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Initial Intake


	


	Initial Date:
	
	Update:
	
	Patient Number:

	Reason for Visit 

            Treatment of HIV disease:
	Home Address
	Apt. No.
	City
	State
	Zip

	Home Phone:
	Sex:

   ( Male 

   ( Female
	Race:


	Marital Status:

( Single    ( Married

( Divorced
	Female  HOH

( Yes     ( No
	

	SS #
	Employer Name:
	Employer Address
	Or, Medically Unable to Work:

                          ( Yes    ( No 

	Employer Phone:
	Medicaid #
	Medicare #:
	Private Insurance:

     ( Yes    ( No
	Private Ins. Name:
	I.D.#

	Gross Annual Income
	Family Size:
	Care Giver Available:

    ( Yes    ( No
	Homeless Status:
	
	:

	Active Substance Abuse:

( Yes    ( No
	Active physical illness:

     ( Yes    ( No
	Prior Military Service:

     ( Yes    ( No
	Branch:
	Hon. Discharge: 

    ( Yes    ( No

	In Case of Emergency Contact:
	Name:
	Relationship:
	Phone:
	Address:

	RISK GROUP

	HIV Positive:

      ( Yes    ( No
	Test: 
	Date:
	Sexual Status

Active: ( Yes    ( No
	Homosexual:

    ( Yes    ( No
	Bisexual:

( Yes    ( No

	Heterosexual:

     ( Yes    ( No
	Age of First Sexual Encounter:
	Number of Sexual Contacts:
	IV Drug Use:

( Yes    ( No
	Type:
	Dates:

	Blood Products:

( Yes    ( No
	Type:
	Date:
	Where:
	TB Diagnosis:

    ( Pos    ( Neg
	Treatment:

	Pregnancy: 

        Start:                            End:
	
	
	
	

	HIV RISK FACTORS

	1. Sex with a Male:

   ( Yes    ( No
	2. Sex with a Female:

   ( Yes    ( No
	3. Injection Non-Prescription Drugs
	( Yes

( No
	4. Sex While Using Non-Prescription Drugs
	( Yes

( No
	5. Sex for Drugs or Money
	( Yes

( No

	Heterosexual:

Relations with
	6. Intravenous/Injection Drug User
	( Yes    ( No

	
	7. Bisexual
	( Yes    ( No

	
	8. Person with Hemophilia/Coagulation Disorder
	( Yes    ( No

	
	9. Transfusion Recipient with HIV infection
	( Yes    ( No

	
	10. Person with HIV?  AIDS Infection, Risk not specified.
	( Yes    ( No

	
	11. Person where Heterosexual Transmission Predominates

12. Specify Country:
	( Yes    ( No

	
	13. Received Clotting Factor,    Specify:
	( Yes    ( No

	
	14. Received Transfusion or Components OTHER THAN CLOTTING FACTOR:

15. First Transfusion:                                               Last Transfusion: 
	( Yes    ( No

	
	16. Received Transplant or Artificial Insemination
	( Yes    ( No

	
	17. Worked in Health Care or Clinical Lab, Occupational.
	( Yes    ( No

	
	18. Sexual Abuse or Assault
	( Yes    ( No

	
	19. Mother with or at risk for HIV infection (under 13)
	( Yes    ( No

	
	20. OTHER RISK        Please specify:
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	INFECTIONS

	Infection Name
	Yes
	No
	Date
	Comments

	PCP
	
	
	
	

	MAI
	
	
	
	

	M. KAN
	
	
	
	

	KAPOSI’S SARCOMA
	
	
	
	

	CRYPTOCOCCUS
	
	
	
	

	HISTOPLASMOSIS
	
	
	
	

	CANDIDIASIS
	
	
	
	

	CMV RET. PNEUM. G.I.
	
	
	
	

	CRYPTOSPORIDIUM
	
	
	
	

	TOXOPLASMOSIS
	
	
	
	

	HAIRY LEUKOPLAKIA
	
	
	
	

	HERPES ZOSTER
	
	
	
	

	HERPES SIMPLEX
	
	
	
	

	EBHEPATITISV
	
	
	
	

	SALMONELLA
	
	
	
	

	SYPHILLIS
	
	
	
	

	GONORREA
	
	
	
	

	P.I.D.’S, RECURRING
	
	
	
	

	PML
	
	
	
	

	OTHER
	
	
	
	

	
	
	
	
	

	SYMPTOMS

	Symptom
	Yes
	No
	Comments

	Fevers
	
	
	

	Diarrhea
	
	
	

	Weight Loss
	
	
	

	Night Sweats
	
	
	

	Enlarged Lymph Nodes
	
	
	

	Fatigue
	
	
	

