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Last Name, First Name: ___________________________ Date of Birth ___/___/______
Address: __________________________ City: _____________ State: ___ Zip: _________
How would you like to be contacted? (check all that apply):
☐ Discretion Required       ☐ Mail          ☐ Home Visit         ☐ Phone: _____-_____-______    
Current Sexual Orientation:
☐ Gay    ☐Lesbian    ☐Straight/Heterosexual    ☐Bisexual    ☐Queer    ☐Pansexual    ☐Asexual    ☐Not Sure/Questioning                    ☐Chose Not to Respond     ☐Sexual Orientation Not Listed       ☐Write In: _______________

Current Gender Identity:
☐Woman/Girl    ☐Transgender Woman/Girl    ☐Man/Boy     ☐Transgender Man/Boy    ☐Non-Binary Person
☐Gender Non-Conforming Person    ☐Not Sure/Questioning    ☐Chose Not to Respond                                                                      ☐Gender Not listed/Write-in: __________

Sex Assigned at Birth:
☐ Female      ☐ Male       ☐ Intersex       ☐ Chose Not to Respond

Language:
☐01 English       ☐ 02 Spanish      ☐ 03 French      ☐ Other: Please Specify: _______________

Housing:
☐  01 Homeless on Street    ☐ 02 Homeless in Shelter     ☐ 03 Transitional Housing     ☐ 04 Residential-Psychiatric 
☐ 05 Residential- Group Home     ☐ 06 Residential- Drug Treatment     ☐ 07 Skilled Nursing Facility or Hospice                     ☐ 08 Hospital ☐ 09 Correctional Facility (Jail/Prison)    ☐ 10 Permanent Housing- Rental                                                           ☐ 11 Permanent Housing- Owns Home    ☐ 12 With Relations/Friends     ☐ 13 Domestic Violence Situation

Household Income: (If Incarcerated check here ☐)
How many people in your household? _____
Total Yearly Household Income? _________

Ethnicity:
☐ Non-Hispanic     ☐ Hispanic (Choose Hispanic details)

	☐ 31 Puerto Rican    ☐ 32 Dominican    ☐ 33 South American    ☐ 34 Mexican/Mexican American/Chicano(a)                    ☐ 35 Central American    ☐ 36 Cuban     ☐ 37 Spanish     ☐ 38 Other Hispanic, Latino/a or Spanish Origin



Race:
☐ White     ☐ Black or African American      ☐ Asian      ☐ American Indian or Alaskan Native                                                 ☐ Native Hawaiian/Pacific Islander

Insurance:
[bookmark: _GoBack]Do you have Health Insurance?   ☐ Yes     ☐ No    ☐ Unknown
If Yes, who is the provider? ____________________
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Referral Source: __________________________________   Type of Referral: ☐ Internal ☐ External 
Person Completing Intake: _________________________   Program Preforming Intake: ____________________________
Site: ____________________________ 
 
HIV Adult Status:   Effective Date: __/___/____
☐ HIV-Positive, Not AIDS    ☐ HIV-Positive, AIDS Status Unknown   ☐ HIV-Negative, Unaffected
☐ Unknown/Unreported   ☐ HIV-Negative, Affected    ☐ HIV-Positive, CDC-Defined AIDS  

HCV Status:   Effective Date: ___/___/___
☐ Infected (Acute)  ☐ Infected (Chronic)  ☐ Previously Infected (resolved)  ☐ Previously Infected ( TX success)
☐ Not Infected    ☐ Unknown     ☐ Infected (Chronic-Probable)

*HCV Risk factors will populate in HCV Testing Module when completed first in Client Intake Module
	HIV/AIDS Risk History 

	
Have you had sex with?

	In the last 5 years:
	In the last 6 months:
	If Yes, select all that apply
	Sex without a condom? 

	Women
	☐ No     ☐Yes     
☐ Chose not to respond/Unknown
	☐No    ☐ Yes     
☐Chose not to respond/Unknown
	☐Vaginal ☐ Anal ☐Oral
	☐Yes  ☐ No

	Men
	☐ No     ☐Yes     
☐ Chose not to respond/Unknown
	☐No    ☐ Yes   
☐ Chose not to respond/Unknown
	☐Vaginal ☐Anal ☐ Oral
	☐Yes  ☐ No

	Transgender women
	☐ No     ☐ Yes     
☐ Chose not to respond/Unknown
	☐ No    ☐Yes
☐Chose not to respond/Unknown
	☐ Vaginal ☐Anal ☐ Oral
	☐ Yes  ☐ No

	Transgender men
	☐ No     ☐ Yes     
☐ Chose not to respond/Unknown
	☐No    ☐ Yes 
☐ Chose not to respond/Unknown
	☐ Vaginal ☐ Anal ☐ Oral
	☐ Yes  ☐ No

