Early Intervention Program
Minimum Required Dataset Forms for ARIES
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	Last Name:
	

	First Name:
	

	Middle Initial:
	

	Mother’s Maiden Name:
	

	Date of Birth:
	

	Gender:
 FORMCHECKBOX 
 Male

 FORMCHECKBOX 
 Female

 FORMCHECKBOX 
 Transgender MTF

 FORMCHECKBOX 
 Transgender FTM

 FORMCHECKBOX 
 Other

 FORMCHECKBOX 
 Unknown

 FORMCHECKBOX 
 Client Refused to Report

___________________________________________________________________________

 FORMCHECKBOX 
 Client Agrees to Share Data
	




	ADDRESS

Zip Code: __________________

County:  ____________________
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	*Hispanic:

    ℃  Yes   ℃  No  ℃  Unknown


     National Origin / Ethnicity (see Attachment 1):

     ____________________________

*Race 1: 

  ℃  White  
  ℃  Black  
  ℃  Asian 

  ℃  American Indian/Native Alaskan 
  ℃  Pacific Islander

  ℃  Other  
  ℃  Unknown/Unreported

  National Origin / Ethnicity 1 (see Attachment 1):

     ____________________________
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	*Current living situation since: ____/____/____

Current Living Situation (Choose One):
℃ Homeless from the Streets

℃ Homeless from Emergency Shelter

℃Transitional Housing

℃ Psychiatric Facility

℃ Substance Abuse Treatment Facility

℃ Hospital or Other Medical Facility

℃ Jail/Prison

℃ Domestic Violence Situation

℃ Living with Relatives/Friends

℃ Rental Housing

℃ Participant Owned Housing

℃ Board, Care or Assisted Living

℃ Rented Room

℃ Refused to Answer

℃ Other

℃ Unknown

If rent or own, do you have a signed lease, title or tax receipt?

℃ Yes

℃ No

℃ Unknown

Housing Assistance:

℃ HOPWA

℃ HUD Shelter and Care

℃ Section 8/Housing Choice Vouchers

℃ HUD

℃ Tenant-Based Project

℃ Short-Term Emergency

℃ Other

HUD application date: _____/____/____

Living situation in last 12 months (check all that apply):

℃ Homeless from the streets


℃ Homeless from emergency shelter
℃ Transitional housing
℃ Psychiatric facility
℃ Substance abuse treatment facility
℃ Hospital or other medical facility
℃ Jail/Prison
℃ Domestic violence situation 
℃ Living with relatives/friends

℃ Rental housing

℃ Participant-owned housing

℃ Board care or assisted living

℃ Rented room

℃ Refused to answer

℃ Other

℃ Unknown
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	Agency Status:  

℃ Active

℃ Inactive

℃ Disenrolled

℃ Lost to Follow-Up

℃ Discharged

℃ Reported Deceased

℃ Confirmed Deceased

℃ Unknown/Unreported

Status as of Date: ____/____/____


Agency Enrollment Date: ____/____/____
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	Type: ARIES Consent Form 
℃ Pending
℃ Obtained by this agency
Document Dated: ___/___/___

Obtained: ___/___/___

Expires: ___/___/___

Source: _______________________________
Notes: ________________________________




	Client Income

℃ Monthly

Employed: 
℃ Full-Time

℃ Part-Time
℃ Not Employed

℃ Other – Student, Volunteer, Etc.
℃ Unknown
Public Assistance:

℃ Yes

℃ No
℃ Unknown

Employment Wages: $ ________________

Supp Security Income / SSI: $ _____________

Soc Security Disability Ins / SSDI: $ _____________

Social Security Retirement: $ _________________

Gen Assist / Gen Relief / GA / GR: $ ________________

Unemployment / UI: $ ___________________

State Disability Ins / SDI: $ _______________

Long-term Disability / LTD: $ _____________

Worker’s Compensation: $__________________

TANF CalWORKS: $ ______________________

Veterans Benefits / VA: $ ___________________

Alimony / Child Support: $ __________________

Retirement: $ __________________

Investment: $ __________________

Gift: $ ___________________

Other 1: ____________ $__________________

Other 2: ____________ $__________________

Other 3: ____________ $__________________

℃ No Source of Income

Food Stamps: $ _____________________

(Total income of all categories will be calculated/displayed in ARIES)

	Household Income

*Household Income: $ ___________________

℃ Monthly

℃ Annual
*Number of People in Household: ___________

Number of Children in Household: ___________

Number of HIV+ People in Household: __________

(Percent of federal poverty level will be calculated/displayed in ARIES)

Family Income

Family Income: $ _______________

℃ Monthly

℃ Annual

Number of People in Family: ____________
(Percent of federal poverty level will be calculated/displayed in ARIES)
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	Insurance 1:

