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	IDENTIFICATION



	* INTAKE DATE:   ___ ___ / ___ ___ / ___ ___ ___ ___
                                 MONTH           DAY                  YEAR


	    Please Check Box If Incomplete Agency Intake
	* CLIENT ID:

	SS #:   __ __ __ - __ __ - __ __ __ __

	    Please Check Box If This Client Is Anonymous 
	Case #:

	* LAST NAME:

	
	*SEXUAL ORIENTATION / GENDER IDENTITY:
 

	* FIRST NAME:

	
	*DO YOU THINK OF YOURSELF AS:

	*CURRENT GENDER IDENTITY:

	*SEX ASSIGNED AT BIRTH:


	Middle Name:

	
	( Gay
( Lesbian
( Straight or heterosexual
( Bisexual
( Queer
( Pansexual
( Asexual
( Not Sure/
Questioning
( Sexual orientation not listed (if selected, must write-in below)
( Chose not to respond
Write-in:

	( 10 Woman/Girl
( 12 Transgender woman/girl

( 11 Man/Boy
( 13 Transgender man/boy
( 14 Chose not to respond

( 15 Non-binary person

( 16 Gender non-conforming person

( 17 Not sure/
Questioning

( 18 Gender not listed (if selected, must write-in below)
Write-in:
	( 10 Female

( 11 Male

( 19 Intersex
( 14 Choose not to respond


	Gender Pronouns:

	( She/her/hers
( He/him/his
( They/Them/Theirs
( Pronoun not listed

Write-in________________
	
	
	

	AKA:


	
	
	
	

	
* DATE OF BIRTH 

(DOB):
	___ ___ / ___ ___ / ___ ___ ___ ___

  MONTH           DAY                      YEAR
	Current Age:

__ __


	
	
	

	How do you prefer your gender/sex to be presented on formal NYS ID forms/ documents?
	( Male       ( Female       ( X


	* PRIMARY LANGUAGE:

	Secondary Language:


	( 01 English

( 02 Spanish

( 03 French

( 04 Haitian Creole

( 05 Cape Verdean Creole

( 06 Italian

( 07 Russian

( 08 German

( 09 Chinese

( 10 Japanese

( 11 Other East Asian 

( 12 Hindi
( 13 Other Indian / Pakistani  

( 14 Vietnamese

( 15 Korean

( 16 Other Southeast Asian 

( 17 Native American 

( 18 Greek


	( 19 Urdu

( 20 Sign Language

( 21 Braille

( 22 Portuguese

( 23 Arabic

( 24 Hebrew
( 25 Other African Language

( 26 Other Slavic Language

( 27 Khmer

( 28 Laotian

( 30 Bangla

( 31 Chinese – Cantonese

( 32 Chinese – Mandarin


	( 33 Hmong

( 34 Bahasa Indonesia

( 35 Bahasa Melayu

( 36 Punjabi

( 37 Tagalog

( 38 Thai 

( 39 Kurdish 

( 40 Turkish 
	( 01 English

( 02 Spanish

( 03 French

( 04 Haitian Creole

( 05 Cape Verdean Creole

( 06 Italian

( 07 Russian

( 08 German

( 09 Chinese

( 10 Japanese

( 11 Other East Asian 

( 12 Hindi
	( 13 Other Indian / Pakistani

( 14 Vietnamese

( 15 Korean

( 16 Other Southeast Asian 

( 17 Native American 

( 18 Greek

( 19 Urdu

( 20 Sign Language

( 21 Braille

( 22 Portuguese

( 23 Arabic

( 24 Hebrew


	( 25 Other African Language

( 26 Other Slavic Language

( 27 Khmer

( 28 Laotian

( 30 Bangla

( 31 Chinese – Cantonese

( 32 Chinese – Mandarin

( 33 Hmong

( 34 Bahasa Indonesia

( 35 Bahasa Melayu

( 36 Punjabi

( 37 Tagalog

( 38 Thai



	* CLIENT:   ____________________________________   ______________________________________     __________________________
                      * LAST NAME                                                                * FIRST NAME                                                                     Middle


	ADDRESS & CONTACT



	      Street:
	________________________________________
________________________________________


	This Person Can Be Contacted (Please Check All That Apply):

	
	
	(  Discretion


	(  By Mail

	
	
	(  Home Visit


	(  By Phone

	* ZIP CODE:


	__ __ __ __ __ - __ __ __ __


	Daytime Telephone:

