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


	ENCOUNTER INFORMATION
	* ACTUAL DATE:
	___ ___ / ___ ___ / ___ ___ ___ ___
  MONTH           DAY                  YEAR



	* PROGRAM:
	SERVICE CATEGORY:  00036 PRIMARY MEDICAL CARE 5 TIER



	Model:
	Intervention:
	START TIME:      


	END TIME:      



	* ENCOUNTER:
	* SERVICE(S) / ACTIVITIES PROVIDED ~ CHECK ALL THAT APPLY:



	□ 213  HIV MONITORING

                (5 TIER)
□ 219  INITIAL / ANNUAL 
               COMPREHENSIVE 

                   HIV MEDICAL 

                     EVALUATION
	□    6  AFB CULTURE
□ 1202 ANAL PAP SMEAR
□   36 ASSESSMENT OF MENTAL HEALTH AND 
               SOCIAL NEEDS
□  909 BASIC PATIENT EDUCATION /  COUNSELING
□  912 BUPRENORPHINE ADMINISTRATION
□  913 BUPRENORPHINE EDUCATION
□   65 CBC / DIFFERENTIAL
□   82 CHEMISTRY PANEL
□   83 CHEST X-RAY
□   92 CHLAMYDIA SCREEN
□   93 CHOLESTEROL TEST

□  114 CLINICAL TRAIL FOLLOW-UP
□  127 COMPREHENSIVE MEDICAL HISTORY
□  986 DOMESTIC VIOLENCE SCREENING
□  257 FAMILY PLANNING
□  309 GONOCOCCAL CULTURE
□  326 GROUP TREATMENT EDUCATION
□  356 HEPATITIS B VACCINE ADMINISTERED
□  358 HEPATITIS PANEL

□  334 HIV TRANSMISSION PREVENTION 
                EDUCATION / COUNSELING
□  442 INTERIM MEDICAL HISTORY
□  453 LAB TEST:  CD4

□  451 LAB TEST:  RPR / SYPH SEROLOGY
□  454 LAB TEST:  VIRAL LOAD
□ 1029 LIPID SCREENING
□ 1030 MAC PROPHYLAXIS
□ 1033 NALOXONE

□  544 NUTRITION ASSESSMENT
□ 1037 PCP PROPHYLAXIS


	□  598 PCR TESTING
□  611 PEDIATRIC DEVELOPMENTAL ASSESSMENT
□  620 PELVIC EXAM WITH GONOCOCCAL CULTURE

□  622 PELVIC EXAM WITH PAP SMEAR
□  635 PHYSICAL EXAMINATION
□ 1040 PNEUMOCOCCAL VACCINATION
□  678 PREGNANCY TEST

□  698 PSYCHOSOCIAL ASSESSMENT
□ 1058 REFERRAL FOR HIV-RELATED MEDICAL CARE
□  751 SCREENING FOR STI OTHER THAN HIV OR SYPHILIS –
                 BLOOD TEST

□ 1098 SCREENING FOR STI OTHER THAN HIV OR SYPHILIS – 
                 URINE
□  757 SCREENING / TESTING FOR HEPATITIS B

□  759 SCREENING / TESTING FOR HEPATITIS C

□  761 SCREENING / TESTING FOR SYPHILIS BLOOD TEST
□  738 STD EVALUATION
□  798 SUBSTANCE USE ASSESSMENT
□  814 TB PROPHYLAXIS
□  452 TB SCREEN (PPD / ANERGY) 
□ 1205 TB SCREEN (QUANTIFERON)
□  816 TB TREATMENT
□  821 TOBACCO USE ASSESSMENT

□  832 TREATMENT ADHERENCE MONITORING

□  836 TREATMENT EDUCATION
□  844 TREATMENT FOR HEPATITIS C

□  846 TREATMENT FOR SYPHILIS
□  847 TREATMENT OF STI OTHER THAN HIV OR SYPHILIS

□  849 TRIGLYCERIDES TEST

□  851 URINALYSIS
□  855 VACCINATION / IMMUNIZATION
□  879 WELL CHILD / PRIMARY CARE


	                      Location:            
	01 Radiology Department
	02 Laboratory
	03 Hospital Based Visit
	04 Home Based Visit

