Medi-Cal Waiver Program (MCWP)
Required Minimum Dataset Forms for ARIES
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	Last Name:
	

	First Name:
	

	Middle Initial:
	

	Mother’s Maiden Name:
	

	Date of Birth:
	

	Gender:  

  (  Male 

  ( Female

  ( Transgender MTF

  ( Transgender FTM

  ( Other

  ( Unknown

  ( Client Refused to Report


	

	( Client Agrees to Share Data


Demographics tab 


→ Contact Information subtab

Demographics tab 


→ Demo Detail subtab

	ADDRESS

Zip Code: __________________

County:  ____________________


	*Note: all other information on the Contact Information subtab is optional for CMP & MCWP. 



	Hispanic: 
    (  Yes   (  No  (  Unknown


If yes, National Hispanic Origin / Ethnicity:______________________ (see attachment 1 for ethnicity categories)


	Race 1: 

  (  White  

  (  Black  

  (  Asian 

  (  American Indian/Native Alaskan 

  (  Pacific Islander

  (  Other  

  (  Unknown/Unreported

National Origin / Ethnicity 1:______________________ (see attachment 1 for ethnicity categories)


	Race 2 (Optional): 

  (  White  

  (  Black  

  (  Asian 

  (  American Indian/Native Alaskan 

  (  Pacific Islander

  (  Other  

  (  Unknown/Unreported

National Origin / Ethnicity 2:______________________ (see attachment 1 for ethnicity categories)



	Place of Death (Optional):

( Home

( Hospital

( Nursing Facility

( Residence Hospice/RCF-CI

( Other:_________________


	Date of Death: ____/____/____




Demographics tab 





Demographics tab 


→ Living Situation subtab




→ Agency Specifics subtab

	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

( Living with Relatives/Friends

( Rental Housing

( Participant Owned Housing

( Board, Care or Assisted Living

( Rented Room

( Refused to Answer

( Other

( Unknown

As of date: ____/____/____


	Agency Status:  

( Active

( Inactive

( Disenrolled

( Lost to Follow-Up

( Discharged

( Reported Deceased

( Confirmed Deceased

( Unknown/Unreported

Status as of Date: ____/____/____


Agency Enrollment Date: ____/____/____




Eligibility tab 


→ Eligibility subtab
	Type: ARIES Consent Form 

( Pending
( Obtained by this agency

( Obtained by another agency

      Location: __________________________

Document Dated: ____/_____/____
Obtained: ____/_____/____

Expires: ____/_____/____
Source: _______________________________

Notes: ________________________________


	Type: HIV Letter of Diagnosis 

( Pending
( Obtained by this agency

( Obtained by another agency

      Location: __________________________

Document Dated: ____/_____/____

Obtained: ____/_____/____

Expires: ____/_____/____

Source: _______________________________

Notes: ________________________________




Eligibility tab 


→ Financial subtab

	Household Income: $ ___________________

( Monthly

Number of People in Household: ___________


	


Eligibility tab 


→ Insurance subtab

*Collect up to 2 insurance types on this form; collect as many as needed in ARIES. 

	Insurance 1:

	Source:                                                   
	Type:

	( ADAP

( Public 1

( Public 2

( Private 1

( Private 2

( Private 3

( Vision

( Dental
( Medi-Cal/Medicaid
( Veteran
( Medicare
( Other Public
( Insurance
( Other
( Unknown
( No Insurance
	( Baby
( CA Children’s Services

( Cal-COBRA

( CHAMPUS

( CHIPPS

( CMSP

( COBRA                       

( COBRA-Individual

( COBRA-Family

( Conversion (Rx)

( Conversion-Family

( Conversion-Individual

( County Sponsored

( DentiCAL

( Family Medical Leave Act

( Family Self-pay

( Full Scope

( HIPIC


	( Individual Self-pay

( LIHP

( Managed

( Medi-Care A

( Medi-Care A & B

( Medi-Care D

( No Insurance

( North Star

( OBRA

( OBRA-Family

( OBRA-Individual

( Other

( Private Self-pay

( Restricted

( Shared Cost

( Unknown

( Veterans

	℃ Primary Insurance (Optional)
Start Date: ___/___/_____

End Date: ___/___/____


	Notes: 



	Insurance 2:

	Source:                                                   
	Type:

	( ADAP

( Public 1

( Public 2

( Private 1

( Private 2

( Private 3

( Vision

( Dental
( Medi-Cal/Medicaid
( Veteran
( Medicare
( Other Public
( Insurance
( Other
( Unknown
( No Insurance
	( Baby
( CA Children’s Services

