        Version: Oct  29, 2013                          ISS CLINIC ADULT INITIAL ENCOUNTER FORM                   Date of visit:          /           /      
	Patient ID:                                       



ART Number:


	Surname:                                                                                    Other names:


	Patient Category:
	( New             ( Transfer Not On ART    ( Transfer In On ART

	Sex:      
	( Male     ( Female                                                
	Date of birth (dd/mm/yy):           /        /                 or Age:

	Patient address:
	District:
	Sub County/Division:

	
	Parish/Ward:
	Village/LC1:

	
	Phone number:
	Landlord Name:

	Treatment 

Supporter:
	Surname:                                               Other name:                                      Phone no.:  

	
	Relation to patient:  ( Spouse    ( Other family member       ( Friend        ( Other:

	Education:
	( none    
Primary: O entered   O completed        
Secondary: O entered   O completed        Tertiary: O entered   O completed

	Occupation:  
	( Unemployed         ( Student          ( Civil servant           ( Business           ( Armed forces            ( Farmer     

( Other:                                          

	Tribe:   
	( Kiga        ( Nkole        ( Hima        ( Ganda      ( Toro       ( Konjo      ( Other:                                                 

	Religion:
	( Catholic        
( Protestant                  ( Moslem                   ( Other:

	Monthly income:   
	( <100,000       

( 100,000 - 250,000       

( 250,001 - 500,000        

( >500,000

	Do you have piped/tap water inside your home?           ( Yes          ( No   

	Care entry point:   
	( RTC (#_______________ )      O Outpatient                   O Inpatient                      O TB Ward          

( PMTCT   ( AIC     ( TASO      ( CBO       ( Private   ( Self Referral     ( Other:                                                                   

	Time needed to reach clinic today:   
	( less than 30 minutes       ( 30-60 minutes      ( 1-2 hrs         ( 2-3 hours

( 3-4 hours   ( 4-5 hours   ( 5-6 hours     ( > 6 hours

	For men: Are you circumcised?  
	( Yes ( No   If yes, at what age?                           If no, would you consider? ( Yes ( No

	Date of first positive HIV test: 
	(mm/yyyy)                   /                        

	Where was the test done?    
	     ( AIC                  ( Government facility                ( Private facility                 ( Other

	Is it okay for a member of this clinic to confidentially look for you in case you do not return for care in future?  ( Yes        (  No        

	Family  Status

	Current marital status:   
	( Single            ( Separated               ( Divorced              ( Widowed  
( Married          For men if married: How many wives do you have?:   

	HIV status of spouse(s):    
	( N/A                     ( At least one Positive               ( All Negative          (Unknown

	Discordance
	Any sexually partners in last 4 weeks known to be HIV negative?      ( Yes         ( No 

	Have you disclosed your status to anyone?  
	( No  (Yes, if yes whom (mark all the apply):   ( Spouse            ( Other sexual partner     

                       ( Friend          ( Brother/Sister      ( Parent              ( Other:

	No. of biological children still living:
	No. HIV-positive biological children < 18 years still living:

	Other than patient, how many people in household including children at school? 
	No. HIV-positive: 
	No. HIV status is unknown:

	
	No. HIV-positive and in care:
	No. under 5 years:              

	House-hold members in HIV care:
	Names
	Age
	Relationship
	Clinic where cared for 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Are you/your partner using any form of family planning (mark all that apply)?   ( N/A (not sexually active)       ( none             

	( Oral contraceptive pill        
	( Condoms      
	( Natural family planning / rhythm       
	( Sterilization/hysterectomy                   

	( Diaphragm/cervical cap                         
	( IUD             
	( Injectible hormones (e.g. Depo-provera, Norplant)                 
	( Other:                               

	Alcohol Use Questions (AUDIT-10)

	1. How often did you have a drink containing alcohol in the last one year? ( The number in brackets represents the score)

	
( Never (0) (skip to questions 9 & 10)          ( Monthly or less(1)                                        ( 2 to 4 times a month(2)       

	
( 2 to 3 times a week (3)                                  ( 4 or more times a week(4)  

