Florida Adult HIV/AIDS Confidential Case Report

(Patients = 13 years of age at time of diagnosis)

. HEALTH DEPT USE ONLY

Date Received at Health Department Did this report initiate a new case investigation? State Number
Y Y . QYes 0ONo QUnknown
Document Source Surveillance Method Report Medium QO Field Visit O Mailed QO Faxed U Phone
A - - - A F P R Q Electronic Transfer O CD/Disk
Report Status New Update Rptg. CHD City Date form completed: / /
[I. PATIENT IDENTIFIER INFORMATION-data not transmitted to CDC
Patient Name Last Name First Name Middle Name Social Security Number
Address 0 Residential 0 Bad Address 0 Correctional Facility Current Street Address
U Foster Home 0 Homeless U Postal O Shelter 0 Temporary
City State Zip Code County Phone ()

City/County Patient Number

[ll. DEMOGRAPHIC INFORMATION-complete ALL fields

Diagnostic Status aHIv Q AIDS Sex assigned at Birth Q0 Male O Female Date of Birth ___ _/_ _/_ _
Country of Birth @ US QO Other (specify): Status Alive QDead
DateofDeath _ _ / [ State/Territory of Death

Current Gender Identity 0 Male QO Female UOTransgender Male-to-Female (MTF) Q Transgender Female-to-Male (FTM) Q Unknown
O Additional gender identity (specify)

Ethnicity (select one): 0 Hispanic/Latino O Not Hispanic/Latino Q Unknown

Race: (select all that apply) O Black/AA O Asian O Native American or Alaskan O White 1 Hawaiian/P! QO unknown

Residence at Diagnosis: [ Same as Current Street Address:

City: County: State/Country: Zip:
IV. FACILITY OF DIAGNOSIS V. PATIENT HISTORY- complete ALL fields
Facility Name: Preceding the first positive HIV antibody test or AIDS
diagnosis, this patient had (Respond to ALL Categories) Yes No Unk
Address:
SEXWItN MAIE.......ooiiiiiiiiiiiiiii e a g a
City: SeX With FEMale...........evveiiiee e a a a
Injected NON-Prescription ArUGS..........u.eeveeeeeeie e a g a
State/Country: Zip: Received clotting factor for hemophilia/coagulation disorder...................... [ | [} [}
Specify disorder: O Factor VIII O Factor IX [ Other
Facility Type (check one) (Hemophilia A) (Hemophilia B) (specify):
0 Physician, HMO 0 Hospital, Inpatient
U other Intravenous/INJection Drug USET.................uueeeuueieeeiiiiiiiiiieieieeeeeeeeees a g a
Facility Code: Bisexual male (applies to females only)..........cooooiiiiiiiiiiiiias a Q Q
Facility Setting (check one) Person with hemophilia/coagulation disorder.................ccooeeviiiiieiiiinnn. 4 g 4
U Public U Private U Federal [ Other Transfusion recipient with documented HIV infection............................ 4 a a
Provider Name (Last, First, M) Transplant recipient with documented HIV infection.................ccccccvve.. a g a
Person with AIDS or documented HIV infection, risk unspecified.............. a g a
Provider Ph. No. ( ) Received transfusion of blood/blood components (other than clotting factor) a a a
FirstDate:_ /[  lLastDate:_ [/ [
Med. Rec. No: Received organ transplant, tissue or artificial insemination......................... a a a
Person Completing Form (Last, First, MI) Worked in healthcare or clinical laboratory.............................................. a g a
(specify occupation):
Phone No. ( ) Other documented risk [l | g Aa
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VI. LABORATORY DATA

HIV Antibody Tests at Diagnosis (Indicate first test-mm/dd/yyyy) HIV Detection Tests: (Record earliest test-mm/dd/yyyy)
Positive Negative Positive Negative
HIV-1 EIA HIV-1 NAT
HIV-1/2 EIA HIV-1 Qual PCR RNA
HIV -1/2 Ag/Ab HIV-1 P24 Antigen
HIV-1/2 Differentiating HIV-1 Qual PCR DNA
(e.g., Multispot) Other
HIV-1 Western Blot/IFA Other
Other Other
Other Other
Viral Load Test: ( most recent test- mm/dd/yyyy) Immunologic Lab Test: (test date-mm/dd/yyyy)
Type Name Copies / ML Collection Date At or closest to current diagnostic status Collection Date
HIV-1 NASBA CD4 Count: cells/ul ( %)
HIV-1 RT-PCR First<200 or <14% of total lymphocytes
HIV-1 bDNA CD4 Count: cells/ul ( %)
Other