( Cal-COBRA

( CHAMPUS

( CHIPPS

( CMSP

( COBRA                       

( COBRA-Individual

( COBRA-Family

( Conversion (Rx)

( Conversion-Family

( Conversion-Individual

( County Sponsored

( DentiCAL

( Family Medical Leave Act

( Family Self-pay

( Full Scope

( HIPIC


	( Individual Self-pay

( LIHP

( Managed

( Medi-Care A

( Medi-Care A & B

( Medi-Care D

( No Insurance

( North Star

( OBRA

( OBRA-Family

( OBRA-Individual

( Other

( Private Self-pay

( Restricted

( Shared Cost

( Unknown

( Veterans

	( Primary Insurance (Optional)
Start Date: ___/___/_____

End Date: ___/___/____


	Notes: 




	Primary Medical Care (select one) (Optional):

( 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) (Optional):

( 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: ____/_____/____




Medical tab 


→ Basic Medical subtab

*AIDS Defining Conditions are here in ARIES; see next page (6) on these forms for AIDS Defining Conditions.
* CFA and Pediatric Scale come directly after AIDS Defining Conditions in ARIES. 
	Karnofsky / CFA (select one for Adults >=13 years): 

___________________

Date:       ____/_____/____


	Pediatric Scale: (select one for clients <13 years): 

___________________

Date: ____/_____/____




Medical tab 


→ Basic Medical subtab continued…
AIDS Defining Conditions (Optional):







      
	( Bacterial Infections, Multiple or Recurrent (<13 only)
	Diagnosis Date: ____/_____/____

	( Candidiasis, Bronchi, Trachea, or Lungs
	Diagnosis Date: ____/_____/____

	( Candidiasis, Esophageal
	Diagnosis Date: ____/_____/____

	( Carcinoma, Invasive Cervical (Adult Only)
	Diagnosis Date: ____/_____/____

	( Coccidioidomycosis, Disseminated or Extrapulmonary
	Diagnosis Date: ____/_____/____

	( Cryptococcosis, Extrapulmonary
	Diagnosis Date: ____/_____/____

	( Cryptosporidiosis, Chronic Intestinal (>1 month duration)
	Diagnosis Date: ____/_____/____

	( Cytomegalovirus Disease (other than in liver, spleen, or nodes)
	Diagnosis Date: ____/_____/____

	( Cytomegalovirus Retinitis (with loss of vision)
	Diagnosis Date: ____/_____/____

	( HIV Encephalopathy
	Diagnosis Date: ____/_____/____

	( Herpes Simplex: Ulcers (>1 month); 

Bronchitis/ Pneumonitis/ Esophagitis
	Diagnosis Date: ____/_____/____

	( Histoplasmosis, Disseminated or Extrapulmonary
	Diagnosis Date: ____/_____/____

	( Isosporiasis, Chronic Intestinal (>1 month duration)
	Diagnosis Date: ____/_____/____

	( Kaposi’s Sarcoma
	Diagnosis Date: ____/_____/____

	( Lymph Interstitial Pneumonia, Pulmonary Hyperplasia (<13 only)
	Diagnosis Date: ____/_____/____

	( Lymphoma, Burkitt’s (or equivalent term)
	Diagnosis Date: ____/_____/____

	( Lymphoma, Immunoblastic (or equivalent term)
	Diagnosis Date: ____/_____/____

	( Lymphoma, Primary in Brain
	Diagnosis Date: ____/_____/____

	( MAC or M. Kansasii, Disseminated or Extrapulmonary
	Diagnosis Date: ____/_____/____

	( M. Tuberculosis, Pulmonary (Adult Only)
	Diagnosis Date: ____/_____/____

	( M. Tuberculosis, Disseminated or Extrapulmonary
	Diagnosis Date: ____/_____/____

	( Mycobacterium of Other/Unknown Species, Disseminated or Extrapulmonary
	Diagnosis Date: ____/_____/____

	( Pneumocystis Carinii Pneumonia
	Diagnosis Date: ____/_____/____ 

	( Pneumonia, Recurrent in 12-Month Period (Adult Only)
	Diagnosis Date: ____/_____/____

	( Progressive Multifocal Leukoencephalopathy
	Diagnosis Date: ____/_____/____

	( Salmonella Septicemia, Recurrent (Adult Only)
	Diagnosis Date: ____/_____/____

	( Toxoplasmosis of Brain
	Diagnosis Date: ____/_____/____

	( Wasting Syndrome due to HIV
	Diagnosis Date: ____/_____/____


Medical tab 


→ Medical History subtab
	CD4 Date: ____/_____/____

T Cell Count: ____________
	Viral Load Date: ____/_____/____
Value: ____________




STI/Hepatitis (Optional):
	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
	_____/_____/_____


