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HIV Disease Intake History


	


	Background
	Where were you born?
	

	
	Highest grade completed in school?
	

	
	Do you have any problems reading?
	( Yes

( No
	Problems Writing?
	( Yes

( No

	
	Are you currently employed?
	( Yes

( No
	Where?

	
	When did you stop working?
	
	Why?

	
	Veteran?
	( Yes

( No
	American Citizen?
	( Yes

( No

	
	Are you native to this area, if not, why did you relocate here?

	HIV History
	When did you have your first HIV test?

	
	Why did you go for an HIV test?

	
	

	
	When did you receive your first positive results?

	
	Did you seek medical treatment at that time?
	( Yes

( No
	Where?

	
	Did you get medications?
	( Yes

( No
	

	
	Did you see a doctor regularly?
	( Yes

( No
	

	
	If not, why not?

	
	Have you had any of the following diseases?
	Yes
	No
	Date
	Diseases
	Yes
	No
	Date

	
	H.  Zoster/Shingles
	(
	(
	
	H. Simplex/fever blisters
	(
	(
	

	
	Thrush
	(
	(
	
	Esophageal Candidiasis 
	(
	(
	

	
	PCP
	(
	(
	
	Kaposi’s Sarcoma
	(
	(
	

	
	CMV
	(
	(
	
	Cancer
	(
	(
	

	
	Cryptococcus
	(
	(
	
	Influenza
	(
	(
	

	
	MAC
	(
	  (
	
	
	  (
	 (
	

	
	Toxoplasmosis
	(
	(
	
	
	 (
	 (
	

	
	Cryptosporidosis
	(
	(
	
	
	  ( 
	 (
	

	
	Chronic Fatigue  Syndrome
	(
	(
	
	
	 (
	 (
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	HIV History

(continued)
	Have you been treated with any of the following?
	Yes
	No
	Date
	Where:
	Side Effects:

	
	AZT
	(
	(
	
	
	

	
	DDI
	(
	(
	
	
	

	
	DDC
	(
	(
	
	
	

	
	D4T
	(
	(
	
	
	

	
	3TC
	(
	(
	
	
	

	
	Inverase
	(
	(
	
	
	

	
	Other anti retrovirals:
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	Sulfa/Bactrim
	(
	(
	
	
	

	
	Diflucan
	(
	(
	
	
	

	
	Zovirax
	(
	(
	
	
	

	
	Mycobutin
	(
	(
	
	
	

	
	Protease Inhibitors:
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	Experimental Drugs:
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	Previous Hospitalizations – 

	
	Date, Reason, State, Physician – 

	Chief

Complaint/

Concern
	

	
	

	
	

	Coping

Mechanisms
	What do you do to help you relax?

	
	
	Yes
	No
	

	
	Do you have problems sleeping?
	(
	(
	What do you do to help you sleep?

	
	Have you ever received counseling
	(
	(
	What for?
	Where?
	How long?

	
	Are you in counseling now?
	(
	(
	What for?
	Where?
	How long?

	
	Are you on medication?
	(
	(
	What for?

	
	Medications/Explanation:  
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	Coping

Mechanisms

(continued)
	Do you use any of the following?

	
	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	
	Biofeedback
	(
	(
	Herbs
	(
	(
	Massage
	(
	(

	
	Acupuncture
	(
	(
	Hypnosis
	(
	(
	Yoga
	(
	(

	
	Meditation
	(
	(
	

	Nutrition
	Have you ever been to see a nutritionist
	(
	(
	When?
	Why?

	
	Has your appetite changed lately?
	(
	(
	Anorexia
	(
	(
	Bulimia
	(
	(

	
	
	Overeater
	(
	(
	

	
	What are your favorite foods?

	
	Do you eat anything with raw eggs, like egg-nog?
	(
	(
	Caesar Salad?
	(
	(
	

	
	Have you ever gotten sick from any foods?
	(
	(
	When?
	Where?

	
	Name them:

	
	Symptoms?
	(
	(
	What were they?

	
	Do you eat raw oysters?
	(
	(
	Raw fish?
	(
	(
	

	
	Do you snack rather than eat regular meals?
	(
	(
	Do you snack at night?
	(
	(
	What do you eat?

	
	

	Physical 
	Have you had any of the following?

	Symptoms
	
	Yes
	No
	
	Yes
	No
	

	
	Persistent fevers?
	(
	(
	Did you take your temperature?
	(
	(
	

	
	How did you decide you had a fever?