	2. How many drinks containing alcohol did you have on a typical day when you are drinking in the past one year?

	               ( 1 to 2 drinks(0)                                    ( 3 to 4 drinks(1)                                             ( 5 to 6 drinks(2)

	                  ( 7 to 9 drinks(3)                                     ( 10 or more drinks(4)

	3. How often did you have six or more drinks on one occasion in the past one year?

	
( Never(0)                               ( Less than Monthly(1)                                        ( Monthly(2)                 
               ( Weekly (3)                           ( Daily or almost daily (4)    

	4. How often during the last year have you found that you were not able to stop drinking once you had Started?

	
( Never(0)                               ( Less than Monthly(1)                                        ( Monthly(2)                 
               ( Weekly (3)                           ( Daily or almost daily (4)    

	5. How often during the last year have you failed to do what was normally expected from you because of drinking?

	                 ( Never (0)                              ( Less than monthly(1)                                         ( Monthly (2)                 
                 ( Weekly (3)                            (Daily or almost daily(4)     

	

	

	6. How often during the last year have you needed a first drink in the morning to get yourself going after a heavy drink session?

	
( Never(0)                               ( Less than Monthly(1)                                        ( Monthly(2)                 
               ( Weekly (3)                           ( Daily or almost daily (4)    

	7. How often during the last year have you had a feeling of guilt or remorse after drinking?

	
( Never(0)                               ( Less than Monthly(1)                                        ( Monthly(2)                 
               ( Weekly (3)                           ( Daily or almost daily (4)    

	8. How often during the last year have you been unable to remember what happened the night before because you had been drinking?

	
( Never(0)                               ( Less than Monthly(1)                                        ( Monthly(2)                 
               ( Weekly (3)                           ( Daily or almost daily (4)    

	9. Have you or someone else been injured as a result of your drinking?

	
( No(0)                                                       ( Yes, but not in the last year(2)                    ( Yes, during the last year(4)         

	10. Has a relative or a friend, or doctor or other health worker been concerned about your drinking or suggested you cut down?

	
( No(0)                                                       ( Yes, but not in the last year(2)                    ( Yes, during the last year(4)         

	Total Score:___________

	Evaluation 

	Risk Level
	Intervention
	Score

	     ( I
	Alcohol education
	0-7

	     ( II
	Simple Advice
	8-15

	     ( III
	Simple Advice plus brief counseling and continued counseling
	16-19

	     ( IV
	Referral to specialist for diagnostic evaluation and treatment
	20-40

	Counselor’s name:                                                                       Counselor’s signature:                                                    

	Women Only

	Pregnant now? ( yes  ( no  ( unknown                   If yes:  No of months:

	No. of times pregnant?                    How many children, alive or stillborn, have you given birth to?

	Are you in PMTCT?  ( yes   ( no  ( unknown         If yes: Which ARVs?  ( AZT     ( NVP   ( full therapy    ( unknown

	Delivered in last year?      ( no ( skip to vitals          ( yes (Date (dd/mm/yy):              /               /               

	Has your infant received NVP or AZT?   ( yes   ( no                     Feeding method:  
( breast      ( formula       ( both

	Vital Signs

	Weight[kg]:               
  
BP:         ________/_________            


 Temp [oC]:      
Height [cm]:    

  
Pulse:                                                     


Resp Rate:        

	Nurse’s name:                                                                      Nurse’s signature:  

	 CURRENT SYMPTOMS

	Clinical presentation:  (  no complaints     (  complaints  

	Presenting complaints: (circle chief complaint, tick other symptoms)

	General
	(  red eyes              
	(  vomiting     
	LNMP:____/____/_____
	(  confusion

	(  fever  
	(  eye itching          
	(  abdominal pain     
	Musculoskeletal
	(  forgetfulness

	(  weight loss
	(  visual difficulties           
	(  diarrhea
	(  backache
	Psychiatric

	(  weight gain  
	(  nasal congestion        
	(  constipation
	(  joint pains            
	(  depression             

	(  chills/rigors                
	(  running nose                                                                                             
	(  yellow eyes    
	(  joint swelling
	(  anxiety                     