Physician Diagnosis:

If HIV laboratory tests were not documented, is HIV diagnosis documented by a physician? 0 Yes 0 No QO Unknown
If yes, enter date of diagnosis (mm/dd/yyyy)

VIl. CLINICAL STATUS

Clinical Record Reviewed? Initial Dx Date : » Initial DxDate . @
u— ) Ty [
oYes QONo mm/dd/lyyyy 3 & mm/dd/yyyy a &
Candidiasis, bronchi, trachea, or lungs / / a L_eyrr:]g)homa, Burkitt's (or equivalent / / a
e Lymphoma, immunoblastic (or
Candidiasis, esophageal / / a a equivalent terms) / / a
Carcinoma, invasive cervical / / a Lymphoma, primary in brain / / a
s - . Mycobacterium avium complex or M.
Coccidioidomycosis, disseminated or / / D kansasii, disseminated, or / / D D
extrapulmonary —_— —_—
extrapulmonary
Cryptococcosis, extrapulmonary / / a M. tuberculosis, pulmonary * / / a
Cryptosporidiosis, chronic intestinal (>1 M. tuberculosis, disseminated, or
mo. duration) el = extrapulmonary * — Q a
. . . Mycobacterium, of other species or
(?ytomegalokus disease (other than in / / a unidentified species, disseminated or / / a a
liver, spleen, or nodes) - —
extrapulmonary

Cytomegalovirus retinitis (loss of vision) / / a [ |Pneumocystis carinii pneumonia / / a a
HIV encephalopathy / / a Pneumonia, recurrent, in 12 mo. period / / a a
Herpes S|.mplv.3x: chronlc.L.JIcer(s) >1 Progressive multifocal
mo. duration); or bronchitis, / / Qa / / a

o I —_— leukoencephalopathy —_—
pneumonitis or esophagitis
Histoplasmosis, disseminated, or S A E— a Salmonella septicemia, recurrent / / a
extrapulmonary —_—
Isosporiasis, chronic intestinal (>1 mo. / / . .
duration) _ Q Toxoplasmosis of brain / / a a
Kaposi's sarcoma / / a @ |wasting syndrome due to HIV / / a
Def. = definitive diagnosis  Pres. = presumptive diagnosis * RVCT Case Number

VIII. TREATMENT/SERVICES REFERRALS

Patient informed of his/her infection? d Yes d No 4 Unknown

This patient's partners will be notified about their HIV exposure and counseled by: O 1-Health Dept O 2-Physician/Provider Q1 3-Patient O 9-Unknown

Is patient receiving or been referred for obstetrical or gynecological services? d Yes 4 No Q Unknown

Is patient currently pregnant? O Yes d No Q Unknown

If YES, EDC (due date) / /

Has patient delivered a live-born infant? O Yes d No Q Unknown

CHILD OF PATIENT (record most recent birth in these boxes; record additional or multiple births in the Comments section)

Hospital: City: State: Zip:
Child's Name (Last, First, M) Child's State No: DateofBirth /[
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IX. LOCAL FIELDS

PRISM # NIR STATUS: NIR OP NIR OP DATE
DOC # NIR_CL NIR CL DATE:

Link with eHARS stateno(s): NIR_RE NIR RE DATE:
OTHERRISKS:A___BIC__D__F___M__V___ 3 INITIALS (3) SOURCE CODE A

HEPATITIS: A B C Other Unknown

X. COMMENTS:

XI. INCIDENCE AND RESISTANCE

HIV TESTING AND ANTIRETROVIRAL USE HISTORY (record all dates as MM/DD/YYYY)

Main source of testing and treatment history information (select one) Date patient reported information

/ /

[ Patient Interview [ Medical Record Review [ Provider Report U other

Ever had a previous positive HIV test? U ves W No U Refused [ unknown
If YES, date of First Positive HV test / /

If YES, in what STATE was the First Positive HIV test performed?

Ever had a negative HIV test? 0 ves U No L unknown [ Refused If YES, date of Last Negative test / /

Number of negative HIV tests within 24 months before first positive # U Refused [ unknown

If YES, in what STATE was the Last Negative HIV test performed?

Ever taken any antiretrovirals (ARVs)? U ves Uno  unknown U Refused

First date of ARV/HIV medication / /

Last date of ARV/HIV medication / / U patient is currently taking any ARV

Code of ARV medication(s)
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