	
	Night sweats?  (where you had to change the sheets)
	(
	(
	Chills?
	(
	(
	

	
	Diarrhea?
	(
	(
	What helps to stop it?

	
	Altered taste? (not associated with taking medicine)
	(
	(
	

	Skin 

Problems
	Have you ever had any of the following skin problems?

	
	
	Yes
	No
	When?
	How Often?

	
	Nail changes in hands & feet?
	(
	(
	
	

	
	Fungal infections?
	(
	(
	
	

	
	Acne?
	(
	(
	
	

	
	Flaking skin? 

   (not from sunburn)
	(
	(
	
	

	
	Any kind of rashes of unknown origin?
	(
	(
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	Skin Problems
	Have you ever had any of the following skin problems?

	(continued)
	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	
	Lesions?
	(
	(
	Moles
	(
	(
	Dark Bumps?
	(
	(

	
	Warts?
	(
	(
	Unexplained bruises?
	(
	(
	

	Lymph Nodes
	Have you ever had swollen glands?
	(
	(
	When?
	Did you receive medications for this condition?
	Yes

(
	No

(
	When?

	
	Medications/Explanation:  

	Neck
	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	
	Do you have problems with your neck?
	(
	(
	Have you ever had whiplash?
	(
	(
	Stiff Neck?
	(
	(

	
	Did you receive any treatment for this condition?
	(
	(
	Therapy?
	(
	(
	What kind?

	Lungs
	Do you have a cough?
	(
	(
	Is it dry?
	(
	(
	Productive?
	(
	(

	
	Has your cough lasted more than 2 weeks?
	(
	(
	If Yes, use Cough assessment below

	
	Cough Assessment

	
	What color is your sputum?
	( White
	( Yellow
	( Green
	( Bloody
	( Other

	
	How long has it been like this?
	When do you cough the most?
	( Morning

( Night

	
	Do you smoke?

	
	Are you short of breath?
	Describe:

	
	When does this happen?
	( Sitting Still
	( Lying Down 
	( Moving around
	( Other

	
	Prior diagnosis?
	Yes
	No
	When?
	Where?

	
	COPD
	(
	(
	
	

	
	Asthma
	(
	(
	
	

	
	Emphysema
	(
	(
	
	

	
	T.B.
	(
	(
	
	

	
	Most recent PPD/Anergy test results
	
	

	
	Incarcerated?

( Yes

( No
	When?
	Where?
	Length of Incarceration:

	
	Have you had a CXR in the last 2 years?

( Yes

( No
	Results?

	
	Have you ever been on TB meds?
	( Yes

( No
	When?
	Where?

	
	Were you compliant with treatment?
	( Yes

( No
	Why not?
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	Lungs

(continued)
	How long did you take them?
	
	Any side effects?


	( Yes

( No

	
	What were the side effects?

	
	How did you get your meds?
	( DOT

( DOPT
	(Self-administered
	Where?

	
	

	
	Have you ever been vaccinated for TB?
	( Yes

( No
	Date: 

Location:

	
	
	
	
	

	
	
	
	
	

	
	Medications/Explanation:  

	Cardio 
	For stroke and hypertension:  

	Vascular
	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	
	Irregular heart beats?
	(
	(
	Palpitations?
	(
	(
	Congestive Heart Failure?
	(
	(

	
	Angina?
	(
	(
	ASHD?
	(
	(
	Cardiomyopathy?
	(
	(

	
	Murmur?
	(
	(
	Edema?
	(
	(
	Hx of ankle swelling?
	(
	(

	
	Hx of TIA?
	(
	(
	Hx of stroke?
	(
	(
	
	
	

	
	M.I.?
	(
	(
	How many?

	
	Did you receive treatment for your condition?
	(
	(
	Where?

	
	Are you being treated now?
	(
	(
	Where?

	
	Medications/Explanation:  

	Head
	Prior dx of migraines?
	( Yes

( No
	When?
	Treatment?

	
	What brings relief?

	
	What makes them worse?

	
	Other Headaches:  

	Eyes
	Do you wear glasses?
	( Yes

( No
	Contacts?
	( Yes

( No
	Are you using them?
	( Yes

( No

	
	What do you use them for?
	( Distance

( Driving

( Reading
	Date of last check-up?
	
	Where?

	
	Changes in vision?
	( Yes

( No
	When?

	
	Are you color blind?
	( Yes

( No
	( Red
( Green
	How is your night vision?
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	Ears
	Do you have earaches?
	( Yes

( No
	How often does this occur?
	