	
	06 Mental Health Clinic
	07 On-Site


	08 Other Site, This Agency
	99 Other


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



	Outcome:

	(  01 Service Need Still Pending, Requires Follow-Up

(  02 Service Need Resolved

(  03 Issue Unresolved, Requires Follow-Up

(  04 Issue Resolved, No Follow-Up

(  05 Unknown

(  06 Pending

(  07 Active Substance Use

(  08 In Substance Use Recovery

(  09 Application Completed / No Benefits

(  10 Application Sent

(  11 Benefits In Place

(  12 Check Mailed To 3rd Party

(  13 Check Mailed To Client

(  14 Check / Payment To 3rd Party


	(  15 Check / Payment To Client

(  16 Check / Payment To Family / Care Partner

(  17 Check / Payment To Volunteer

(  18 Client Reported As Deceased

(  19 Confirmed Appointment

(  20 Contact Has Not Seen Client

(  21 Counseling Completed

(  22 Follow-Up Required

(  23 Follow-Up Completed

(  24 Incentive Given

(  25 Information Given

(  27 Left Message On Machine

(  28 Left Message With Person

(  29 Letter Returned Undelivered
	(  30 Missed Call Back

(  31 Negotiated Payment

(  32 No Application / No Benefits

(  33 No Phone / Disconnected

(  34 No Show

(  35 Phone Number Changed / Unlisted

(  36 Replaced ID

(  37 Sent M11Q To DAS

(  38 Start Benefits

(  39 Successful Contact

(  40 Telephone Busy

(  41 Telephoned - No Answer

(  42 Unsuccessful Contact

	                    Location:            01 Radiology Dept            02 Laboratory                03 Hospital Based Visit                      04 Home Based Visit                 06 Mental Health Clinic
                                              07 On-Site                         08  Other Site, This Agency                                                     09 Telehealth                             99 Other



	Staff:  _________________________________________________________________________________


	 # Of Items / People:  _____________________



	Value Description:  
	234 Direct Agency Transport (Car / Van)

235 Gasoline Card Distributed

249 Provision Of Cab Fare

250 Provision Of Bus Fare


	259 Subcontracted Transport (Car / Van)

276 Provision Of Metro Card / Public Transit Fare

277 Provision of Train Ticket

999 Confirm 0 % Adherence
	Value:  ___________

	        * STAFF:


	

	
	

	           * SITE:


	

	PREVENTION RELATED INFORMATION


	NEXT SCHEDULED APPOINTMENT

	Session Number:
	(   Incentive Provided
	Date:                       ___ ___ / ___ ___ / ___ ___ ___ ___

                          Month              Day                           Year



	# External/Insertive Condoms:  ___________

	# Internal/Receptive Condoms:  ___________

	Location:
	01 Radiology Department

02 Laboratory

03 Hospital Based Visit
04 Home Based Visit
	06 Mental Health Clinic

07 On-Site

08 Other Site, This Agency

99 Other


	Referrals: Complete The AIRS Referral Tracking Form




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



	Collaterals Involved: Complete The AIRS Collaterals Information Form



	Problems Identified:

(Please Check All That Apply)
	( Academic Issues

( Advocacy

( Affected By HIV

( Alcohol Use

( Anxiety

( Child Care

( Clothing
( Dental

( Depression

( Domestic Violence

( Eating Disorder

( Education
( Employment

( Family Issues


	( Financial / Entitlements

( Food / Nutrition

( General Supportive Service Needs

( Health

( Hepatitis Exposure

( Housing

( Legal - Criminal Justice

( Legal - Discrimination

( Legal - Guardianship / Custody

( Legal - Immigration / Naturalization

( Legal - Wills / Proxy

( Medical

( Medication / Treatment Adherence

( Mental Health / Psycho-Social


	( Partner Testing

( Pregnancy Issues

( Prisoner Or Recent / Pending Release

( Prostitution (Past Or Current)

( Relationship Issues

( Risk Reduction / Risk Behaviors

( Self-Harm (Past Or Current)

( Sexual Abuse

( Sexually Transmitted Infection (STI)

( Specialty Medical Care
( Substance Use

( Suicidal Thoughts (Past Or Current)

( TB
( Transportation



	Progress Note:
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