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\
CLINICAL Yes Mo | ENTER DATE PATIENT mmm Mo, W Symptomatic _ Me.  r
RECORDREVIEWED: [1] [o0] | waS DIAGNOSED as: mﬂ and | {not AIDS) :
; Date
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Candidiasis, bronchi, trachea, or lungs [1] NA Lymphoma, Burlitts (or squivalent term) [1] MNa l
Candidiasis, esophageal 1] [2] Lyﬂ'lptmrmunmwgq:.hmtﬂm} 1] NA
| corcinoma, iwvasive conveal [1] Na Lymphama, primary in brain [1] Na I
Cunﬁdmmqmmdlmlnaﬁ-dm E' NA | H arvium complex or M. kansasi, '3 |_E]
| extrapulmonary __disseminated or extrapulmonary
Crypococcosls, exirapulmanary [1] Ma I M. tubarcutosis, pulmonary” 1] (2]
WI : chvoni intestinal [ Na I M. tuberculosis, disseminated or axtrapuimonary® [1] [2]
Cytamegalovirus disease (other than in liver, Mycobactenumn, of bifver species or unidentified | ;
EphRN, OF NOCES) Il NA | " - __spacies, disseminated or extrapuimanary lj E!
Cytomegalovinus ratinitis {with loss of vision) e Praumocystis caninii prauronia ] [2]
HIV encephalopathy m MA ]l Preumania, recurrent, in 12 mo, padod m E
Hempes gimplex: chronie uicen(s) (=1 mo., duration);
of bronchitis, pneumonitis or " [ Na “ www (1] Na
Histoplasmosis, dissominated of extrapulmonary | 1] NA II Salmaonella septicernia, recurrant (1] NA
Isosporiasis, chronic intestinal (=1 mo. duration)  [1] NA I Texoplasmosis of brain [ [E]
Kaposi's sarcoma "] [z I Wasting syndrome due to HIV 1] NA
[ Det = definitve diagnosis  Pres. = presumplive diagnosis | * RVCT CASE NO.: m
# H HIV tasts ware not positive or were not done, does this patient have
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This patient's pariners will ba notified about thelr HIV exposure and counseled by: ® HIV related medical services ... O] [of - [9
(7] Health department |2 Physiclan/provider [3| Patient [8] Unknown | ® Substance abuse treatment sanvicas [1] [o] [8] [9]
Thig patient received or is recahving: Thé: ﬂﬁarﬂmmfgﬁhﬂ This patient’s medical treatment is primarily reimbursed by:
n m
» Anti-retroviral Eﬂ E ‘L [1] NIH-sponsored [ 1] HRSA-sponsored [1] Medicaid [2] Private insurance/HMO
TROTAPY wrvreee [2] Other (2] Other '3] No coverage [4] Other Public Funding
~ Yes No Unk [3] Mone [3] Mone [7] Chinical trial/ [9] Unknown
» PCP prophylaxis [ 1] [o] [9] El'-""'““-‘“"" Unknown govammant program
FOR WOMEN: e This patient is receiving or has been refarred for gynecological or obstetrical services: ... . 1)ves [o/No [3]Unknown
® |5 this patient CUmentlY PreORAMTT . ... ...t ar st et re e st et e [1]vas [olMo [8] Unknown
» Has this patient delivered five-bom infants? .. ... [1] Yes (it delivered after 1977, provide birth information [0]No  [9] Unknown
low for the most recent birth}
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