	
	

	
	Otitis?
	( Yes

( No
	Did you receive treatment?
	( Yes

( No
	What kind?

	
	Do you have problems hearing?
	( Yes

( No
	Hearing aid?
	( Yes

( No
	
	
	

	Nose
	Hx. Of sinusitis?
	( Yes

( No
	When did it start?

	
	Hx. Of allergic rhinitis?
	( Yes

( No
	When did it start?

	
	Did you ever receive treatment for this condition?
	( Yes

( No
	When?

	
	Injections
	( Yes

( No
	How many years?
	Months?

	
	Are you receiving treatment now?
	( Yes

( No
	What kind?

	
	Medications/Explanation:  

	Mouth
	White spots in mouth?
	( Yes

( No
	When?
	Treatment?
	( Yes

( No

	
	Coating on tongue?
	( Yes

( No
	When?
	Treatment?
	( Yes

( No

	
	Medications/Explanation:  

	Throat/

Oropharynx
	Oral lesions?
	( Yes

( No
	When?
	Treatment?
	( Yes

( No

	
	Bumps?
	( Yes

( No
	When?
	Treatment?
	( Yes

( No

	
	Sore throat?
	( Yes

( No
	How often?
	Treatment?
	( Yes

( No

	
	Thrush?
	( Yes

( No
	How often?
	Treatment?
	( Yes

( No

	
	Any pain when swallowing?
	( Yes

( No
	Where?

	
	When you eat do you?
	Gag
	( Yes

( No
	Choke?
	( Yes

( No
	If the answer is Yes, 

is it easier to eat:
	( Liquids

( Solids

	
	Medications/Explanation:  

	Dental
	Caries (cavities)
	( Yes

( No
	Bleeding gums?
	( Yes

( No
	Do you have your teeth capped?
	( Yes

( No

	
	How often do you brush your teeth?
	How often do you floss?
	Do you wear dentures?
	( Yes

( No

	
	Do you wear Partial Plate?
	( Yes

( No
	Do you now or were you ever told you had gum disease?
	( Yes

( No
	Treatment?
	( Yes

( No

	
	Date of last dental check-up?
	
	Where?
	Results?
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	Gastro
	Alcohol Intake?  

	Intestinal
	At what age did you start to drink?

	
	Nausea?
	( Yes

( No
	Vomiting
	( Yes

( No
	Diarrhea?
	( Yes

( No

	
	Constipation?
	( Yes

( No
	Bloating?
	( Yes

( No
	Gas?
	( Yes

( No

	
	Indigestion?
	( Yes

( No
	Gastritis
	( Yes

( No
	History of Ulcers?
	( Yes

( No

	
	Abdominal pain?
	( Yes

( No
	If “yes”, how often?
	Any treatment?
	( Yes

( No

	
	History of liver disease?
	( Yes

( No
	Explain?
	
	

	
	History of hepatitis
	( Yes

( No
	If  “yes”, was it Hepatitis
	( A              ( B             ( C            ( D

	
	Other hepatitis?
	( Yes

( No
	Explain?
	
	

	
	History of parasites?
	( Yes

( No
	Explain?
	
	

	
	G.B. stones?
	( Yes

( No
	Explain?
	
	

	
	Bloody stools?
	( Yes

( No
	Explain?
	
	

	
	Rectal pain?
	( Yes

( No
	Explain?
	
	

	
	Rectal lesions?
	( Yes

( No
	Explain?
	
	

	
	Other G.I. diseases?
	( Yes

( No
	Explain?
	
	

	Genital 
	In the genital area:

	Urinary
	Any masses?
	( Yes

( No
	History of renal stones?
	( Yes

( No
	If “yes” explain:

	System
	Rash?
	( Yes

( No
	Increased urination?
	( Yes

( No
	If “yes” explain:

	
	Difficulty voiding?
	( Yes

( No
	Itch?
	( Yes

( No
	If “yes”, explain:

	
	Dysuria?
	( Yes

( No
	
	
	

	
	History of STD’s  

	
	Ever had?
	SX?
	TX?

	
	Gonorrhea?
	( Yes

( No
	Syphilis?
	( Yes

( No
	Chlamydia?
	( Yes

( No

	
	NGU?
	( Yes

( No
	Genital Warts?
	( Yes

( No
	Genital Herpes?
	( Yes

( No

	
	MEN:
	
	
	
	
	

	
	Loss of libido?
	( Yes

( No
	Erectile dysfunction?
	( Yes

( No
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