: STATE/TERRITORY OF DEATH:\
AT REPORT (check one): " b v M b v
HIV Infection (not AIDS) Years o - Alive Dead  Unk. o -
@AIDS Years | | || | |L| ‘ @
SEX: ETHNICITY: (select one) RACE: (select one or more) COUNTRY OF BIRTH: (including
i i 1|U.S. [7]U.S. Dependencies and Possessions Puerto Rico
Male Hispanic @ Unk Dﬁ{gﬁ&'ﬁﬂ},{ﬂ%‘a”’ D Black or African American (specify)'p I )
Not Hispanic or Latino . Native Hawaiian or f )
(2] Female | [2] P " | [lasian ["]oiher paifi istander L White [_Junk | 8] Other (specity): (9] Unk
RESIDENCE AT DIAGNOSIS:
City: County: gt:l}ﬁ{ry éigde: LI | | | | l | | |
. J
IV. FACILITY OF DIAGNOSIS V. PATIENT HISTORY
( ) rAFTER 1977 AND PRECEDING THE FIRST POSITIVE HIV ANTIBODY TEST h
= OR AIDS DIAGNOSIS, THIS PATIENT HAD (Respond to ALL Categories): Yes No Unk.
ility Name
actly O SexWIth Male .. ... ..o ] [o] [9]
City e Sexwithfemale ............ . ... . [o] [o]
o Injected nonprescription drugs ... (1] [o] [9]
State/Country ® Received clotting factor for hemophilia/coagulation disorder.................... [o] [9]
FACILITY SETTING (check one) 3_pecify F:ctor \rl(l!l R (2] F:ctor Iri(r Other'f
Public Private Federal @ Unk. isorder: (Hemophilia A) (Hemophilia B) (specify):
® HETEROSEXUAL relations with any of the following:
FACILITY TYPE (check one) ¢ Intravenous/injectiondrug user...................... 11 [o] [9]
Physician, HMO Hospital, Inpatient eBisexual Male ........ ..o 1] [o] [9]
Other (specify): * Person with hemophilia/coagulation disorder............................. [o] [9]
_ * Transfusion recipient with documented HIV infection..................... [o] [9]
(OBC R R thorad by o 196 misaase, Control and, e Buie * Transplant recipient with documented HIV infection ...................... (o] [o]
cate 15 voniary Jor eGsrsl orarmet oclpones” ot oy he * Person with AIDS or documented HIV infection, risk not specified ... .. . (1 [o] [9]
F%%%as%g ‘fgfg{lggc‘ffmt?é‘%%?:‘;‘a;lr‘]:?s-coxgg{t %‘}°:’§{§}',§’,’E,§ e Received transfusion o’fw EIood/t\)(Irood components (%tper thaYr: clotting factor)... [1] [o] [9]
nrormation Iin s survelllance system at woul . . ~ Z
it identification of individual i d i !
D calor 10 an sl cn b 8 focord i Fist [ [ ][] e [ [ ][]
gg;‘{}?:;::’0,“,’"}_"52;‘?,?2 only h‘;fa.}ﬂﬁdgg;&ﬁ:ﬁ,,sf,ﬁmi’.‘, the @ Received transplant of tissue/organs or artificial insemination.................. (o] [9]
gﬂﬁ,{}",ﬁ%‘i i?&gﬂ,;;ﬁ:ﬁ% ‘J,,’)“ﬁe'seé‘&?;’n R o cChsent of dne e Worked in a health-care or clinical laboratory setting ........................... 0 [0 [9]
IVICe AC m). . " .
\ -] (specify occupation): y
VI. LABORATORY DATA
(1. HIV ANTIBODY TESTS AT DIAGNOSIS: )
. : Not TEST DATE .
(Indicate first test) Pos Neg Ind Dome _ Mo. . _ Vr. ° Datg of last documented negative HIV test DM°] lj':'
OCHIV=TEIA. ... o] - [o] ED [D (specify type):
. Yes No Unk
@ HIV=1/HIV=2 combination EIA. . ... @ - @ Dj ED ° If.HIV laboratory tests were not documented, is HIV 7 o [g
diagnosis documented by a physician? .................
® HIV-1 Western blot/IFA ... ... .. [0] o [ ] (1] Mo. v
® Other HIV antibody test............. e LI If yes, provide date of documentation by physician ... L]
(specify): -
2. POSITIVE HIV DETECTION TEST: (Record earliest test) Mo. Y. 4. IMMUNOLOGIC LAB TESTS:
l:\ culture D antigen \:‘ PCR, DNA or RNA probe |:|:| l:]:l AT OR CLOSEST TO CURRENT DIAGNOSTIC STATUS Mo. Yr.
n * CD4 Count............. LT Jeanser LT
. O
D4 Percent.................... 9
3. DETECTABLE VIRAL LOAD TEST: (Record most recent test) ¢ CD4 Percent 70
Test type® COPIESML Mo. v First <200 o or <14% Mo ¥r.
[ Y Y I [ T L], ot || ]| ]
k *Type: 11. NASBA (Organon) 12. RT-PCR (Roche) 13. bDNA(Chiron) 18, Other e CD4Percent.................... l:l:l % |:|:| [l:l)
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Vil. STATE/LOCAL USE ONLY