	Weakness
	
	
	

	Memory Loss
	
	
	

	Trouble Concentrating
	
	
	

	Difficulty Walking
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	DO YOU HAVE, OR HAVE YOU EVER HAD THE FOLLOWING (continued)

	Symptom
	Yes
	No
	Comments

	Trouble with Vision
	
	
	

	Rash/Dark Spots
	
	
	

	Depression/Anxiety
	
	
	

	Sore Throat
	
	
	

	Stiff Neck
	
	
	

	Cough
	
	
	

	Short of Breath
	
	
	

	Chest Pains
	
	
	

	Ankle Swelling
	
	
	

	Nausea
	
	
	

	Vomiting
	
	
	

	Urinary Problems
	
	
	

	Trouble with Sex
	
	
	

	Problem with Period
	
	
	

	Vaginal Problems
	
	
	

	Fertility Problems
	
	
	

	Mother Took DES
	
	
	

	Joint Pain
	
	
	

	Arm/Leg Pain
	
	
	

	Leg Weakness
	
	
	

	Numbness/Tingling
	
	
	

	Headaches
	
	
	

	Other
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	NUTRITION

	Number of Meals

Eaten Daily:
	Are you taking a food supplement?

( Yes    ( No
	Names of supplements:

	Height:
	Normal Weight:
	Current Weight:
	Do you have problems eating? 

( Yes    ( No
	Please Explain:
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	Surgeries:

	Other Hospitalizations:

	Chronic Medical Problems:

	OB/GYN:

P:        G:       AB:
	Miscarriages:
	Menarche:
	Date of Last Pap:
	Contraceptives:

Method Used/Now Using:



	Allergies:
	Reactions:
	Other Methods Used:

	
	
	Problems with Methods:

	
	
	

	
	
	

	Immunizations:
	(  MMR

(  Td

(  FL


	(  Pneum.

(  HBV
	Childhood Diseases:
	(  Measles

(  Mumps

(  Chicken Pox

(  Other:

	Current Medications:
	

	
	

	
	

	Miscellaneous:

	Exercise:  (20 min. 3x week)

( Yes    ( No
	Describe:

	Seat Belt Use:

(  Always

(  Occasionally 

(  Never
	Advance Directives Completed?

(  Yes

(  No
	Explained to Patient on Intake: 

(  Yes

(  No
	Copy Given:

(  Yes

(  No

	Clinics/Hospitals/Private Physicians who provided HIV Treatment:
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	SOCIAL HISTORY

	Mother:
	Age:
	Status:
	Problems:

	Father
	Age
	Status
	Problems:

	Brothers:
	How Many?
	Medical Problems

	Sisters:
	How Many?
	Medical Problems:

	Children:
	How Many?
	Ages:
	Medical Problems:

	Birth Place:
	Prior Residence:
	Occupation:

	Religion:
	Attendance:

( Frequently

( Occasionally

( Never
	Education: 

Highest Grade Completed
	

	Alcohol Use

( Yes

( No
	Amount:
	Tobacco Use: 

( Yes

( No
	Packs:
	Number of Years:

	Recreational

Drugs:
	(NOT I.V)
	Past
	Present
	Amount:

	
	Crack Cocaine
	
	
	

	
	Nitrates
	
	
	

	
	Marijuana
	
	
	

	
	Other:
	
	
	

	FAMILY:

	IF FAMILY MEMBER NOT LISTED PREVIOUSLY, MAY WE HAVE INFORMATION?

	Name
	Address

	Relationship:
	Telephone:
	City
	State
	Zip Code

	
	
	
	
	

	SUPPORT SYSTEMS::

	Does your family know your medical condition?
	( Yes

( No
	Are they Supportive?
	( Yes

( No
	Comments:

	Do you have a place to stay?
	( Yes

( No
	
	Do you have transportation?
	( Yes

( No
	

	FINANCIAL::

	Income:
	Work:
	SSI:
	SSD:
	AFDC:
	Other:

	Are you planning on applying for SSI/Disability soon?
	( Yes

( No
	Are you on Food Stamps?
	( Yes

( No
	Amount Receiving:

	Intake Done by:
	Title:

	Date:





Last Name:__________________ First Name:________________





I.D.#____________________________ DOB:_________________





Patient ID








Last Name:__________________ First Name:________________





I.D.#____________________________ DOB:_________________





Patient ID








Last Name:__________________ First Name:_________________





I.D.#____________________________ DOB:_________________





Patient ID








Last Name:__________________ First Name:________________





I.D.#____________________________ DOB:_________________





Patient ID














Last Name:__________________ First Name:________________





I.D.#____________________________ DOB:_________________





Patient ID
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