	Source:                                                   ℃ Pending
	

	℃ ADAP            ℃ Medi-Cal/Medicaid

℃ Public 1         ℃ Veteran

℃ Public 2         ℃ Medicare

℃ Private 1        ℃ Other Public Insurance

℃ Private 2        ℃ Other

℃ Private 3        ℃ Unknown

℃ Vision            ℃ No Insurance

℃ Dental
	℃ Primary Insurance

Start Date: ___/___/___

End Date: ___/___/___

℃ Primary HIV Insurance Carrier: 

       ℃ Blue Cross

       ℃ Kaiser

       ℃ Aetna

       ℃ Other:   _____________________
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	Primary Medical Care (select one):

℃ Alternative/Complementary Care

℃ County Hospital and DPH Clinics

℃ Community-Based Clinics, Public

℃ Community-Based Clinics, Private

℃ HMO Hospital/Clinics (e.g., Kaiser)

℃ VA Hospital, CHAMPUS

℃ Federally Qualified Health Center/Hospital

℃ Private MD

℃ Emergency Room

℃ No Primary Care 

℃ Other

℃ Unknown

Primary HIV Care (select one):

℃ Alternative/Complementary Care

℃ County Hospital and DPH Clinics

℃ Community-Based Clinics, Public

℃ Community-Based Clinics, Private

℃ HMO Hospital/Clinics (e.g., Kaiser)

℃ VA Hospital, CHAMPUS

℃ Federally Qualified Health Center/Hospital

℃ Private MD

℃ Emergency Room

℃ No Primary Care 

℃ Other
℃ Unknown


	*CDC Disease Stage: 

℃ HIV Negative

℃ HIV Positive, Disease Stage Unknown
℃ HIV Positive, Asymptomatic

℃ HIV Positive, Symptomatic, Not AIDS

℃ HIV Positive, Disabling

℃ CDC-Defined AIDS

℃ Disabling AIDS

℃ Pediatric Indeterminate

℃ Unreported

℃ Unknown

Date First HIV+: ___/___/___

AIDS Diag. Date: ___/___/___

County: _________________ 

State: ___________________
Source:_________________________________



	HIV Tests:

	HIV Test Date: ___/___/___

Result: 

℃ Positive

℃ Negative

℃ Indeterminate

County: _________________

State: ___________________

Source:_________________________________

Pre-test Counseling:

℃ Offered

℃ Not Offered

℃ Unknown

Pre-test Counseling Date: ___/___/___

Post-test Counseling:

℃ Offered

℃ Not Offered

℃ Unknown

Post-test Counseling Date: ___/___/___

Partner Notification Offered:

℃ Yes

℃ No

℃ Unknown

Date: ___/___/___

# Partners to be Notified by Client: ______

# Partners to be Notified by Health Dept.: ______

  Date Health Dept. Notified: ___/___/___


	AIDS Defining Conditions:
	

	℃ Bacterial Infections, Multiple or Recurrent (<13 only)
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Candidiasis, Bronchi, Trachea, or Lungs
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Candidiasis, Esophageal
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Carcinoma, Invasive Cervical (Adult Only)
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Coccidioidomycosis, Disseminated or Extrapulmonary
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Cryptococcosis, Extrapulmonary
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Cryptosporidiosis, Chronic Intestinal (>1 month duration)
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Cytomegalovirus Disease (other than in liver, spleen, or nodes)
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Cytomegalovirus Retinitis (with loss of vision)
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ HIV Encephalopathy
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Herpes Simplex: Ulcers (>1 month); 

Bronchitis/ Pneumonitis/ Esophagitis
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Histoplasmosis, Disseminated or Extrapulmonary
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Isosporiasis, Chronic Intestinal (>1 month duration)
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Kaposi’s Sarcoma
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Lymph Interstitial Pneumonia, Pulmonary Hyperplasia (<13 only)
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Lymphoma, Burkitt’s (or equivalent term)
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Lymphoma, Immunoblastic (or equivalent term)
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Lymphoma, Primary in Brain
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ MAC or M. Kansasii, Disseminated or Extrapulmonary
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ M. Tuberculosis, Pulmonary (Adult Only)
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ M. Tuberculosis, Disseminated or Extrapulmonary
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Mycobacterium of Other/Unknown Species, Disseminated or Extrapulmonary
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Pneumocystis Carinii Pneumonia
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Pneumonia, Recurrent in 12-Month Period (Adult Only)
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Progressive Multifocal Leukoencephalopathy
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Salmonella Septicemia, Recurrent (Adult Only)
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Toxoplasmosis of Brain
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Wasting Syndrome due to HIV
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___

	℃ Other Diagnosis:________________________
	Diagnosis Date: ___/___/___ Tx Date: ___/___/___


 SHAPE  \* MERGEFORMAT 



	CD4 Date: ___/___/___

T Cell Count: ________
	Viral Load Date: ___/___/___

℃ =      ℃ >       ℃ <

Value: ____________
	Test Type: 