          
	( __ __ __ ) __ __ __ - __ __ __ __       


	City:

	
	* STATE:


	
	

	
	
	
	Evening:
	( __ __ __ ) __ __ __ - __ __ __ __ 
      

	* COUNTY:


	
	
	

	* HOUSING:


	
	

	( 01 Homeless on Street
( 02 Homeless in Shelter  
( 03 Transitional Housing

( 04 Residential-Psychiatric Facility

( 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
	Total Annual Household Income:
	$  ______________

	
	
	


	* CLIENT:   ____________________________________   ______________________________________     __________________________
                      * LAST NAME                                                                * FIRST NAME                                                                     Middle

	MORE DETAILS



	* ETHNICITY:    
	(  NON-HISPANIC   ( HISPANIC
	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

	
	           (Please Note:  Details Is Required For Hispanic Clients Reported In The RSR)



	* RACE:
	( WHITE
	Details:
	( 41 Eastern Europe / Russia 

( 42 Southern Europe / Mediterranean


	( 43 Other Europe

( 44 Arab / Middle East / North Africa

	
	( BLACK / AFRICAN AMERICAN
	Details:
	( 21 African National 

( 22 East African

( 23 North African


	( 24 South African
( 25 West African
	( 26 Haitian

( 27 Jamaican

( 28 Other Caribbean

	
	( ASIAN
	Details:
	( 11 Asian Indian

( 12 Chinese

( 13 Filipino
( 14 Japanese

( 15 Korean
	( 16 Vietnamese

( 17 Bangladeshi

( 18 Pakistani

( 19 Thai

( 81 Cambodian
	( 82 Hmong

( 83 Indonesian

( 84 Lao

( 85 Malaysian

( 91 Tibetan

	( 92 Taiwanese

( 93 Sri Lankan

( 94 Afghani

( 95 Other Asian

( 96 Burmese

( 97 Nepalese

	
	        (Please Note:  Details Is Required For Asian Clients Reported In The RSR)



	
	( AMERICAN INDIAN OR ALASKA NATIVE



	
	( NATIVE HAWAIIAN / PACIFIC ISLANDER
	Details:
	( Native Hawaiian

( Fijian
	( Guamanian Or Chamorro

( Tongan
	( Samoan


	( Other Pacific Islande

	
	         (Please Note:  Details Is Required For Native Hawaiian / Pacific Islander Clients Reported In The RSR)



	INSURANCE INFORMATION AT INTAKE

	* INSURANCE STATUS:


	(  KNOWN
	(  UNKNOWN / UNREPORTED
	(  NO INSURANCE

	                  * INSURANCE INFORMATION – IF INSURANCE IS KNOWN, PLEASE COMPLETE FORM ON NEXT PAGE BELOW


	Country of Birth:__________________________________________________



	Marital Status:
	( 01 Single (Never Married)

( 02 Married

( 03 Legally Separated

( 04 Informally Separated

( 05 Divorced

( 06 Widowed 

( 07 Domestic Partner
	Religion:
	( 01 Agnostic

( 02 Atheist

( 03 Baptist

( 05 Episcopalian

( 06 Protestant

( 07 Buddhist
( 08 Christian

( 10 Jewish

( 12 Lutheran

( 13 Methodist

( 14 Pentecostal
	( 15 Presbyterian

(16 Seventh Day Adventist

( 17 Unitarian

( 18 Anglican

( 19 Orthodox Jewish

( 20 Greek Orthodox

( 21 Roman Catholic

( 22 Hindu

( 23 Jehovah Witness

( 24 Mormon
( 26 Muslim

	( 27 Naturalism

( 28 Pantheist

( 30 Quaker

( 32 Taoist

( 33 None

( 35 Reform Jewish

( 36 Hassidic Jewish

( 37 Scientology

( 38 Christian Science

( 39 Santeria

( 99 Other


	* REFERRED 
    BY -     

     SOURCE:
	( 101 Physician

( 102 Community Health Center

( 103 Designated AIDS Ctr. Hospital

( 104 Other Hospital

( 105 TB Clinic

( 106 STD Clinic

( 107 Family Planning / PCAP

( 108 Home Health Agency

( 109 Emergency Medical Services

( 111 ICF (Intermediate Care Facility)

( 112 Residential Health Care Facility

( 113 Skilled Nursing Facility

( 114 HIV Counseling & Testing

( 116 CHWP / NFP / Home Visiting

( 117 School

( 118 Emergency Dept./Hospital
	( 119 Local Department of Health

( 120 Urgent Care Center/Clinic

( 130 HIV Home Test Giveaway Program

( 140 PEP Hotline
( 501 Community Service Provider (CSP)

