IDC –COUNSELLING FORM


ADULT INFECTIOUS DISEASES CLINIC COUNSELLING FORM
Initial  

[image: image1.emf]

Follow-up  *
A. DEMOGRAPHICS
1. Date (dd/mm/yyyy)--------------------------
2. IDC Number-----------------
3. Name-----------------------------------------------
4. Location of Residence

	District
	County

	
	

	Sub-county
	Parish
	Village

	
	
	


5. Description of Directions to Clients Home/Basic Map

[image: image155.emf]
6. Pregnant: Yes  
[image: image3.emf]

No  
[image: image4.emf]

Unknown  
[image: image5.emf]

N/A  
[image: image6.emf]
7. Religion

a. Protestant


[image: image7.emf]
b. Catholic



[image: image8.emf]
c. Pentecostal


[image: image9.emf]
d. Muslim



[image: image10.emf]
e. Others (specify) -----------------------------------------------------------------
8. Education: highest level of schooling completed

a. No formal education

[image: image11.emf]

b. P1-P4



[image: image12.emf]

c. P5-P7



[image: image13.emf]

d. S1-S4



[image: image14.emf]

e. S5-S6



[image: image15.emf]

f. Technical/University 

[image: image16.emf]

9. Employment/ Occupation of the respondent

a. Unemployed







[image: image17.emf]
b. Employed (earning a salary)





[image: image18.emf]
c. Self employed (Business sector)





[image: image19.emf]
d. Self employed (small scale business) (less than $1 a day)


[image: image20.emf]
e. Self employed (Agriculture)





[image: image21.emf]
f. Housewife







[image: image22.emf]
g. Others (specify) -----------------------------------------------------------------





B. FAMILY INFORMATION

1. Current marital status
a. Married




[image: image23.emf]
b. Cohabiting 



[image: image24.emf]
c. Separated



[image: image25.emf]
d. Divorced 



[image: image26.emf]
e. Widowed 



[image: image27.emf]
f. Single




[image: image28.emf]
If married, what type of marriage? 

Monogamous  
[image: image29.emf]       Polygamous  
[image: image30.emf]
If not currently married or cohabiting, do you currently have a partner?  Yes  
[image: image31.emf]       No  
[image: image32.emf]
If No, would you desire to get a partner? 
Yes  
[image: image33.emf]

No  
[image: image34.emf]

Not sure  
[image: image35.emf]
2. Children

a. How many times have you been pregnant, if female respondent?    ______

b. How many stillbirths have you had, if female respondent?                ______

How old is your youngest living child? Age in Years _______ months_______

	
	Total 

Number
	Tested for HIV?
	HIV positive?
	In school
	Out of school
	Alive
	Died

	No. of biological children
	
	
	
	
	
	
	

	No. of dependants
	
	
	
	
	
	
	


3. Spouse(s) Initials and   Occupation
	
	Initials
	Occupation
	Disclosure Status (Y?N)

	Spouse 1
	
	
	

	Spouse 2
	
	
	

	Spouse 3
	
	
	

	Spouse 4
	
	
	


4. Next of kin



Relationship------------------------------------------------------------------------

Name(s) ----------------------------------------------------------------------------


Occupation ------------------------------------------------------------------------


Physical Address-----------------------------------------------------------------


----------------------------------------------------------------------------------------


----------------------------------------------------------------------------------------



Phone No. (s) ---------------------------------------------------------------------
5. Treatment buddy



Relationship------------------------------------------------------------------------

Name(s) ----------------------------------------------------------------------------



Occupation ------------------------------------------------------------------------



Physical Address-----------------------------------------------------------------



----------------------------------------------------------------------------------------


----------------------------------------------------------------------------------------



Phone No. (s) ---------------------------------------------------------------------
6. Social Support



Primary care giver ----------------------------------------------------------------


Community ------------------------------------------------------------------------
7. Individual(s) who Received Counselling?