Medical tab 


→ Medical History subtab
Tuberculosis:
	Test Medically Indicated:
	Test Medically Indicated Date:
	Date PPD/TST Placed: 
	Date PPD/TST Read: 
	IGRA Date: 
	Chest X-Ray 

Date: 
	Chest X-Ray Result (optional):

	( 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


Immunizations:
	Immunization Type:


	Immunization Date: 

	( Hepatitis A
	____/_____/____

	( Hepatitis B              Dose#__________
	____/_____/____

	( Pneumovax
	____/_____/____

	( Tetanus
	____/_____/____

	( Pertussis
	____/_____/____

	( Flu
	____/_____/____


ER / Hospital Visits (Optional): 
*Collect up to 2 ER / Hospital Visits on this form; collect as many as needed in ARIES. 
	Date:____/____/____


	  ( ER Visit 


	Reason:

( HIV Related, No OI

( AIDS Related, No OI

( OI (HIV/AIDS)

( Not HIV/AIDS Related

( Other


	( Hospitalized

If Hospitalized, # of days: __________



	Date:____/____/____


	  ( ER Visit 


	Reason:

( HIV Related, No OI

( AIDS Related, No OI

( OI (HIV/AIDS)

( Not HIV/AIDS Related

( Other


	( Hospitalized

If Hospitalized, # of days: __________




Medical tab 


→ OB / GYN & Pregnancy subtab
OB/GYN:
	Pap Smear & Pelvic Exam Date:
	Result (Optional):

	___/____/____


	


Pregnancy:
	Date First Reported Pregnant:
	Estimated Delivery Date:
	HIV Status During Pregnancy (Optional):
	Date Prenatal Care Began:

	___/____/____


	___/____/____


	( HIV Positive After Conception

( HIV Positive Prior to Pregnancy

	___/____/____




	ART Counseling Offered to Reduce HIV Transmission to Infant (Optional):
	Date Received ART Counseling (Optional):
	ART Was Offered to Reduce Vertical Transmission to Infant (Optional):
	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




Medications tab 


→ ART subtab
	ART Type:
	Reason not on HAART
	Start Date:
	End Date (Optional): 

	( 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
	( Not medically indicated

( Not ready (determined by clinician)

( Client Refused

( Tolerance, side-effects, toxicity

( Payment assistance unavailable

( Other

( Unknown
	____/_____/____


	____/_____/____


*Can collect up to 3 ART Drugs on this form (Optional); collect as many as needed in ARIES. See attachment 2 for ART list.
	Anti-Retroviral Drugs (see attachment 2 for ART Drugs list) 
	Start Date (optional):
	End Date (optional): 

	ART 1: ________________________________________________
	____/_____/____


	____/_____/____



	ART 2: ________________________________________________
	____/_____/____


	____/_____/____



	ART 3: ________________________________________________
	____/_____/____


	____/_____/____




Medications tab 


→ ART subtab continued…

	Genotypic / Phenotypic testing performed to determine resistance to HIV medications: 

( Yes

( No

( Unknown
	Date of Test: ____/_____/____


Medications tab 


→ Other Medications subtab
	Other Medications:
(Required for PCP Prophylaxis)
	Prescribed by: (optional)
	Used for:
	Type:
(Required for PCP Prophylaxis)
	Dates: 
(Required for PCP Prophylaxis)
	Dosage:
(optional)

	Other 

Medications 1: 

___________________________

	_________________​__
	
	( Prophylaxis

( Treatment
	____/_____/____ --

____/_____/____
	______

	Other 

Medications 2: 

___________________________

	___________________
	
	( Prophylaxis

( Treatment
	____/_____/____ --

____/_____/____
	______

	Other 

Medications 3: 

___________________________

	___________________
	
	( Prophylaxis

( Treatment
	____/_____/____ --

____/_____/____
	______


Adherence (Optional):
	In the last three days, not including today, how many days did you take your other medications at the times and in the amounts prescribed by your doctor?
	As of (date): 

	( 0

( 1

( 2
( 3
	____/_____/____


Risk & Assessments tab 


→ Risk Factors subtab
What behaviors did the client engage in prior to his/her first HIV positive test result?  Check all that apply:
	( Pediatric

	Client Risk Factors:

( 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 of 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




Primary HIV Exposure (Optional):