℃ Roche PCR Standard

℃ Roche PCR Ultrasensative

℃ Bayer bDNA

℃ BioMerieux NucliSens


STI/Hepatitis:
	Type
	Test Date
	Diagnosis
	Treatment Start Date

	℃ Genital Herpes
	_____/_____/_____
	℃ Negative Diagnosis

℃ Positive Diagnosis

℃ Presumptive

℃ Indeterminate

℃ Unknown
	_____/_____/_____

	℃ Gonorrhea
	_____/_____/_____
	℃ Negative Diagnosis

℃ Positive Diagnosis

℃ Presumptive

℃ Indeterminate

℃ Unknown
	_____/_____/_____

	℃ Human Papillomavirus (Genital Warts)
	_____/_____/_____
	℃ Negative Diagnosis

℃ Positive Diagnosis

℃ Presumptive

℃ Indeterminate

℃ Unknown
	_____/_____/_____

	℃ Syphilis
	_____/_____/_____
	℃ Negative Diagnosis

℃ Positive Diagnosis

℃ Presumptive

℃ Indeterminate

℃ Unknown
	_____/_____/_____

	℃ Non-Specific Urethritis
	_____/_____/_____
	℃ Negative Diagnosis

℃ Positive Diagnosis

℃ Presumptive

℃ Indeterminate

℃ Unknown
	_____/_____/_____

	℃ Hepatitis A
	_____/_____/_____
	℃ Negative Diagnosis

℃ Positive Diagnosis

℃ Presumptive

℃ Indeterminate

℃ Unknown
	_____/_____/_____

	℃ Hepatitis B
	_____/_____/_____
	℃ Negative Diagnosis

℃ Positive Diagnosis

℃ Presumptive

℃ Indeterminate

℃ Unknown
	_____/_____/_____

	℃ Hepatitis C
	_____/_____/_____
	℃ Negative Diagnosis

℃ Positive Diagnosis

℃ Presumptive

℃ Indeterminate

℃ Unknown
	_____/_____/_____

	℃ Chlamydia
	_____/_____/_____
	℃ Negative Diagnosis

℃ Positive Diagnosis

℃ Presumptive

℃ Indeterminate

℃ Unknown
	_____/_____/_____
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TB:
	Test Medically Indicated:
	Test Medically Indicated Date:
	Date PPD/TST Placed: 
	Date PPD/TST Read: 
	Chest X-Ray Date: 


	Chest X-Ray Result:

	℃ Yes

℃ No

℃ Patient Refused

℃ Unknown


	___/____/____
	___/____/____
	___/____/____
	___/____/____
	℃ Positive

℃ Negative




	TB Diagnosis and Treatment:
Diagnosis
	Date of Diagnosis:
	Treatment Start Date:
	Treatment End Date:
	Treatment Type:
	Treatment Status:

	℃ None

℃ Active

℃ Inactive

℃ History of Positive PPD

℃ Unknown
	___/____/____
	___/____/____
	___/____/____
	℃ Not Applicable

℃ Treatment

℃ Prophylaxis

℃ None

℃ Unknown


	℃ In Progress

℃ Completed

℃ Not Completed
Date: __/__/____
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℃ Primary Healthcare Provider strictly an Ob/GYN practitioner? 

OB/GYN:
	Pap Smear & Pelvic Exam Date:
	Result:
	Notes:

	___/____/____

	
	


Pregnancy:
	Date First Reported Pregnant:
	Estimated Date of Conception:
	HIV Status During Pregnancy:
	Date Prenatal Care Began:

	___/____/____

	___/____/____

	℃ HIV Positive After Conception

℃ HIV Positive Prior to Pregnancy

	___/____/____



	ART Counseling Offered to Reduce HIV Transmission to Infant:
	Date Received ART Counseling:
	ART Was Offered to Reduce Vertical Transmission to Infant:
	Date ART Was Taken:

	℃ Yes

℃ No

℃ Unknown
	___/____/____

	℃ Yes

℃ No

℃ Unknown


	___/____/____



	Pregnancy Outcome:
	Date of Pregnancy Outcome:
	Newborn HIV Status:

	℃ Live Birth

℃ Therapeutic (Induced) Abortion

℃ Spontaneous Abortion (Miscarriage)

℃ Stillbirth

℃ Unknown
	___/____/____

	℃ Positive

℃ Negative

℃ Indeterminate

℃ Unknown
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ART:
	ART Type:
	Start Date:
	ART Name 1
	ART Name 2

	℃ Highly Active Anti-Retroviral   Therapy (HAART) (Triple Therapy)

℃ Combination Anti-Retrovirals but not HAART (Dual Therapy)

℃ Mono Therapy

℃ Salvage Therapy

℃ None/Not Applicable

℃ Unknown/Unreported


	___/____/___
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	What behaviors did the client engage in prior to his/her first HIV positive test result?  Check all that apply.

