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



	* DATE ASKED: 
	___ ___ / ___ ___ / ___ ___ ___ ___

   MONTH             DAY                        YEAR



	* Do You Have An HIV Primary
 Care Physician (PCP)?
	( YES        ( NO      


	Have You Changed Your HIV PCP?
	( Yes        ( No


	(Enter Reason If Yes):
	( 01 Too Far From House
( 02 Change In Insurance     

( 03 Confidentiality Concerns
( 04 Dissatisfied With Office Space / Amenities
( 05 Dissatisfied With Other Staff
( 06 Dissatisfied With PCP And/or Care Quality
( 07 Incarceration
( 08 Inconvenient Location Or Hours
( 09 New Provider Offers Co-Located Services
( 10 Other
( 11 Services Ended By Provider Due To Compliance
( 12 Uninsured / Underinsured

	HIV Medical Provider Name:  ______________________________________________________________________________



	VISIT HISTORY
Visit(s) ….  (Note:  “Visit Dates” Cannot Postdate The “Date Asked”

( There Are No Visits to Record For This Survey        

( Visits For This Survey Exist …
      Note:  Visit Date Can Not Already Be In The System, Greater Than the “Date Asked”, In the Future, Or Earlier Than The Client’s Date Of Birth



	      DATE OF VISIT:   ___ ___ / ___ ___ / ___ ___ ___ ___
                                                     MONTH               DAY                        YEAR

       
	 DATE OF VISIT:   ___ ___ / ___ ___ / ___ ___ ___ ___
                                              MONTH              DAY                        YEAR
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