 Secondary HIV Exposure (Optional):
	( Men Who Have Sex with Men (MSM)

( Injection Drug User (IDU)

( Men Who Have Sex with Men and Injection Drug User (MSM and IDU)

( Hemophilia/Coagulation Disorder

( Heterosexual Contact with an At-Risk or Infected Partner

( Receipt of Transfusion of Blood, Blood Components or tissue

( Mother HIV Infected/Perinatal Transmission

( Sexual Abuse (Pediatric Only)

( Other

( Undetermined

( Risk not Reported

( Unknown


	( Men Who Have Sex with Men (MSM)

( Injection Drug User (IDU)

( Men Who Have Sex with Men and Injection Drug User (MSM and IDU)

( Hemophilia/Coagulation Disorder

( Heterosexual Contact with an At-Risk or Infected Partner

( Receipt of Transfusion of Blood, Blood Components or tissue

( Mother HIV Infected/Perinatal Transmission

( Sexual Abuse (Pediatric Only)

( Other

( Undetermined

( Risk not Reported

( Unknown




Risk & Assessments tab 



 


→ Substance Abuse subtab
Substance Abuse (Optional): 
	Substance Abuse Treatment Status:

( In Treatment

( Waiting List for Treatment

( Refused Treatment

( Completed Treatment

( Pre-Treatment Process

( Dropped Out of Treatment

( No Active Treatment or Counseling

( Resumed Treatment

( Other

( Unknown 

( Not Applicable  

	Substance Abuse Date: ____/_____/____




	Screen Date
	Screening Tool
	Outcome

	___/____/____


	___________________________________
	________________________________________


Risk & Assessments tab 


→ Risk Factors subtab
Mental Health (Optional): 
	Mental Health Treatment Status:

( In Treatment

( Waiting List for Treatment
( Refused Treatment

( Completed Treatment

( Pre-Treatment Process
( Dropped Out of Treatment

( No Active Treatment or Counseling

( Resumed Treatment
( Other

( Unknown 

( Not Applicable 

	Mental Health History Date: ____/_____/____




	Screen Date
	Screening Tool
	Outcome

	___/____/____


	___________________________________
	________________________________________


ServicesTab
*Can collect up to 6 services on this form; can collect as many as needed in ARIES.  Each agency has its own service set-up.  To view a list of possible CMP & MCWP primary & secondary services see attachment #3 titled, “ARIES Case Management (CMP) and Medi-Cal Waiver Program (MCWP) Primary & Secondary services.”
	Date of Service:
	Contract ID:
	Program:
	Primary:
	Secondary:
	Subservice:

	___/____/____


	
	( MCWP 


	
	
	

	Units of Service:

      #:_______________  @  $_______________  per _______________

	Date of Service:
	Contract ID:
	Program:
	Primary:
	Secondary:
	Subservice:

	___/____/____


	
	( MCWP 


	
	
	

	Units of Service:

      #:_______________  @  $_______________  per _______________

	Date of Service:
	Contract ID:
	Program:
	Primary:
	Secondary:
	Subservice:

	___/____/____


	
	( MCWP 


	
	
	

	Units of Service:

      #:_______________  @  $_______________  per _______________

	Date of Service:
	Contract ID:
	Program:
	Primary:
	Secondary:
	Subservice:

	___/____/____


	
	( MCWP 


	
	
	

	Units of Service:

      #:_______________  @  $_______________  per _______________

	Date of Service:
	Contract ID:
	Program:
	Primary:
	Secondary:
	Subservice:

	___/____/____


	
	( MCWP 


	
	
	

	Units of Service:

      #:_______________  @  $_______________  per _______________

	Date of Service:
	Contract ID:
	Program:
	Primary:
	Secondary:
	Subservice:

	___/____/____


	
	( MCWP 


	
	
	

	Units of Service:

      #:_______________  @  $_______________  per _______________


	Notes:

	


Programs tab 


→ CMP / MCWP subtab

	MCWP Enrollment/Disenrollment:

Program:

( MCWP

Status: 

( Enroll

( Disenroll

( Re-Enroll

Date: ___/___/___

Client ID #: ________ OR ℃ Auto Generate Client ID #

Staff 1: _________________________________________

Staff 2: _________________________________________

Staff 3: _________________________________________

Staff 4: _________________________________________

MCWP Reason Disenrolled:

( Death

( Annual Client Cap Exceeded

( Lost Medi-Cal Eligibility

( Improved Health Status

( Institutionalized

( Client Choice

( Left Service Area

( Lost to Follow-Up

( Transferred to CMP, Cap Exceeded

( Transferred to CMP, Lost Medi-Cal Eligibility

( Transferred to CMP, Improved Health Status

( Managed Care Enrollment

( Other Reason: _____________________________

MCWP Level of Care: 