	℃ Sex with Male

℃ Sex with Female

℃ Injected Nonprescription Drugs

℃ Received Clotting Factor for Hemophilia/Coagulation Disorder

℃ Received Transfusion of Blood/Blood Components (other than clotting factor), Transplant of  Tissue/Organs or Artificial Insemination

℃ Worked in Healthcare or Clinical Lab Setting

℃ Mother HIV Infected/Perinatal Transmission

℃ Sexual Abuse (Pediatric Only)

℃ Other

℃ Unknown

Sex Partner Risk Factors, Heterosexual Contact ONLY
℃ Intravenous/Injection Drug User

℃ Bisexual Male

℃ Person with AIDS or Documented HIV

℃ Other (Person with Hemophilia/Coagulation Disorder, Transfusion Recipient with Documented HIV Infection, Transplant Recipient with Documented HIV Infection)

℃ Unknown
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	Early Intervention Program (EIP) Enrollment / Disenrollment
Program: 

℃ EIP  
EIP Status: 

℃ Active
℃ Transitioned 

℃ Medically Reactivated 

℃ Disenrolled
℃ Re-Enrolled
Date: ___/___/___

Client ID #: _____________ OR ℃ Auto Generate 

Reason (If Disenrolled):

℃ Lost to Follow-UP
℃ Personal Reason
℃ Referred to Other HIV Care
℃ Moved out of Area
℃ Deceased
℃ Unknown
℃ Other Reason: ________________________________

Psychosocial Factors:  History of Abuse

Emotional:

Childhood (<17):                             Adult (>=17):

℃ Yes                                              ℃ Yes                                                 
℃ No                                                ℃ No                                                   
℃ Unknown                                      ℃ Unknown     

Physical:                                    
Childhood (<17):                             Adult (>=17):

℃ Yes                                              ℃ Yes                                                 
℃ No                                                ℃ No                                                   
℃ Unknown                                      ℃ Unknown     

Sexual:
Childhood (<17):                             Adult (>=17):

℃ Yes                                              ℃ Yes                                                 
℃ No                                                ℃ No                                                   
℃ Unknown                                      ℃ Unknown     

Is the client currently on parole or probation?

℃ Yes

℃ No

℃ Unknown

How much combined time has the client spent in jail or prison (total months)?____________________
℃ Yes

℃ No

℃ Don’t Know
Psychosocial Factors:  Diagnostic Impression and Mental Health History

Diagnostic Impressions and Mental Health History

Anxiety Symptoms:

℃ Mild                                                                                               

℃ Moderate                                                                                                

℃ Severe

℃ Unknown    

  Risk:                                  

      ℃ Affecting Risk                                                                                               

      ℃ Not Affecting Risk

Depressive Symptoms:                                                                                          

℃ Mild                                                                                               

℃ Moderate                                                                                                

℃ Severe

℃ Unknown    

  Risk:                                  

      ℃ Affecting Risk                                                                                               

      ℃ Not Affecting Risk                        

Personality Symptoms:

℃ Mild                                                                                               

℃ Moderate                                                                                                

℃ Severe

℃ Unknown    

  Risk:                                  

      ℃ Affecting Risk                                                                                               

      ℃ Not Affecting Risk                        

Psychotic Symptoms:
℃ Mild                                                                                               

℃ Moderate                                                                                                

℃ Severe

℃ Unknown    

  Risk:                                  

      ℃ Affecting Risk                                                                                               

      ℃ Not Affecting Risk
Functional Status/Quality of Life
As of Date: ___/___/___
Staff:_____________________________________

1. In general, would you say your health is:
℃ Excellent                                                                                              

℃ Very Good                                                                                                

℃ Good
℃ Fair   
℃ Poor
℃ Unknown

2. Please select the option that best describes whether each of the following statements is true or false for you.

a. I am somewhat ill:

℃ Definitely True                                                                                               

℃ Mostly True                                                                               

℃ Don’t Know

℃ Mostly False

℃ Definitely False

℃ Unknown

b. I am as healthy as anybody I know:

℃ Definitely True                                                                                               

℃ Mostly True                                                                               

℃ Don’t Know

℃ Mostly False

℃ Definitely False

℃ Unknown

c. My health is excellent:

℃ Definitely True                                                                                               

℃ Mostly True                                                                               

℃ Don’t Know

℃ Mostly False

℃ Definitely False

℃ Unknown

d. I have been feeling bad lately:
℃ Definitely True                                                                                               

℃ Mostly True                                                                               

℃ Don’t Know

℃ Mostly False

℃ Definitely False

℃ Unknown

Functional Status/Quality of Life:  Section 2

For each of the following questions, please select the option for the one answer that comes closest to the way you have been feeling during the past month:

e. Have you felt so down in the dumps that nothing could cheer you up?

℃ All of the Time

℃ Most of the Time

℃ A Good Bit of the Time

℃ Some of the Time

℃ A Little of the Time

℃ None of the Time

℃ Unknown
Functional Status/Quality of Life:  Section 3

For each of the following questions, please select the option for the one answer that comes closest to the way you have been feeling during the past month:

5. How often during the past month:

a. Did you feel full of pep?

℃ All of the Time

℃ Most of the Time

℃ A Good Bit of the Time

℃ Some of the Time

℃ A Little of the Time

℃ None of the Time

℃ Unknown

b. Did you feel worn out?