	(  fatigue                        
	(  nose bleeding 
	(  poor appetite    
	(  leg swelling        
	(  mania

	(  night sweats  
	Cardiopulmonary
	Genitourinary
	(  muscle pain     
	(  hearing voices          

	HEENT
	(  cough-dry        
	(  vaginal discharge                
	Nervous system
	(  other hallucinations           

	(  dysphagia
	(  cough-productive                 
	(  urethral discharge                   
	(  headache  
	Dermatologic

	(  odynophagia           
	(  haemoptysis
	(  genital  itching                  
	(  focal weakness             
	( Skin Lesion / Rash 

	(  oral sores                  
	(  chest pain                
	(  dysuria
	(  seizures
	Distribution:
	O  localized

	(  sore throat                  
	(  SOB
	(  hematuria              
	(  neck stiffness            
	
	O generalized

	(  hearing problem
	Gastrointestinal
	(  genital warts           
	(  numbness
	
	O itchy

	(  earache                 
	(  nausea
	(  genital ulcer(s)        
	(  feet pains
	 Symptoms:
	O painful

	Other symptoms:


	PAST MEDICAL HISTORY

	( None               ( Syphilis          ( Epilepsy         ( Diabetes       ( Cardiac disease         ( Hypertension                 ( Hepatic disease

	( Renal disease         Other diagnoses:

	Hospitalized in the previous year?    ( Yes  ( No        If yes, how many times? ______
Reason(s) for the hospitalizations:

	MEDICATION HISTORY

	Allergies:
	Penicillin:
	( No  ( Yes
	Reaction:

	
	Sulfa:
	( No  ( Yes
	Reaction:

	
	Others:
	( No  ( Yes
	Drug 1:                            
	Rxn 1:

	

	

	ARV MEDICATION HISTORY

	
	Past use (but not last 7 days)
	
	Current use (last 7 days)

	Has the patient ever taken ARV’s for any reason?  

(No (Yes
If yes, specify drug, indication and duration    
	Drugs
	pMTCT
	Tx
	PEP
	Duration
	pMTCT
	Tx
	PEP
	Duration
	Side effects

	
	AZT (zidovudine)
	(
	(
	(
	
	(
	(
	(
	
	

	
	3TC (lamivudine)
	(
	(
	(
	
	(
	(
	(
	
	

	
	D4T (stavudine)
	(
	(
	(
	
	(
	(
	(
	
	

	
	DDI (didanosine)
	(
	(
	(
	
	(
	(
	(
	
	

	
	ABC (abacavir)
	(
	(
	(
	
	(
	(
	(
	
	

	
	Tenofovir (TDF)
	(
	(
	(
	
	(
	(
	(
	
	

	
	Truvada (TDF/FTC)
	(
	(
	(
	
	(
	(
	(
	
	

	
	CBV (AZT/3TC)
	(
	(
	(
	
	(
	(
	(
	
	

	
	NVP (nevirapine)
	(
	(
	(
	
	(
	(
	(
	
	

	
	EFV (efavirenz)
	(
	(
	(
	
	(
	(
	(
	
	

	
	Kaletra (lopinivir/r; Aluvia)
	(
	(
	(
	
	(
	(
	(
	
	

	
	Triomune (D4T/AZT/NVP)
	(
	(
	(
	
	(
	(
	(
	
	

	Current OI Medications (defined as used in last 7 days)
	Adherence (non-adherent defined as missed >5 days in previous 30)

	PCP
	( none    ( septrin proph       ( septrin tx      ( dapsone  
	( adherent ( non-adherent  Reason:

	TB 
	( none      ( SRHZE   ( RHZE     ( EH     ( RHE   ( RH  ( INH             
	( adherent ( non-adherent  Reason:

	CCM
	( none    ( diflucan proph     ( diflucan tx   
	( adherent ( non-adherent  Reason:

	Herbal use:    
	(  never    ( previous        ( current (in last 7 days)       

	Other drugs currently in use:
	1.
	2.

	
	3.
	4.

