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



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



	* PROGRAM:


	Contract #:
	SERVICE CATEGORY:
	00042 INTEGRATED HIV TESTING 

	Model:
	Intervention:
	START TIME:      __ __ : __ __  AM / PM
	END TIME:      __ __ : __ __  AM / PM


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



	□ 237 HIV COUNSELING (POSITIVE) (INTEGRATED)
	□  122 COMPLETED AND SUBMITTED PROVIDER REPORT FORM (PRF)

□  886 COUNSELING:  POSITIVE CONFIRMATORY TEST 

□  705 REFERRAL

	□ 238 HIV COUNSELING WITHOUT  TESTING 

                 (INTEGRATED)


	□ 1326 ADHERENCE INCENTIVE
□  937 COUNSELING 

□  705 REFERRAL
□  828 TRANSPORTATION SERVICES

	□ 239 HIV TESTING (INTEGRATED)


	□ 1326 ADHERENCE INCENTIVE
□ 1113 CONFIRMATORY INDETERMINATE

□ 1114 CONFIRMATORY NEGATIVE

□ 1115 CONFIRMATORY NEGATIVE NOT PROVIDED TO PATIENT

□ 1112 CONFIRMATORY POSITIVE NOT PROVIDED TO PATIENT

□  940 COUNSELING:  POSITIVE RAPID TEST

□ 1034 NO CONFIRMATORY SAMPLE PROVIDED

□ 1051 RAPID HIV TEST

□ 1116 RAPID NEGATIVE

□ 1052 RAPID POSITIVE RESULT NOT PROVIDED TO PATIENT

□  705 REFERRAL

□  1075 STANDARD HIV TEST (CONFIRMATORY)

□ 1209 STANDARD HIV TEST – NEGATIVE

□  828 TRANSPORTATION SERVICES


	                    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



	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

	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:  _______________
	

	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



	

	PREVENTION RELATED INFORMATION

Session Number:  _________                  (   Incentive Provided
# External/InsertiveCondoms  ______# Internal/ReceptiveCondoms  ______


	NEXT SCHEDULED APPOINTMENT

       Date:        ___ ___ / ___ ___ / ___ ___ ___ ___                          Month      Day             Year


	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



	Referrals: Complete The AIRS Referral Tracking Form



	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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