℃ All of the Time

℃ Most of the Time

℃ A Good Bit of the Time

℃ Some of the Time

℃ A Little of the Time

℃ None of the Time

℃ Unknown

c. Did you feel tired

℃ All of the Time

℃ Most of the Time

℃ A Good Bit of the Time

℃ Some of the Time

℃ A Little of the Time

℃ None of the Time

℃ Unknown

d. Did you have enough energy to do the things you wanted to do?

℃ All of the Time

℃ Most of the Time

℃ A Good Bit of the Time

℃ Some of the Time

℃ A Little of the Time

℃ None of the Time
℃ Unknown

6. How has the quality of your life been during the past month?  That is, how have things been going for you?

℃ Very Well;  Could Hardly be Better

℃ Pretty Good

℃ Good and Bad Parts About Equal 

℃ Pretty Bad

℃ Very Bad, Could Hardly Be Worse

℃ Unknown

7. How would you rate your physical health and emotional condition now compared to a month ago?

℃ Much Better

℃ A Little Better

℃ About the Same

℃ A Little Worse

℃ Much Worse

℃ Unknown

Behavioral Risk, Section 1

As of Date: ___/___/___

Staff:_____________________________________

In the past 3 months, have you….

Been homeless?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

Been in alcohol or drug treatment?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

Had sex while high on drugs or alcohol?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

Had sex to get money, drugs, shelter, etc?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

Paid for sex with money or drugs?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown
Been diagnosed with a sexually transmitted disease (e.g. Syphilis, Chlamydia, Gonorrhea, Hepatitis B)?
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Not Sure                                      

℃ Unknown   
Been in the correctional system?  (Probation, parole, secured detention, juvenile corrections, etc.)
℃ Yes                                                                                               

℃ No

℃ Unknown   
Behavioral Risk, Section 2

In the past 3 months, have you had vaginal, oral or anal sex?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                  

If yes, with a…

Man?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown   

  If yes, how many men?_______________________

Woman?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many women?_____________________
Transgender?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many transgender? ________________

In the past three months, which types of sex have you had, and how often did you or your partner use condoms or barriers for each type of sex?

Had vaginal sex?

℃ No                                                                                              

℃ Yes, Always (4 out of 4 times)                                                                                                  

℃ Yes, Usually (3 out of 4 times)                                     

℃ Yes, Sometimes (2 out of 4 times)                                                                                             

℃ Yes, Occasionally (1 out of 4 times)                                                                                                

℃ Yes, Never (0 out of 4 times)                                     

℃ Unknown
Do you have a spouse or main partner?
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown   

    If yes, for how long?______(years)_______(months)

Is your partner?

℃ HIV Positive                                                                                               

℃ HIV Negative                                                                                    

℃ Client Doesn’t Know 

℃ Unknown 
Behavioral Risk, Section 3

In the past 30 days, have you used any of the following non-injected drugs?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

If yes, have you used the following drugs?

Crack:
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many times in the past 30 days?__________

Cocaine:
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many times in the past 30 days?__________

Heroin:
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many times in the past 30 days?__________

Amphetamines (speed, crystal):
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many times in the past 30 days?__________

Amyl Nitrate (poppers):
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many times in the past 30 days?________

Steroids:
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many times in the past 30 days?________

Insulin:
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many times in the past 30 days?________

Hormones:
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many times in the past 30 days?________

Prescription Drugs (Codeine, Morphine):
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many times in the past 30 days_________

Other:____________________________

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many times in the past 30 days?________
If you have injected drugs in the past 30 days, what kind of needles did you use?

New:

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

Bleached:

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

Shared (Someone Used Before Me):

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown  

	Domestic Violence Observed in Childhood:

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      
Domestic Violence Adult Perpetrator:

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown  

Psychosocial Factors:  Legal

Does the client have legal issues pending in any of the following areas?

Divorce, Child Support or Custody:
℃ Yes

℃ No

℃ Unknown

Housing, Employment or Health Care Discrimination?

℃ Yes

℃ No

℃ Unknown

Immigration Status:

℃ Yes

℃ No

℃ Unknown


Mental Health Commitment:

℃ Yes

℃ No

℃ Unknown

Social Security Disability or SSI:

℃ Yes

℃ No

℃ Unknown

DUI:

℃ Yes

℃ No

℃ Unknown

Other:_____________________________________

__________________________________________

__________________________________________

__________________________________________

Substance Use:
℃ Mild                                                                                               

℃ Moderate                                                                                                

℃ Severe

℃ Unknown    

  Risk:                                  

      ℃ Affecting Risk                                                                                               

      ℃ Not Affecting Risk                        

How would you describe the client’s current drug/alcohol use?

℃ Recreational User                                                                                               

℃ Heavy User                                                                                   

℃ Dependent User

℃ None

Psychiatric History?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown   

  If yes, please specify:_______________________

_________________________________________
_________________________________________
_________________________________________
Current Psychiatric Medications?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown   

  If yes, please specify:_______________________

_________________________________________

_________________________________________

_________________________________________

History of Drug Treatment?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown   

  If yes, please specify:_______________________

_________________________________________

_________________________________________

_________________________________________

History of Psychiatric Hospitalization?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown   

  If yes, please specify:_______________________

_________________________________________

_________________________________________

_________________________________________
3. How much of the time, during the past month, has your health limited your social activities (like visiting with friends or close relatives)?