( 502 Community Based Organization (CBO)

( 503 Adolescent Service Program

( 504 Shelter / Hotel

( 505 Supportive Housing Provider

( 506 Local Department of Social Services

( 507 Foster Care Agency

( 508 CFP/COBRA Case Management Agency

( 509 Women’s Service Organization

( 520 Migrant Education Program

( 521 Faith-based Organization
( 651 HIV + Partner


	( 652 HIV - Partner

( 653 HIV Status Unknown Partner
( 654 Friend Or Family

( 655 Media

( 656 Hotline

( 657 Street Outreach / Education

( 658 Self

( 659 Hemophilia Association

( 660 Partner Services

( 661 Fire Department
( 701 Drug Rehab Program

( 702 Detox Program

( 703 Substance Use Program
	( 704 Alcohol Use Program

( 705 Syringe Exchange Program
( 801 Community Mental Health Program

( 802 Psychiatric Services Provider

( 803 Psychological Counseling Provider

( 804 Mental Health Service Provider
( 901 Legal Services Provider

( 902 Correctional Association Hotline

( 903 Division of Parole

( 904 Rape Unit

( 905 Department of Corrections

( 906 Criminal Justice Initiative

( 907 Other Inmate

( 908 Law Enforcement
( 999 Other

	* TYPE OF REFERRAL SOURCE: 
	(  IN HOUSE       (  EXTERNAL  


	Organization:

	Contact:




	* CLIENT:      ____________________________________      ______________________________________     __________________________
                          * LAST NAME                                                                   * FIRST NAME                                                                     Middle


	INSURANCE INFORMATION AT INTAKE


	* TYPE OF INSURANCE:


	* TYPE OF INSURANCE COVERAGE:



	PRIMARY

	
	
	OTHER
	     INDIVIDUAL
	         FAMILY
	  N/A



	* INSURANCE PROVIDER:

	* PLAN NAME

	MEDICAID SNP (AMIDA CARE)

	

	MEDICAID SNP (MetroPlus)

	

	MEDICAID SNP (VNSNY CHOICE SelectHealth)

	

	MEDICAID FHPLUS
	Aetna Health

Affinity Health Plan
American Progressive (Todays Options NY)

AMERIGROUP New York

Atlantis Health Plan

Blue Cross Blue Shield Of Western NY

Blue Shield Of Northern Eastern NY

CDPHP – Capital District Physician’s Health Plan

CIGNA
EmblemHealth

Empire Blue Cross / Empire Blue Cross Blue Shield

Empire Health Choice HMO

Excellus Blue Cross Blue Shield

Excellus Health Plan

Fidelis (New York State Catholic Health Plan)

GHI HMO Select

Health Net Of New York


	Health Republic Insurance (NY CO-OP)

Health First

HealthNow New York

HIP (Health Insurance Plan of Greater NY)

Hudson Health Plan

Independent Health Association

Managed Health

MetroPlus Health Plan

MVP Health Plan

Neighborhood Health Providers

North Shore LIJ

Oscar Insurance Corporation

SCHC Total Care

The New York Presbyterian Community Health Plan

United Healthcare Of New York (Oxford)

Univera

WellCare Of New York



	CHPLUS


	Aetna Health

Affinity Health Plan
American Progressive (Todays Options NY)

AMERIGROUP New York

Atlantis Health Plan

Blue Cross Blue Shield Of Western NY

Blue Shield Of Northern Eastern NY

CDPHP – Capital District Physician’s Health Plan

CIGNA
EmblemHealth

Empire Blue Cross / Empire Blue Cross Blue Shield

Empire Health Choice HMO

Excellus Blue Cross Blue Shield

Excellus Health Plan

Fidelis (New York State Catholic Health Plan)

GHI HMO Select

Health Net Of New York


	Health Republic Insurance (NY CO-OP)

Health First

HealthNow New York

HIP (Health Insurance Plan of Greater NY)

Hudson Health Plan

Independent Health Association

Managed Health

MetroPlus Health Plan

MVP Health Plan

Neighborhood Health Providers

North Shore LIJ

Oscar Insurance Corporation

SCHC Total Care

The New York Presbyterian Community Health Plan

United Healthcare Of New York (Oxford)

Univera

WellCare Of New York



	MEDICARE / MEDICAID


	
	

