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CLINICAL INFORMATION 
Treating Provider Name: Provider phone: (           )______-_______ 

Treating Facility Name: Patient MRN #: 

Was there an AIDS defining condition or opportunistic infection?  □Yes  □No  □Unknown 

Please specify: Date of condition: __ __/__ __/__ __ __ __ 

Is this patient currently pregnant? □ Yes  □No  □Unk Has this patient delivered live-born infants? □ Yes □No □Unk 

Date(s) of birth: State(s) of birth: 

Was the patient symptomatic? □ Yes  □No  □Unk 

Were partners notified? □ Yes □ No □Unk  If yes, by whom? □ Patient □ Health Department □ Clinic staff □ Other_______ 
To request partner notification services, please contact (617) 983-6940 

RISK HISTORY  (Please respond to all questions) 
See Supplement for Pediatric Risk

□Yes  □No  □Unknown Sex with male? 

□Yes  □No  □Unknown  Sex with female? 

□Yes  □No  □Unknown  Injection drug use? 

□Yes  □No  □Unknown  Heterosexual sex with injection/intravenous drug user? 

□Yes  □No  □Unknown  Heterosexual sex with bisexual male? 

□Yes  □No  □Unknown  Heterosexual sex with person with hemophilia/coagulation disorder? 

□Yes  □No  □Unknown  Heterosexual sex with transfusion recipient with documented HIV infection? 

□Yes  □No  □Unknown  Heterosexual sex with transplant recipient with documented HIV infection? 

□Yes  □No  □Unknown  Heterosexual sex with person with AIDS or documented HIV infection? 

□Yes  □No  □Unknown  Received clotting factor for hemophilia/coagulation disorder? 

□Yes  □No  □Unknown  Received transfusion of blood/blood components (other than clotting factor)? 

□Yes  □No  □Unknown  Received transplant of tissue/organs or artificial insemination? 

□Yes  □No  □Unknown  Worked in health-care or clinical laboratory setting? Occupation ___________________________ 

Other: _____________________________________________________________ 

HIV ANTIRETROVIRAL(ARV) USE AND TESTING HISTORY 
Main source of information (select one) □ Patient Interview □ Medical Record Review □ Provider Report 

Date patient reported information:  :  __ __/__ __/__ __ __ __ Ever taken ARVs?  □ Yes  □ No  □ Unknown 

Reason for ARV use (select all that apply): Date began: Date of last use: 

□ HIV Tx  ARV medications _________________________ __ __/__ __/__ __ __ __ __ __/__ __/__ __ __ __ 

□ PrEP  ARV medications _________________________  __ __/__ __/__ __ __ __  __ __/__ __/__ __ __ __ 

□ PEP ARV medications _________________________  __ __/__ __/__ __ __ __  __ __/__ __/__ __ __ __ 

□ PMTCT  ARV medications _________________________  __ __/__ __/__ __ __ __  __ __/__ __/__ __ __ __ 

□ HBV Tx  ARV medications _________________________  __ __/__ __/__ __ __ __  __ __/__ __/__ __ __ __ 

□ Other  ARV medications _________________________  __ __/__ __/__ __ __ __  __ __/__ __/__ __ __ __ 

Ever had previous positive HIV test?  □Yes  □No  □Unk                           Date of first positive test:  __ __/__ __/__ __ __ __ 

Location of first positive test: __________________________________ 

Ever had negative HIV test? □Yes  □No  □Unk 
Date of last negative HIV test:  __ __/__ __/__ __ __ __ 

(if date is from a lab test with  test type, enter in lab data section) 

Number of negative HIV tests within 24 months before first positive test: # ________      □Unknown 

ADMINISTRATIVE INFORMATION 
Comments: 

Name of person completing form:  Date completed: __ __/__ __/__ __ __ __ 
Facility name:  Phone: ( ____ )_____-_______ 

Please send completed form by CONFIDENTIAL FAX to 617-983-6813 