℃ All of the Time

℃ Most of the Time

℃ A Good Bit of the Time

℃ Some of the Time

℃ A Little of the Time

℃ None of the Time

℃ Unknown

4. How much of the time, during the past month:

a. Have you been a very nervous person?

℃ All of the Time

℃ Most of the Time

℃ A Good Bit of the Time

℃ Some of the Time

℃ A Little of the Time

℃ None of the Time

℃ Unknown

b. Have you felt calm and peaceful?

℃ All of the Time

℃ Most of the Time

℃ A Good Bit of the Time

℃ Some of the Time

℃ A Little of the Time

℃ None of the Time

℃ Unknown

c. Have you felt downhearted and blue?

℃ All of the Time

℃ Most of the Time

℃ A Good Bit of the Time

℃ Some of the Time

℃ A Little of the Time

℃ None of the Time

℃ Unknown

d. Have you been a happy person?

℃ All of the Time

℃ Most of the Time

℃ A Good Bit of the Time

℃ Some of the Time

℃ A Little of the Time

℃ None of the Time

℃ Unknown

e. Did you feel weighed down by your health problems?

℃ All of the Time

℃ Most of the Time

℃ A Good Bit of the Time

℃ Some of the Time

℃ A Little of the Time

℃ None of the Time

℃ Unknown

f. Were you discouraged by your health problems?

℃ All of the Time

℃ Most of the Time

℃ A Good Bit of the Time

℃ Some of the Time

℃ A Little of the Time

℃ None of the Time

℃ Unknown

g. Did you feel despair over your health problems?

℃ All of the Time

℃ Most of the Time

℃ A Good Bit of the Time

℃ Some of the Time

℃ A Little of the Time

℃ None of the Time

℃ Unknown

h. Were you afraid because of your health?

℃ All of the Time

℃ Most of the Time

℃ A Good Bit of the Time

℃ Some of the Time

℃ A Little of the Time

℃ None of the Time

℃ Unknown

i. Did you feel overwhelmed by the number and frequency of HIV medication you have to take each day?

℃ All of the Time

℃ Most of the Time

℃ A Good Bit of the Time

℃ Some of the Time

℃ A Little of the Time

℃ None of the Time

℃ Unknown
Had sex with a person who injects drugs?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Not Sure                                      

℃ Unknown   

Had sex with a man who has sex with men?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Not Sure                                      

℃ Unknown   

Been diagnosed with Hepatitis C?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Not Sure                                      

℃ Unknown   

Have you…

Ever injected drugs?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

Ever been in alcohol or drug treatment?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

Ever had sex against your will?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

Ever had sex with other men (men only)?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

Are you pregnant now (women only)?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Not Sure                                      

℃ Unknown   

Performed anal sex? (top)

℃ No                                                                                              

℃ Yes, Always (4 out of 4 times)                                                                                                  

℃ Yes, Usually (3 out of 4 times)                                     

℃ Yes, Sometimes (2 out of 4 times)                                                                                             

℃ Yes, Occasionally (1 out of 4 times)                                                                                                

℃ Yes, Never (0 out of 4 times)                                     

℃ Unknown                                      
Received anal sex? (bottom)

℃ No                                                                                              

℃ Yes, Always (4 out of 4 times)                                                                                                  

℃ Yes, Usually (3 out of 4 times)                                     

℃ Yes, Sometimes (2 out of 4 times)                                                                                             

℃ Yes, Occasionally (1 out of 4 times)                                                                                                

℃ Yes, Never (0 out of 4 times)                                     

℃ Unknown                                      
Performed oral sex? 

℃ No                                                                                              

℃ Yes, Always (4 out of 4 times)                                                                                                  

℃ Yes, Usually (3 out of 4 times)                                     

℃ Yes, Sometimes (2 out of 4 times)                                                                                             

℃ Yes, Occasionally (1 out of 4 times)                                                                                                

℃ Yes, Never (0 out of 4 times)                                     

℃ Unknown                                      
Received oral sex? 

℃ No                                                                                              

℃ Yes, Always (4 out of 4 times)                                                                                                  

℃ Yes, Usually (3 out of 4 times)                                     

℃ Yes, Sometimes (2 out of 4 times)                                                                                             

℃ Yes, Occasionally (1 out of 4 times)                                                                                                

℃ Yes, Never (0 out of 4 times)                                     

℃ Unknown   
In the past three months, have you had unprotected anal or vaginal sex with someone…     
Who was HIV positive (has HIV)?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown   
  If yes, how many partners?____________________

Who was HIV negative?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown   

  If yes, how many partners?____________________
Whose HIV status you did not know?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown   

  If yes, how many partners?____________________

Party Drugs (Ecstasy, Special K, GHB):
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many times in the past 30 days?________

Marijuana:
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many times in the past 30 days?________

5 or more Alcoholic Drinks (in one sitting):
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many times in the past 30 days?________

Other:____________________________

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many times in the past 30 days?________

Behavioral Risk, Section 4

In the past 30 days, have you injected any drugs or medication?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

If yes, have you injected any of the following drugs or medications?