	Gender non-conforming, non-binary, or questioning persons
	☐No     ☐Yes     
☐Chose not to respond/Unknown
	☐ No    ☐Yes
☐Chose not to respond/Unknown
	☐ Vaginal ☐ Anal ☐ Oral
	☐ Yes  ☐ No

	
Were any of your partners in the last 6 months…

	A person who is living with HIV?
	□ No    □Yes    
□Chose not to respond/Unknown
	A person who engages in sex in order to get something they need such as money, drugs, food or housing?
	□ No    □Yes    
□Chose not to respond/Unknown

	*A person who is living with HCV?
	□ No    □Yes    
□Chose not to respond/Unknown
	
	

	A person diagnosed with an STI?
	 □ No    □Yes    
□Chose not to respond/Unknown
	A person who injects drugs?
	□ No    □Yes    
□Chose not to respond/Unknown

	Have you in the last 6 months…

	Been diagnosed with an STI?
	□ No    □Yes    
□Chose not to respond/Unknown
	Had sex in order to get something you needed such as money, drugs, food, or housing?
	□ No    □ Yes    
□Chose not to respond/Unknown

	Have you ever…

	Heard of PrEP?
	□ No    □ Yes 

□ Chose not to respond/Unknown
	If Yes - on PrEP the last 12 months
	 □No     □Yes    
□Chose not to respond/Unknown

	
	
	If Yes – currently on PrEP 
	 □No    □ Yes    

	
*Injected drugs

	□ No    □ Yes 

□ Chose not to respond/Unknown 
	If Yes – within the past 5 years?
	 □ No   □ Yes    
 □ Chose not to respond/Unknown 

	
	
	If Yes – within the last 12 months?
	 □ No     □ Yes    
 □ Chose not to respond/Unknown

	Had a previous HIV test?
	□ No    □ Yes 

□ Chose not to respond/Unknown
	If Yes, Date & result   
Date: _ _/_ _/_ _ _ _
	□Positive  □ Negative   
□ Chose not to respond/Unknown

	*Been diagnosed with a Hemophilia/coagulation disorder?
	□ No    □ Yes 

□ Chose not to respond/Unknown
	If Yes, received products prior to 1987?
	□ No    □ Yes 
□ Chose not to respond/Unknown

	*Received a blood product or transplant?
	□ No    □ Yes 

□ Chose not to respond/Unknown
	If Yes, prior to 1992?
	□ No    □ Yes 
□ Chose not to respond/Unknown

	*Snorted drugs?
	□ No    □ Yes 
□ Chose not to respond/Unknown
	*Had chronic hemodialysis?
	□ No    □ Yes 
□ Chose not to respond/Unknown

	*Had a Tattoo from an unlicensed artist?
	□ No    □ Yes 
□ Chose not to respond/Unknown
	*Lived with someone who had HCV?
	□ No    □ Yes 
□ Chose not to respond/Unknown

	*Had a body piercing from an unlicensed piercer?
	□ No    □ Yes 
□ Chose not to respond/Unknown
	*Been exposed to blood or body fluids while at work?
	□ No    □ Yes 
□ Chose not to respond/Unknown
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	TEST INFORMATION AND REFERRALS


	Date of HCV Test:__ __/__ __/__ __ __ __                                      Person Completing HCV Test: _____________________      Program Preforming HCV Test: ____________________             Site of HCV Test: ______________________________

	
Has the client been previously tested for HCV?   □ Yes   □ No   □ Unknown   If Yes, Date:  __ __ / __ __ /________
                                                                                                                                                  If the day is unknown, enter “01”

Has the client been previously cured of HCV?   □ Yes   □ No   □ Unknown   If Yes, Date:  __ __ / __ __ /________
 

	RESULTS
□ Reactive (Positive)                 □ Non-Reactive (Negative) 

	RESULTS PROVIDED
□ Yes              If Yes, Date:  __ __ / __ __ /________

	


	□ No                If No, Reason:

                         □ 01 Refused Notification

                         □ 02 Did Not Return / Could Not Locate
                         
                          □ 88 Other



	
Client Referred for HCV Diagnostic Test?    □ Yes   □ No   □ Client refused offer of referral
If yes…Organization: __________________________(From Referral Library) 
 Outcome: ____________________________ (select from list below)
HCV RNA Test Date:  ____ / ____ /_________   
HCV RNA Result:   □ Positive/Detectible   □ Negative/Undetectable   □ Specimen not viable
Provided: □ Yes  □ No

Client Referred for HCV Medical Evaluation & Treatment:    □ Yes   □ No   □ Client refused offer of referral
If yes…Organization: __________________________(From Referral Library) 
 Outcome: ____________________________(Select from list below) 



Outcome Selection List:  +01 Client Received Service, -01 Client Refused Service, -02 Client on Waiting List
                                     -04 Appointment Pending, -06 Client No Show for Appointment, -07 Lost to Follow-up
                 -21 Client Declined offer of HCV RNA Referral, 22 Client Declined offer of HCV Medical Referral
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