	
	Yes
	No

	Client
	
	

	Spouse
	
	

	Child
	
	

	Parent(s)
	
	

	Relatives
	
	


Other (specify) -------------------------------------------------------

8. Why was client not counseled directly?

a. Dropout/lost follow-up





[image: image36.emf]

b. Too Sick to Communicate




[image: image37.emf]

c. Language barrier





[image: image38.emf]

d. Minor







[image: image39.emf]
e. Disability (Deaf/Dumb)





[image: image40.emf]
f. Other (specify) -------------------------------------------------------


C. HIV/AIDS RELATED ISSUES

1. Initial visit only: When did you have your first positive HIV test (dd/mm/yyyy) -------------
2. Alternative medicine

Are you currently using any of the following?
a. Food supplements


b. Aromatherapy



c. Physiotherapy



d. Local/ traditional herbs


e. Others (specify) -------------------------------------------------------



3. Degree to which your health status interfered with your ability to perform certain types/amounts of work, housework or schoolwork

a. Never



[image: image41.emf]
b. Some of the time

[image: image42.emf]
c. Most of the time


[image: image43.emf]
d. All of the time


[image: image44.emf]
4. Degree to which your illness interferes with your normal activities

a. Never



[image: image45.emf]
b. Some of the time

[image: image46.emf]
c. Most of the time


[image: image47.emf]
d. All of the time


[image: image48.emf]
5. Ranking of overall well-being

a. Excellent

[image: image49.emf]
b. Moderate

[image: image50.emf]
c. Poor


[image: image51.emf]
6. Your expectations

a. Medical


b. Counseling

c. Food support

d. Employment

Other (specify) -------------------------------------------------------

7. Disclosure

Initial visit: Have you ever revealed your HIV status?


   Yes  
[image: image52.emf]  No  
[image: image53.emf]
Follow-up visit: Have you revealed your HIV status since last IDI visit?  Yes  
[image: image54.emf]  No  
[image: image55.emf]
If Yes, to whom?

(a)
Spouse

All

[image: image56.emf]
Some

[image: image57.emf]
None

[image: image58.emf]
Has no spouse

[image: image59.emf]
(b)
Other Partner
All

[image: image60.emf]
Some

[image: image61.emf]
None

[image: image62.emf]
Has no partner

[image: image63.emf]
(c)
Parents

All

[image: image64.emf]
Some

[image: image65.emf]
None

[image: image66.emf]
Has no parents

[image: image67.emf]
(d)
Children
All

[image: image68.emf]
Some

[image: image69.emf]
None

[image: image70.emf]
Has no children

[image: image71.emf]
Others (Specify) ----------------------------------------------------------------------
If No, state reason ---------------------------------------------------------

If you have a partner or spouse, has he/she tested for HIV?



Yes 
[image: image72.emf] 

No  
[image: image73.emf]

Unsure  
[image: image74.emf]


If yes, what is his/her HIV status?

Positive  
[image: image75.emf]

Negative  
[image: image76.emf]

Don’t know  
[image: image77.emf]



If positive is he/she attending IDI?




Yes  
[image: image78.emf]

No  
[image: image79.emf]

Unsure  
[image: image80.emf]



If attending IDI: IDC number ---------------------------------




If positive, is he/she on treatment i.e. ARV’s




Yes  
[image: image81.emf]

No  
[image: image82.emf]

Unsure  
[image: image83.emf]


If no, why has he/she not tested?



_____________________________________________________________________
8. Client’s Sexual History

Have you had sex in the last 1 month?  Yes  
[image: image84.emf]

No  
[image: image85.emf]
If yes, fill in the table
	
	Type of partner (A)
	Do you usually use condoms?
	Condom use during last sexual encounter
	Does partner agree easily to condom use?
	Have you disclosed HIV-status to partner?

(B)
	Has partner disclosed HIV status to patient? (B)  

	1
	
	Yes 
[image: image86.emf]  No
[image: image87.emf]
	Yes 
[image: image88.emf]  No
[image: image89.emf]
	Yes 
[image: image90.emf]  No
[image: image91.emf]
	
	

	2
	
	Yes 
[image: image92.emf]  No
[image: image93.emf]
	Yes 
[image: image94.emf]  No
[image: image95.emf]
	Yes 
[image: image96.emf]  No
[image: image97.emf]
	
	

	3
	
	Yes 
[image: image98.emf]  No
[image: image99.emf]
	Yes 
[image: image100.emf]  No
[image: image101.emf]
	Yes 
[image: image102.emf]  No
[image: image103.emf]
	
