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lll. DEMOGRAPHIC INFORMATION

(DIAGNOSTIC STATUS
AT REPORT (check one):

AGE AT DIAGNOSIS:

DATE OF BIRTH: CURRENT STATUS:

DATE OF DEATH:

STATE/TERRITORY OF DEATH:\

(specify):

2. POSITIVE HIV DETECTION TEST: (Record earliest test)
D culture D antigen D PCR, DNA or RNA probe

® Other (specify):

(1]
[ ]
[ ]
[ 1]
(1]
L[]

3. DETECTABLE VIRAL LOAD TEST:

Test type* COPIES/ML

(Record most recent test)

HIV Infection (not AIDS) Vears Mo D Alive Dead Unk. | N D& W
2] AIDS e | LD 0 2 ) (L]
SEX: ETHNICITY: (select one) RACE: (select one or more) COUNTRY OF BIRTH: (|nc|ud|ng
i i u.s. U.S. Dependencies and Possessions Puerto Rico
Male Hispanic @ Unk Dﬁ{ggﬁﬁna{?vde'a”/ D Black or African American .(spe0|fy) P )
2 | Not Hispanic or Latino ) Native Hawaiian or ; .
Female P DAS'a” Other Pacific Islander D White D Unk Other (specify): @ Unk
RESIDENCE AT DIAGNOSIS:
- St el L LTI
\ City: County: Country: Code: )y
IV. FACILITY OF DIAGNOSIS V. PATIENT HISTORY
( "\ (( AFTER 1977 AND PRECEDING THE FIRST POSITIVE HIV ANTIBODY TEST )
OR AIDS DIAGNOSIS, THIS PATIENT HAD (Respond to ALL Categories): Yes No Unk.
Facility Name
y e Sexwithmale ... ... ... ... .. [o] [9]
City ® SexWithfemale ........... [o] [9]
o Injected NONPrescription drugS . ..........o.ooe o [o] [9]
State/Country ® Received clotting factor for hemopbhilia/coagulation disorder.................... [o] [9]
FACILITY SETTING (check one) Specify [ 1] Factor VIII Factor IX Other,f
Public Private Federal @ Unk. disorder: (Hemophilia A) (Hemophilia B) (specify):
o HETEROSEXUAL relations with any of the following:
FACILITY TYPE (check one) « Intravenous/injection drug user.......................................... [o] [9]
Physician, HMO Hospital, Inpatient O BISEXUAl MAIE .. ... o [o] [9]
Other (specify): * Person with hemophilia/coagulation disorder............................. [o] [9]
« Transfusion recipient with documented HIV infection..................... [o] [9]
O o e ey (Seatione 04 a2 he Bniion « Transplant recipient with documented HIV infection ...................... [o] [9]
iy for Tedorl %‘(‘)%grﬁ”mdelft“gﬁ)rpoggépgﬂfem'gy“g: « Person with AIDS or documented HIV infection, risk not specified . ...... [o] [9]
T e naerstanang s contel S RIGAIDS ® Received transfusion of blood/blood components (otherthan clotting factor) . .. [o] [9]
Information in CDC’s HIV/AIDS surveillance system that would
permit identification of any individual on whom a record is First D] D] Last D] D]
maintained, is_collected with a guarantee that it will be held in
e o 1 ot s o e e St il b ® Received transplant of tissue/organs or artificial insemination.................. [o] [9]
,‘é‘gﬁ,ﬁ‘é"lﬁf{ ,ﬁ&;%g,g:ﬁz ‘;;),t,;ege:;‘fgn BOR) of e Paoie Healtn ® Worked in a health-care or clinical laboratory setting ........................... [o] [9]
ervice Act m . .
\" 1] L (specify occupation): y
VI. LABORATORY DATA
(1. HIV ANTIBODY TESTS AT DIAGNOSIS: Not TEST DATE . Mo. yr. )
(Indicate first test) Pos Neg Ind Done ° Datg of last documented negative HIV test D] D]
OHIV-AEIA. ... o] o] (specify type):
. Yes No Unk.
® HIV—1/HIV—2 combination EIA @ @ . If_HIV Ia_boratory tests were not d_oc_:umented, is HIV o [
diagnosis documented by a physician? .................
® HIV—1 Western blotIFA........ ...... @ 9] Mo r
e Other HIV antibody test.............. [0] [8] [9] If yes, provide date of documentation by physician ... .. D:’ D:’
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