	 HEALTH HOMES – TCM


	
	

	 HEALTH HOMES – TCM ENGAGEMENT


	
	

	 HEALTH HOMES 


	
	

	 HEALTH HOMES – ENGAGEMENT


	
	


	MEDICAID FEE-FOR-SERVICE


	
	

	MEDICAID MCO (MAINSTREAM)
	Aetna Health

Affinity Health Plan
American Progressive (Todays Options NY)

AMERIGROUP New York

Atlantis Health Plan

Blue Cross Blue Shield Of Western NY

Blue Shield Of Northern Eastern NY

CDPHP – Capital District Physician’s Health Plan

CIGNA
EmblemHealth

Empire Blue Cross / Empire Blue Cross Blue Shield

Empire Health Choice HMO

Excellus Blue Cross Blue Shield

Excellus Health Plan

Fidelis (New York State Catholic Health Plan)

GHI HMO Select

Health Net Of New York


	Health Republic Insurance (NY CO-OP)

Health First

HealthNow New York

HIP (Health Insurance Plan of Greater NY)

Hudson Health Plan

Independent Health Association

Managed Health

MetroPlus Health Plan

MVP Health Plan

Neighborhood Health Providers

North Shore LIJ

Oscar Insurance Corporation

SCHC Total Care

The New York Presbyterian Community Health Plan

United Healthcare Of New York (Oxford)

Univera

WellCare Of New York



	MEDICARE


	
	


	* CLIENT:      ____________________________________      ______________________________________     __________________________
                          * LAST NAME                                                                   * FIRST NAME                                                                     Middle


	INSURANCE INFORMATION continued



	* INSURANCE PROVIDER continued

	* PLAN NAME continued



	PRIVATE – INDIVIDUAL

	Aetna Health

Affinity Health Plan
American Progressive (Todays Options NY)

AMERIGROUP New York

Atlantis Health Plan

Blue Cross Blue Shield Of Western NY

Blue Shield Of Northern Eastern NY

CDPHP – Capital District Physician’s Health Plan

CIGNA
EmblemHealth

Empire Blue Cross / Empire Blue Cross Blue Shield

Empire Health Choice HMO

Excellus Blue Cross Blue Shield

Excellus Health Plan

Fidelis (New York State Catholic Health Plan)

GHI HMO Select

Health Net Of New York


	Health Republic Insurance (NY CO-OP)

Health First

HealthNow New York

HIP (Health Insurance Plan of Greater NY)

Hudson Health Plan

Independent Health Association

Managed Health

MetroPlus Health Plan

MVP Health Plan

Neighborhood Health Providers

North Shore LIJ

Oscar Insurance Corporation

SCHC Total Care

The New York Presbyterian Community Health Plan

United Healthcare Of New York (Oxford)

Univera

WellCare Of New York

	PRIVATE - EMPLOYER


	Aetna Health

Affinity Health Plan
American Progressive (Todays Options NY)

AMERIGROUP New York

Atlantis Health Plan

Blue Cross Blue Shield Of Western NY

Blue Shield Of Northern Eastern NY

CDPHP – Capital District Physician’s Health Plan

CIGNA
EmblemHealth

Empire Blue Cross / Empire Blue Cross Blue Shield

Empire Health Choice HMO

Excellus Blue Cross Blue Shield

Excellus Health Plan

Fidelis (New York State Catholic Health Plan)

GHI HMO Select

Health Net Of New York


	Health Republic Insurance (NY CO-OP)

Health First

HealthNow New York

HIP (Health Insurance Plan of Greater NY)

Hudson Health Plan

Independent Health Association

Managed Health

MetroPlus Health Plan

MVP Health Plan

Neighborhood Health Providers

North Shore LIJ

Oscar Insurance Corporation

SCHC Total Care

The New York Presbyterian Community Health Plan

United Healthcare Of New York (Oxford)

Univera

WellCare Of New York

	HS (INDIAN HEALTH SERVICES)


	
	

	NO INSURANCE / SELF PAY


	
	

	HIV UNINSURED CARE PROGRAMS / ADAP, ADAP PLUS


	
	

	MILITARY / VA


	
	

	WORKERS COMPENSATION

	
	

	BLUE SHIELD


	
	

	BLUE CROSS


	
	

	HEPCAP


	
	

	EDICAID FAMILY PLANNING BENEFIT PROGRAM (FPBP)


	
	

	PrEP ASSISTANCE PROGRAM (PrEP – AP / HUCP)
	
	