	

	4
	
	Yes 
[image: image104.emf]  No
[image: image105.emf]
	Yes 
[image: image106.emf]  No
[image: image107.emf]
	Yes 
[image: image108.emf]  No
[image: image109.emf]
	
	

	5
	
	Yes 
[image: image110.emf]  No
[image: image111.emf]
	Yes 
[image: image112.emf]  No
[image: image113.emf]
	Yes 
[image: image114.emf]  No
[image: image115.emf]
	
	

	6
	
	Yes 
[image: image116.emf]  No
[image: image117.emf]
	Yes 
[image: image118.emf]  No
[image: image119.emf]
	Yes 
[image: image120.emf]  No
[image: image121.emf]
	
	


A. Type of partner: 1.Spouse; 2.regular partner; 3. Friend; 4. Casual partner; 5. Sex worker; 6. Client

B. 1. No 
2. Yes Before
3. Yes After

If no, give reason(s) --------------------------------------------------------------------------------------------
--------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------

Have you ever been treated for a sexually transmitted infection in the last 6 months? 

Yes 
[image: image122.emf] 

 No
[image: image123.emf]
If yes,


a) How many times?    1 
[image: image124.emf] 

2  
[image: image125.emf]

3 or more  
[image: image126.emf]

b) What STI was it?
Ulcer


Yes 
[image: image127.emf] 


 No
[image: image128.emf]


Discharge

Yes 
[image: image129.emf] 


 No
[image: image130.emf]
Other


Yes 
[image: image131.emf] 


 No
[image: image132.emf]
9. Condoms


Number of Condoms given -------------------------------------------------------- 
Do you have easy access to condoms?
Yes
  
[image: image133.emf]

No  
[image: image134.emf]

Unsure  
[image: image135.emf]
10. Family planning use

Have you ever heard of Family Planning? 

  Yes  
[image: image136.emf]

No  
[image: image137.emf]
Are you currently using any Family Planning methods? Yes  
[image: image138.emf]

No  
[image: image139.emf]
If yes, select method
a. Condoms




[image: image140.emf]
b. Contraceptive pill



[image: image141.emf]
c. Injectables




[image: image142.emf]
d. Intrauterine device



[image: image143.emf]
e. Tube ligation




[image: image144.emf]
f. Vasectomy




[image: image145.emf]
g. Ovulation method



[image: image146.emf]
h. Withdraw method (coitus interruptus)

[image: image147.emf]
i. Abstinence




[image: image148.emf]
j. Other (specify) -------------------------------------------------------

How many children would you like to have? ------------
Are family planning services easy to access for you?  
Yes  
[image: image149.emf]

No  
[image: image150.emf]
If you have a partner or spouse, is he/she supportive of family planning use? 








Yes  
[image: image151.emf]

No  
[image: image152.emf]

Are you able to discuss family planning with him/her?  Yes  
[image: image153.emf]

No  
[image: image154.emf]
11. Harmful/High Risk habits 
	
	EVER
	Current

	
	Yes


	No


	Yes

	No


	Alcohol Abuse
	
	
	
	

	Smoking
	
	
	
	

	Drug abuse
	
	
	
	

	Commercial/
Transactional Sex
	
	
	
	


D. FOCUS OF SESSION/INFORMATION GIVEN

(a)
Pre-test





(j)
Spirituality




(b)
Post-test




(k)
Nutrition



(c)
Crisis





(l)
Disclosure



(d)
Opportunistic Infections



(m)
Discordance




(e)  
HIV/STD prevention



(n)
Hygiene



(f) 
Family Planning




(o)
PMTCT




(g)
Child (ren)




(p)
Drug Therapy (ARVs)


(h) 
Sex and Sexuality



(q)
Bereavement



(i)
Welfare





Other (specify): ________________________
Client’s concerns discussed/ Review of Previous Action Plan:

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Problems
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Coping  Mechanisms 
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Action Plan 
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Other(s)

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Name of Counselor: -------------------------------- 
Signature-----------------------Counselor Code:___
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*Only Fill out parameters if the information has changed from the ones in the initial assessment!!

_1259392470.vsd