( Nursing Facility

( Acute

	Collect the following once every 60 days: (Optional)
Date of Assessment: ___/___/___

Client Missed HAART Doses Within the previous 48 Hours:

( Yes

( No

( Client not on HAART Therapy

( Not Sure/Don’t Know

( Refused to Answer

( Not Assessed

Assessment of Client’s Ability to Take HAART Medications:

( Able to take meds at right time and dosage

( Able to take meds at right time, with guidance by another

( Unable to take medications unless administered by someone else

( Client is not taking any HAART medications

( Unable to assess

( Not assessed

Collect once at time of enrollment: (Optional)
Date of Symptomatic HIV+ Diagnosis: ___/___/___

Lowest CD4 Count at Time of Enrollment: ___________

(CD4) Date: ___/___/___

Highest Viral Load at Time of Enrollment: ___________

(Viral Load) Date: ___/___/___




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

	Jamaican, Haitian, Dominican Republic

	Unknown / Unreported 


	All Other National Origin / Ethnicity Categories:

	White (including Caucasian, Middle Eastern, North African)

	White (Middle East, Southwest Asia) 

	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 


ATTACHMENT 2

ARIES Anti-Retroviral Drugs with HRSA drug codes

	Drug Brand Name
	Drug Generic Name
	Code

	Agenerase
	Amprenavir
	d04428

	Aptivus                 
	tipranavir              
	d05538

	Atripla                 
	emtricitabine           
	d05847

	Combivir                
	zidovudine              
	d04219

	Complera
	rilpivirine
	 d07796

	Crixivan                
	indinavir               
	d03985

	Didanosine
	Didanosine
	d00078

	Edurant
	rilpivirine
	d07776

	Emtriva                 
	emtricitabine           
	d04884

	Epivir                  
	lamivudine              
	d03858

	Epzicom                 
	abacavir sulfate        
	d05354

	Fortovase
	saquinavir mesylate     
	d03860

	Fuzeon                  
	enfuvirtide             
	d04853

	Hivid
	zalcitabine
	d00127

	Intelence               
	etravirine              
	d07076

	Invirase                
	saquinavir mesylate     
	d03860

	Isentress               
	raltegravir             
	d07048

	Kaletra                 
	lopinavir               
	d04717

	Lexiva                  
	fosamprenavir calcium   
	d04901

	Norvir                  
	ritonavir               
	d03984

	Prezista                
	darunavir
	d05825

	Rescriptor              
	delavirdine             
	d04119

	Retrovir                
	zidovudine              
	d00034

	Reyataz                 
	atazanavir
	d04882

	Selzentry               
	maraviroc               
	d06852

	Sustiva                 
	efavirenz               
	d04355

	Trizivir                
	abacavir sulfate        
	d04727

	Truvada                 
	emtricitabine           
	d05352

	Videx
	didanosine              
	d00078

	Videx EC                
	didanosine              
	d00078

	Viracept                
	nelfinavir              
	d04118

	Viramune                
	nevirapine              
	d04029

	Viread                  
	tenofovir 
	d04774

	Zerit                   
	stavudine               
	d03773

	Ziagen                  
	abacavir sulfate        
	d04376


ATTACHMENT 3

ARIES Medi-Cal Waiver Program (MCWP) Primary & Secondary Services

Medi-Cal Waiver Program (MCWP): 

	Program
	Primary Service
	Secondary Service

	MCWP
	Mental Health Services
	Mental Health Services

	MCWP
	Mental Health Services
	Psychotherapy

	MCWP
	Mental Health Services
	Individual

	MCWP
	Mental Health Services
	Group

	MCWP
	Home and Community-Based Health Services
	Attendant Care

	MCWP
	Home and Community-Based Health Services
	Homemaker Care

	MCWP
	Home and Community-Based Health Services
	Skilled Nursing

	MCWP
	Home and Community-Based Health Services
	Skilled Nursing by LVN

	MCWP
	Home and Community-Based Health Services
	Skilled Nursing by RN

	MCWP
	Case Management (non-medical)
	Face-to-Face Case Management

	MCWP
	Case Management (non-medical)
	Non-Face-to-Face Case Management

	MCWP
	Medical Case Management (including Treatment Adherence)
	Face-to-Face Case Management

	MCWP
	Medical Case Management (including Treatment Adherence)
	Non-Face-to-Face Case Management
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