	PHYSICAL EXAMINATION

	Functional status: 
	( working                  ( ambulatory                                ( bed ridden                                    Karnofsky:             %

	General exam: 
	( well                        ( chronically sick appearing         ( acutely sick appearing                        

	Oropharynx:         
	( normal                  
	( abnormal                  
	If abnormal specify:

	Eyes:                
	( normal                                  
	( abnormal                                  
	

	Lymph nodes:
	( normal                                  
	( abnormal                                  
	

	Ears:                
	( normal                  
	( abnormal                  
	

	Neck:    
	( normal                                  
	( abnormal                                  
	

	Skin:     
	( normal                                  
	( abnormal                                  
	

	Chest:   
	( normal                  
	( abnormal                  
	

	Heart:    
	( normal                                  
	( abnormal                                  
	

	Abdomen:   
	( normal                                  
	( abnormal                                  
	

	Urogenital/pevic
	( normal                  
	( abnormal                  
	

	Extremities:
	( normal                                  
	( abnormal                                  
	

	Psychiatric:    
	( normal                                  
	( abnormal                                  
	

	Other signs:



	PRIOR LABORATORY AND RADIOGRAPHY RESULTS:

	Test
	Result
	Test date (dd/mm/yy)
	Test
	Result
	Test date (dd/mm/yy)

	CD4 Nadir (lowest on record)
	
	
	Platelets 
	
	

	3 most recent CD4’s
	
	
	Total bilirubin
	
	

	
	
	
	Alkaline phosphatase
	
	

	
	
	
	ALT
	
	

	Pre ARV Viral Load 
	
	
	AST
	
	

	Most recent Viral Load
	
	
	Creatinine
	
	

	Hemoglobin
	
	
	RPR/VDRL
	
	

	WBC
	
	
	Sputum AFB
	
	

	Absolute neutrophil count
	
	
	Urine HCG
	
	

	Total lymphocyte count
	
	
	
	
	

	Other labs: 



	Most Recent CXR
	Date (dd/mm/yy): 
	( Normal  or Mark All That Apply:   ( Infiltrate     ( Miliary      ( Diffuse abnormality but non-miliary       

( Cardiomegaly                               ( PIeural effusion             ( Cavity            

( Other abnormality: Specify

	

	

	

	ASSESSMENT

	Does the patient currently have, or has the patient previously ever had, any of the following conditions?

“Pre” refers to previous conditions that are no longer present, and “Cur” refers to currently active conditions:            

	WHO STAGE 1
	WHO STAGE 3  

	Pre
	Cur
	
	Pre
	Cur
	

	(
	(
	Asymptomatic 
	(
	(
	Unexplained weight loss > 10 %

	(
	(
	Generalized lymphadenopathy
	(
	(
	Unexplained chronic diarrhea > 1 month

	WHO STAGE 2
	(
	  (
	Unexplained fever > 1 month

	(
	(
	Unexplained weight loss of < 10% 
	(
	(
	Pulmonary tuberculosis (includes  treatment phase)

	(
	(
	Recurrent URI (sinusitis, otitis, pharyngitis,etc)
	(
	(
	Persistent oral candidiasis

	(
	(
	Herpes zoster
	(
	(
	Necrotizing stomatitis or gingivitis

	(
	(
	Angular chelitis
	(
	(
	Hb < 8 g/dl, or ANC< 500 or platelets < 50 

	(
	(
	Recurrent oral ulceration
	(
	(
	Oral hairy leukoplakia

	(
	(
	Papular pruritic eruptions 
	(
	(
	Severe bacterial infection (pneumonia, meningitis, pyomyositis, PID, bacteremia,  etc.)

	(
	(
	Seborrheic dermatitis
	
	
	

	(
	(
	Fungal nail infection
	
	
	

	WHO STAGE 4

	Pre
	Cur
	
	Pre
	Cur
	

	(
	(
	Wasting Syndrome
	(
	(
	Atypical leishmaniasis

	(
	(
	Extrapulmonary TB (includes treatment phase)
	(
	(
	Lymphoma (includes treatment phase)

	(
	(
	Oral or genital ulcers (HSV) > 1 month duration
	(
	(
	Recent septicemia

	(
	(
	CMV retinitis or CMV in other organ system
	(
	(
	Recurrent bacterial pneumonia