Heroin:
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many times in the past 30 days?________

Cocaine/Crack:
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many times in the past 30 days?________

Amphetamines (speed, crystal):
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

  If yes, how many times in the past 30 days?________

Shared (Someone Used After Me):

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

Reused My Own:

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      

Origin Unknown:

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown                                      
In the past 30 days, have you shared needles with someone…

Who was HIV Positive (has HIV)? 

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown      
Who was HIV Negative?

℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown      
Whose HIV Status you didn’t know?  
℃ Yes                                                                                               

℃ No                                                                                                  

℃ Unknown
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	Date of Service: ___/___/___
Contract ID: EIP______________

Program: EIP
Assessment (Primary Service)

    (Secondary Service/Unit of Service)

 FORMCHECKBOX 
 Behavioral Risk/____x 15 min

 FORMCHECKBOX 
 Functional Status/Quality of Life/____x 15 min

 FORMCHECKBOX 
 Medical/____x 15 min

 FORMCHECKBOX 
 Psychosocial Factors/____x 15 min

 FORMCHECKBOX 
 Case Management/____x 15 min (FUTURE USE)
 FORMCHECKBOX 
 Treatment Adherence/____x 15 min (FUTURE USE)
 FORMCHECKBOX 
 Health Education/____x 15 min (FUTURE USE)
Individual Service Plan (Primary Service)

    (Secondary Service/Unit of Service)

 FORMCHECKBOX 
 Individual Service Plan/____x 15 min

Case Conference (Primary Service)

    (Secondary Service/Unit of Service)

 FORMCHECKBOX 
 Case Conference/____x 15 min

Medical (Primary Service)

    (Secondary Service/Unit of Service)

 FORMCHECKBOX 
 Laboratory Specimen/____x 15 min

 FORMCHECKBOX 
 Risk Reduction/____x 15 min

 FORMCHECKBOX 
 Visit/Consultation/____x 15 min

 FORMCHECKBOX 
 STD Test/____x 15 min (FUTURE USE)
 FORMCHECKBOX 
 Hepatitis C Test/____x 15 min (FUTURE USE)
 FORMCHECKBOX 
 TB Test/____x 15 min (FUTURE USE)

	Risk Reduction (Primary Service)

    (Secondary Service/Unit of Service)

 FORMCHECKBOX 
 Counseling (Individual)/____x 15 min

 FORMCHECKBOX 
 Counseling (Group)/____x 15 min

 FORMCHECKBOX 
 Peer Counseling/____x 15 min

 FORMCHECKBOX 
 Offer Disclosure Assistance/PCRS/____x 15 min

 FORMCHECKBOX 
 Provide Disclosure Assistance/PCRS/____x 15 min

 FORMCHECKBOX 
 Provide Partner Notification/____x 15 min

Psychosocial (Primary Service)

    (Secondary Service/Unit of Service)

 FORMCHECKBOX 
 Counseling (Group)/____x 15 min

 FORMCHECKBOX 
 Counseling (Individual)/____x 15 min

 FORMCHECKBOX 
 Peer Counseling/____x 15 min

 FORMCHECKBOX 
 Risk Reduction/____x 15 min

 FORMCHECKBOX 
 Substance Use Counseling/Intervention/___x 15 min

Mental Health (Primary Service)

    (Secondary Service/Unit of Service)

 FORMCHECKBOX 
 Psychiatric Care/____x 15 min

 FORMCHECKBOX 
 Psychiatric Evaluation/____x 15 min

Treatment Education (Primary Service)

    (Secondary Service/Unit of Service)

 FORMCHECKBOX 
 Individual/____x 15 min

 FORMCHECKBOX 
 Group/____x 15 min

 FORMCHECKBOX 
 Peer/____x 15 min

Treatment Adherence (Primary Service)

    (Secondary Service/Unit of Service)

 FORMCHECKBOX 
 Counseling (Group)/____x 15 min

 FORMCHECKBOX 
 Counseling (Individual)/____x 15 min

 FORMCHECKBOX 
 Peer Counseling/____x 15 min




	Health Education (Primary Service)

    (Secondary Service/Unit of Service)      

 FORMCHECKBOX 
 Coping Skills/____x 15 min

 FORMCHECKBOX 
 Group/____x 15 min

 FORMCHECKBOX 
 HIV/AIDS/____x 15 min

 FORMCHECKBOX 
 Individual/___x 15 min

 FORMCHECKBOX 
 Nutrition/____x 15 min

 FORMCHECKBOX 
 Peer/____x 15 min

 FORMCHECKBOX 
 Risk Reduction/____x 15 min

 FORMCHECKBOX 
 Smoking Cessation/____x 15 min

Case Management (Primary Service)

