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	D                                                         

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



	* TEST DATE:   ___ ___ / ___ ___ / ___ ___ ___ ___
                                   
	* PROGRAM:   _____________________________________________ 

	* WORKER:   _______________________________________________  
	 *SITE:   ___________________________________________________  

	TEST INFORMATION AND REFERRALS


	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: ____________________________________________________________________________________________________
TEST DATE: ___ ___ / ___ ___ / ___ ___ ___ ___
Client Referred for HCV Diagnostic Test?    ( Yes   ( No   ( Client refused offer of referral

If yes…Organization:__________________________  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:__________________________  Outcome:____________________________ (select from list below)
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Client Declined offer of HCV RNA Referral
Client Declined offer of HCV Medical Referral
Treatment not available when client ready

Won't
Won't
Won't
Won't
Won't
Won't
Won't
Won't
Won't
Won't
Won't
Won't

return - Abstinence from all drugs required

return - Client needs to care for family/pet
return - Culturally insensitive staff
return - Due to required length of stay
return - Facility unappealing/unacceptable
return - Lack of transportation options
return - Meds withheld due to non-compliance
return - Personal safety concerns

return - Requirements disrupt job/school
return - Schedule issue/mandatory activities
return - Too close/too far from residence
return - Other reason(s)
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Client Received Service
Client Attended Third Behavioral Health Appt.
Client Refused Service

Client On Waiting List

Service Not Available

Appointment Pending

Client No Show For Appointment

Lost to Follow-up

Pending-Client In Hospital

Pending-Client too ill

Pending-Letter/Info Sent

Pending-Needs Home Visit

Pending-Scheduling Conflict

Pending-Unable To Contact

Pndng-Rqrs Assessment/Reassess

Pending-Nds Spanish Spking Stf

Client Attended Appt. - Unable to obtain specimen
Referral Inappropriate







	D                                                         

 CLIENT:___________________________________________________________________________________________

	TEST DATE:   ___ ___ / ___ ___ / ___ ___ ___ ___


	RISK ASSESSMENT


	Injected drugs (ever)?    
	( No   ( Yes   ( Chose not to respond/Unknown


	Snorting 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



	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


	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


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


	Been exposed to blood or body fluids while at work?  
	( No   ( Yes   ( Chose not to respond/Unknown


	Additional Risk Factors…


	

	Any of your partners living with HCV?  
	( No   ( Yes   ( Chose not to respond/Unknown


	Ever lived with someone who had HCV?  
	( No   ( Yes   ( Chose not to respond/Unknown
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