" Medical
Physician's Name: / ____Phone No.: ( ) Record No.
(Last, First, M.L.) Person
Hospital/Facility: Completing Form: Phone No.: )
— Patient identifier information is not transmitted to CDC! —
VIil. CLINICAL STATUS
( ; .
CLINICAL Yes  No ENTER DATE PATIENT Asymptomatic Mo.  Yr. Symptomatic _ Mo._ Yr.
. . (including acute retroviral syndrome and .
RECORD REVIEWED: E @ WAS DIAGNOSED AS: persistent generalized lymphadenopathy): [D D:I (not AIDS) : [D I:D
AIDS INDICATOR DISEASES '“"'Slf'af,'r‘::'s ',[;';'_a' D‘;‘,tf AIDS INDICATOR DISEASES '”"'aé,efoag';‘r’:s's Initial Date

Candidiasis, bronchi, trachea, or lungs

NA D:“:D Lymphoma, Burkitt's (or equivalent term) NA

H

Mol:|:|

Candidiasis, esophageal

@ D___”:D Lymphoma, immunoblastic (or equivalent term) NA Dj[l:l

Carcinoma, invasive cervical

NA I:]:”:D Lymphoma, primary in brain NA [DD:I

Coccidioidomycosis, disseminated or
extrapulmonary

H

Mycobacterium avium complex or M.kansasii, 1 > [D D:I
NA D] Dj disseminated or extrapulmonary

Cryptococcosis, extrapulmonary

H

NA []:H:l:’ M. tuberculosis, pulmonary™ D:H___[:l

Cryptosporidiosis, chronic intestinal
(>1 mo. duration)

NA EI:“:D M. tuberculosis, disseminated or extrapulmonary™ E @ [[:”:D

Cytomegalovirus disease (other than in liver,
spleen, or nodes)

=] =]

Mycobacterium, of other species or unidentified 7 5 D:I [D
NA |__—|:| D] species, disseminated or extrapulmonary

Cytomegalovirus retinitis (with loss of vision)

H

l:l:“:]:] Pneumocystis carinii pneumonia D:H:D

HIV encephalopathy

NA D:”:D Pneumonia, recurrent, in 12 mo. period D:”:D

Herpes simplex: chronic ulcer(s) (>1 mo. duration);
or bronchitis, pneumonitis or esophagitis

NA D][D Progressive multifocal leukoencephalopathy NA D:H:]:’

Histoplasmosis, disseminated or extrapulmonary

NA DJED Salmonella septicemia, recurrent NA D:H:l]

BRI

Isosporiasis, chronic intestinal (>1 mo. duration)

NA [I:I[D Toxoplasmosis of brain (2] [DD]

Kaposi's sarcoma

=]

D:I [I] Wasting syndrome due to HIV ‘E NA Dj D]
|

L Def. = definitive diagnosis Pres. = presumptive diagnosis —| * RVCT CASE NO.: | l } | I I | | | y
® If HIV tests were not positive or were not done, does this patient have
( an immunodeficiency that would disqualify him/her from the AIDS case definition? . Yes @ No @ Unknown )
IX. TREATMENT/SERVICES REFERRALS
; . " N
Has this patient been informed of his/her HIV infection? Yes [0]No [9]Unk. gg:asnﬁztf'gme'dsfgefe'v'"g or has Yes No NA Unk.
This patient’s partners will be notified about their HIV exposure and counseled by: o HIV related medical services......... o] - [¢
[1] Health department  [2] Physician/provider Patient  [9] Unknown ¢ Substance abuse treatment services [o] [o]
This patient received or is receiving: Tr(‘:'ls patileq?t. hl"‘s been e""%"l?‘f at: This patient’s medical treatment is primarily reimbursed by:
inical Tria inic
J ﬁ‘]nti-retroviral YEe]s %’ Uék NIH-sponsored [ 1] HRSA-sponsored Medicaid Private insurance/HMO
©rapY .cecvrenens
Py [2] Other [2] Other No coverage Other Public Funding
_ Yes No Unk. None None Clinical trial/ (9] Unknown
& PCP prophylaxis [o] 9] [2] Unknown [9] Unknown government program
EOR WOMEN: e This patient is receiving or has been referred for gynecological or obstetrical services:................. [1]Yes [0]No [9]Unknown
o Is this patient currently pregnant? .................oooiii i [1]Yes [0]No [9]Unknown
o Has this patient delivered live-born infants? ............ [1] Yes (if delivered after 1977, provide birth information [0]No [9]Unknown
below for the most recent birth

X. COMMENTS:

viewing the collection of information. An agency may ‘not conduct or sponsor, and a person is not required to respond to a collection of information unless it displays a currently valid OMB control number. Send

Cubllc reporting burden of this collection of information is estimated to average 10 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completlng and re)
g this burden r

any other aspect of this of i 3 suggestlons for reducing this burden to CDC, Project Clearance Officer, 1600 Clifton Road, MS D-24, Atlanta, GA 30333, ATTN: PRA {0920-0573). Do not send the comploled form to this address.
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