     (Secondary Service/Unit of Service)

 FORMCHECKBOX 
 Basic Needs Assistance/____x 15 min

 FORMCHECKBOX 
 Benefits Counseling/____x 15 min

 FORMCHECKBOX 
 Risk Reduction/____x 15 min

 FORMCHECKBOX 
 Consultation/Other (Medical)/____x 15 min

 FORMCHECKBOX 
 Consultation/Other (Non-Medical)/____x 15 min

Referral (Primary Service)

    (Secondary Service/Unit of Service)

 FORMCHECKBOX 
 Alcohol Counseling/Treatment/Intervention/___x 15 min

 FORMCHECKBOX 
 Alternative/Complementary Therapy/____x 15 min

 FORMCHECKBOX 
 Benefits Counseling/____x 15 min

 FORMCHECKBOX 
 Bridge Project/Bridge Worker/____x 15 min

 FORMCHECKBOX 
 Child Care/____x 15 min

 FORMCHECKBOX 
 Clinical Trials/____x 15 min
 FORMCHECKBOX 
 Dental/____x 15 min

 FORMCHECKBOX 
 Disclosure Assistance/PCRS/____x 15 min

 FORMCHECKBOX 
 Domestic Violence Assistance/____x 15 min

 FORMCHECKBOX 
 Drug Use Counseling/Treatment/Intervention/___x 15 min

	 FORMCHECKBOX 
 Exercise/Physical Fitness/____x 15 min

 FORMCHECKBOX 
 Family Planning/____x 15 min

 FORMCHECKBOX 
 Financial/____x 15 min

 FORMCHECKBOX 
 Food/Meals/____x 15 min

 FORMCHECKBOX 
 Health Insurance Continuation/____x 15 min

 FORMCHECKBOX 
 HIV/AIDS Medications/ADAP/____x 15 min

 FORMCHECKBOX 
 Home Care/____x 15 min

 FORMCHECKBOX 
 Hospice/____x 15 min

 FORMCHECKBOX 
 Housing/____x 15 min

 FORMCHECKBOX 
 Legal/____x 15 min

 FORMCHECKBOX 
 LIFE/____x 15 min

 FORMCHECKBOX 
 Medical (HIV-Related)/____x 15 min

 FORMCHECKBOX 
 Medical (Not HIV-Related/____x 15 min

 FORMCHECKBOX 
 Mental Health/____x 15 min

 FORMCHECKBOX 
 Other/____x 15 min

 FORMCHECKBOX 
 Other Medications/____x 15 min

 FORMCHECKBOX 
 Partner Notification/____x 15 min

 FORMCHECKBOX 
 Positive Changes/Risk Reduction Specialist/___x 15 min

 FORMCHECKBOX 
 Smoking/Tobacco Cessation/____x 15 min

 FORMCHECKBOX 
 Spiritual/Religious Support/____x 15 min

 FORMCHECKBOX 
 Support Group (HIV-Related)/____x 15 min

 FORMCHECKBOX 
 Support Group (Not HIV-Related)/____x 15 min

 FORMCHECKBOX 
 Syringe Exchange/____x 15 min

 FORMCHECKBOX 
 Transportation/____x 15 min

 FORMCHECKBOX 
 12-Step Program (Not Drug or Alcohol)____x 15 min


ATTACHMENT 1: ARIES National Origin/Ethnicity Categories

	Hispanic National Origin / Ethnicity Categories: 

	Mexican/ Mexican American

	Cuban

	Puerto Rican

	Central American

	South American

	Spanish, Portuguese, Cape Verdean

	Other Caribbean

	Other Hispanic 

	Spanish, Hispanic or Latino/a

	Chicano/a

	Unknown / Unreported 

	Jamaican, Haitian, Dominican Republic

	All Other National Origin / Ethnicity Categories:

	White (including Caucasian, Middle Eastern, North African)

	Black or African American

	African American Black

	Caribbean, (Jamaican, Haitian, Dominican), not Puerto Rican or Cuban

	African Black

	All Other Black

	Asian

	East Asian

	Chinese

	Japanese

	Korean

	Taiwanese

	South Asian

	Bangladeshi

	Burmese

	East Indian

	Pakistani

	Southeast Asian

	Cambodian

	Filipino

	Hmong                        

	Indonesian

	Laotian

	Malaysian

	Singaporean

	Thai            

	Vietnamese

	Other Asian Pacific Islander

	American Indian, Aleutian, Native Alaskan or Eskimo

	Alaskan Native

	Aleut

	Eskimo

	American Indian, Native American 

	Pacific Islander

	Fijian

	Guamanian

	Native Hawaiian

	Samoan

	Other Pacific Islander 

	Other 

	Unknown/Unreported
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Client Name: ______________________________ 
(Rev. 3/2008) Pg 21                                                                                                  
Client ID: ________________________   Visit Date: ____/____/____       Staff Person: ______________    