	PrEP MEDICATION ASSISTANCE PROGRAM (PrEP - MAP)
	Aetna Health

Affinity Health Plan
American Progressive (Todays Options NY)

AMERIGROUP New York

Atlantis Health Plan

Blue Cross Blue Shield Of Western NY

Blue Shield Of Northern Eastern NY

CDPHP – Capital District Physician’s Health Plan

CIGNA
EmblemHealth

Empire Blue Cross / Empire Blue Cross Blue Shield

Empire Health Choice HMO

Excellus Blue Cross Blue Shield

Excellus Health Plan

Fidelis (New York State Catholic Health Plan)

GHI HMO Select

Health Net Of New York

Health Republic Insurance (NY CO-OP)
	Health First

HealthNow New York

HIP (Health Insurance Plan of Greater NY)

Hudson Health Plan

Independent Health Association

Managed Health

MetroPlus Health Plan

MVP Health Plan

Neighborhood Health Providers

North Shore LIJ

Oscar Insurance Corporation

SCHC Total Care

The New York Presbyterian Community Health Plan

United Healthcare Of New York (Oxford)

Univera

WellCare Of New York

Gilead

	* EFFECTIVE DATE:   ____ ____ / ____ ____ / ____ ____ ____ ____

                                        MONTH             DAY                   YEAR
	Policy Number:
	Sequence #:




	* CLIENT:   ____________________________________   ______________________________________     __________________________
                      * LAST NAME                                                                * FIRST NAME                                                                     Middle



	ENROLLMENT


	PLACEMENT INFORMATION


	Date Intake Entered:  ___ ___ / ___ ___ / ___ ___ ___ ___
                                         Month           Day                  Year
	Registry #:

	* PERSON COMPLETING INTAKE:
	* CLIENT ASSIGNED TO SITE:

	* PROGRAM PERFORMING INTAKE:
	

	OPTIONAL

	PROGRAM ENROLLMENT AT INTAKE:
	Worker Assigned:

	Type of Referral Source:    ( In-house     ( External
	Organization:

	PROGRAM ENROLLMENT AT INTAKE:
	Worker Assigned:

	Type of Referral Source:    ( In-house     ( External
	Organization:

	The Information below and on the following page are required to Complete the Intake

* After Intake Is Completed and saved, you will need to use the AID/HIV Risk History form to update client HIV risk history.


	HIV STATUS AT INTAKE
	* EFFECTIVE DATE:   ___ ___ / ___ ___ / ___ ___ ___ ___
                                          MONTH           DAY                  YEAR

	* HIV ADULT STATUS:                 

(  01 HIV- POSITIVE, NOT AIDS  
(  02 HIV-POSITIVE, AIDS STATUS UNKNOWN 
(  03 HIV-NEGATIVE, AT RISK, NOT AFFECTED  
(  04 UNKNOWN / UNREPORTED
(  08 HIV-NEGATIVE, AFFECTED   
(  10 HIV-POSITIVE, CDC-DEFINED AIDS 
(  14 HIV-NEGATIVE, NOT AT RISK
	* HIV PEDIATRIC STATUS:    

(  05 HIV-INFECTED (PEDIATRIC)
(  06 HIV-VERTICAL (PERINATAL) 
EXPOSURE
(  07 HIV-NEGATIVE SEROREVERTER 
(  09 HIV-AFFECTED (PEDIATRIC)
(  11 HIV-NEGATIVE, AT RISK, NOT AFFECTED
(  12 UNKNOWN / UNREPORTED
(  13 HIV-NEGATIVE, NOT AT RISK



	* SYMPTOMS  (PEDIATRIC ONLY):
(  01 NONE
(  02 MILD
(  03 MODERATE
(  04 SEVERE




CLIENT: _______________________  ________________________
HIV / AIDS RISK HISTORY AT INTAKE
	Have you had sex with?


	In the past 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 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 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 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 in the last 12 months?
	( No    ( Yes    

( Chose not to respond/Unknown

	
	
	If Yes – Currently on PrEP? 
	( No    ( Yes

( Chose not to respond/Unknown

	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

( Result not known

	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 a Tattoo from an unlicensed artist?
	( No    ( Yes     ( Chose not to respond/Unknown

	  Had a Body Piercing from an unlicensed piercer?
	( No    ( Yes     ( Chose not to respond/Unknown

	  Had chronic hemodialysis?
	( No    ( Yes     ( Chose not to respond/Unknown

	  Lived with someone who had HCV?
	( 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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