	(
	(
	PCP pneumonia
	(
	(
	HIV encephalopathy 

	(
	(
	Esophageal candidiasis
	(
	(
	Progressive multifocal leukoencephalopathy

	(
	(
	Kaposi’s sarcoma (includes treatment phase)
	(
	(
	Disseminated non-tuberculous mycobacteria

	(
	(
	CNS toxoplasmosis
	(
	(
	Cryptosporidiosis or isosporiasis

	(
	(
	Cryptococcal meningitis/disseminated (inc treatment phase)
	(
	(
	Disseminated mycosis

	(
	(
	Invasive cervical cancer
	(
	(
	Symptomatic HIV-nephropathy, cardiomyopathy

	Other Diagnoses for Current Problem List
	1.
	2.

	
	3.
	4.

	TB Status        ( no signs          ( suspected            ( diagnosed          ( on treatment           ( completed treatment  
                            If diagnosed/on treatment specify   (new onset           ( recurrent/relapse    ( defaulter        ( tx failure

	PLAN

	ARV Plan:
	Reason  (tick all applicable)

	  ( Continue current
	

	  ( No ARV’s
	( no indication     Indicated, but: ( defer until TB treatment  ( patient refusal    ( on hold for toxicity wash-out   




          ( adherence concerns       ( stockout             ( no available active drugs 

                                                     ( supporter pending           ( counseling ongoing

	  ( Start initial regimen  
  ( Re-start  
  ( Book
	( Clinical          ( CD4(_______)       (TLC(________)            ( pMTCT           ( PEP

( Other: 

	  ( Switch

  ( Stop
	Failure:     ( clinical failure             ( immunologic failure                   ( virologic failure      
Toxicity:  ( anemia/neutropenia   ( nausea/vomiting  ( diarrhea     ( liver toxicity    ( peripheral neuropathy 
                 ( sleep disturbance       ( lipodystrophy       ( rash           ( dizziness    

Misc:        ( poor adherence          ( pregnancy           ( stockout     ( new TB tx     ( finished pMTCT  
   
                     ( Other, specify:

	ARV 

Regimen:
	( AZT (zidovudine)
	( CBV (AZT/3TC)
	( NVP (nevirapine)
	(  Atripla (EFV/TDF/FTC)

	
	( 3TC (lamivudine)
	( ABC (abacavir)
	( EFV (efavirenz)
	(  ATV/r (Atazanavir/Ritonavir)

	
	( DDI (didanosine)
	( Tenofovir (TDF)
	( Kaletra (lopinivir/ritonivir or Aluvia)           
	(  Other

	
	( TDF/3TC
	( Truvada (TDF/FTC)
	( Raltegravir
	

	Provider:
	( MOH         ( MJAP        ( TREAT          ( FTF       ( TASO           ( Other:

	Counseling Plan

	( None            ( First Pre ART                  ( Second Pre ART             ( Adherence/ongoing       ( Psychosocial       ( Other:

	OI Plan:
	PCP
	( none  ( septrin proph     ( dapsone proph    ( septrin tx   ( other:            ( stop (Why?:O improvement  O toxicity) 

	
	TB
	( none    ( SRHZE  ( RHZE   ( EH     ( RHE  ( RH ( INH   ( other:                                                ( stop

	
	CCM
	( none  ( diflucan prop     ( diflucan tx  ( other:                                             ( stop (Why?:O improvement  O toxicity)  

	Other Medications:
	1.
	2.

	
	3.
	4.

	
	5.
	6.

	Tests ordered: 
	( CD4      ( Viral load     ( creatinine    ( ALT/AST/ALP   ( CXR   ( sputum AFB   ( CBC      ( urine HCG    (urinalysis      ( RPR/VDRL                   ( stool            ( lipid profile        ( Others:

	Transferred out: ( no          ( yes:            transferred to:

	Referred:            ( no           ( yes:           referred to:

	Admission:        ( none       ( medical ward          ( TB           ( OBS/GYN   ( psychiatry         ( emergency       ( surgical               

	

	Next scheduled appointment date:            /           /            

Provider name:                                           


