
State of California - Health and Human Services Agency 
 PARTNER INFORMATION FORM California Department of Public Health, Office of AIDS 

 
Linking ID type: (mark one ) 
 C&T client # (OAID)  ARIES #  No OC linking ID 
 HTF ID #   OC Form # 
 RRA client #  Other:  

  
Linking ID#:  Partner #: 
          - 

 
   

 

Initiating Provider Information 
Date PIF initiated: (mm/dd/yyyy) 
        

 

Counselor ID: 
    

 

Agency contact/phone number: 
 

Notification type: 
 Anonymous Third Party Notification 
 Dual Notification Session 

Partner Identifying Information 
Name of person being notified:  Nicknames or AKAs (Also Known As):  

Staff interviewing the index client for partner elicitation use the “I” column when interviewing the index client; staff conducting the partner notification use 
the “V” column to verify that information with the partner.  For Date of birth, Age, and/or First letter of last name, write in any changed “V” values in 
the space below the item(s).  

Current gender identity: (mark one ) 

  I  V 
 (1) Male 
 (2) Female (indicate if pregnant and in care below) 

 (3) Transgender: male to female 
 (4) Transgender: female to male 
 (5) Other identity, specify: _____________ 
 (8) Client does not know 
 (9) Declined to answer 
 (7) Not asked 

If female, is If pregnant, is partner 
partner pregnant? in prenatal care? 
  I  V   I  V 
 (1) Yes  (1) Yes 
 (0) No  (0) No 

 (8) Don’t know  (8) Don’t know 

Race/ethnicity: (mark all that apply )   
  I  V  
 (1) Black/African American  
 (1) American Indian/Alaska Native 
 (1) Asian  
 (specify):________________________ 
 (1) Native Hawaiian/Pacific Islander 
 (specify):________________________ 
 (1) Hispanic/Latino(a)  
 (specify):________________________ 
 (1) White 
 (1) Client does not know 
 (1) Declined to answer 
 (1) Not asked 

I  V Date of birth:  (mm/dd/yyyy) Age: 
             

 

 
 
 
 

    I  V    

  First letter of last name:   
 

 
 
 
 
Any domestic violence risk issues? (mark one )  
(Asked of Index Client only) 

(1) Yes (9) Declined to answer 
(0) No (7) Not asked 

Address: Apt. #: City: State: Zip code: 

Cross street: Description of house/apartment: 

Best day and time to locate at address: (mark all that apply )      AM           PM 
 Monday           Tuesday           Wednesday           Thursday           Friday           Saturday           Sunday 

Telephone number:   Home  Work   Mobile 

Alternate number:   Home  Work   Mobile 

Email/Screen name/Website:   

This person lives with: (mark all that apply ) 

 Wife   Husband   Partner   Roommate(s)   Dog 

Other, specify:  

Alternate address for locating partner: What is this location? (i.e., work, hang-out)  

Best day and time to locate at alternate address: (mark all that apply )      AM           PM 
 Monday           Tuesday           Wednesday           Thursday           Friday           Saturday           Sunday 

Additional Identifying Information 
Glasses:   Yes    No Hair color/style/texture: Primary language spoken: 

Type of build and height: Eye color: Skin color: 

Distinguishing features: Additional information: (i.e., car type, safety issues, etc.) 

Exposure Information 
Date of first 
exposure: 
(mm/yyyy) 

 

      
 

Date of last 
exposure: 
(mm/yyyy) 

 

      
 

Number of exposures:  Total  Daily 
__________________  Weekly  Monthly 

Type of exposure: (mark all that apply ) (1) Sexual  (1) Needle-sharing Was partner referred as part of a social network/cluster?(1) Yes   (0) No 

Additional Notes 
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Linking ID type: (mark one ) 
 C&T client # (OAID)  ARIES #  No OC linking ID 
 HTF ID #   OC Form # 
 RRA client #  Other:  

  
Linking ID#:  Partner #: 
          - 

 
   

 

Anonymous Third Party Notification Only 
Investigating 
LHJ: 

   
  

Date assigned to 
investigating LHJ: (mm/dd/yyyy)  

            
  

Field 
record #: 

         
  Assigned DIS field worker name/#: 

 
__________________________________ 

 

#:    
 

Date assigned to 
DIS field worker: 
(mm/dd/yyyy) 

         
  

 Internet initiation/ 
notification only?  

Partner Notification (Dual/3rd Party)  
Was the partner notified? 
(1) Yes        (0) No If no, why not? (mark one ) (1) Unable to locate (2) Deceased (3) Email rejected 
   (4) Initial contact made, but unable to share health information 
   (5) Insufficient information to begin investigation 
 (6) Other (specify):_________________________________________________ 

Partner Information (Dual/3rd Party) 
Date of disclosure 
interview: 
(mm/dd/yyyy) 

         
  

 Check here to indicate that the 
partner’s “V” information on the 
first page of this PIF was Verified. 

Partner biological sex at birth: (mark one ) 

(1) Male (3) Intersex (7) Not asked 
(2) Female (9) Declined to answer 

Partner Risk Factors (Dual/3rd Party) 
Was the partner asked about HIV risk factors? 

(1) Risk factors discussed 
(2) Partner was not asked risk factors  
(3) Partner declined to discuss risk factors 

Had vaginal or anal sex with a female? 
(1) Yes (9) Declined to answer 
(0) No (7) Not asked 
 

Had vaginal or anal sex with a transgendered 
person? 
(1) Yes (9) Declined to answer 
(0) No (7) Not asked 
 

Had vaginal or anal sex without a condom? 
(1) Yes (9) Declined to answer 
(0) No (7) Not asked 

Had vaginal or anal sex with an IDU? 
(1) Yes (9) Declined to answer 
(0) No (7) Not asked 

Used a needle to inject drugs? 

Over the past 12 months, has the partner... 

Had vaginal or anal sex with a male?  
(1) Yes (9) Declined to answer 
(0) No (7) Not asked 

(1) Yes 
(0) No 
(9) Declined to answer 
(7) Not asked 

If yes, shared needle/ 
injection equipment? 
(1) Yes 
(0) No 
(9) Declined to answer 
(7) Not asked 

Partner HIV Testing (Dual/3rd Party) 
Has the partner been tested for HIV before?  
(1) Yes                                                   
(0) No  
(8) Partner does not know 
(9) Declined to answer 
(7) Not asked 

If yes, self-reported result of this last HIV test: (mark one ) 
(1) Negative (4) Inconclusive, discordant, invalid 
(2) Positive (8) Partner does not know 
(3) Preliminary positive (9) Declined to answer 

Date of last HIV test: (mm/dd/yyyy) 
        

 

If day of last 
HIV test 
unknown, 
use “15” for 
/dd/. 

Was the partner referred to HIV testing following notification? 
(1) Yes If yes, indicate test provider: (mark one )  

(1) On-site (at encounter) 
(2) Referred to C&T site 
(3) Private healthcare provider  
(4) Other (specify):_________________________  

If known indicate partner C&T/OAID#: 
          

 

(0) No If no, indicate why not: (mark one ) 
(1) Partner already positive 
(2) Partner refused test 

Date of this HIV test: (mm/dd/yyyy) 
        

 

Was an HIV test performed as a result of a referral from partner services?  

(1) Yes 
(0) No 
(8) Unknown 

If yes, what was the result? (mark one ) 
(1) Negative (4) Inconclusive/discordant 
(2) Positive (5) Invalid 
(3) Preliminary positive (8) Unknown 

Results provided? 
(1) Yes 
(0) No 
(8) Unknown 

This test result is: (mark one )  
(1) Verified 
(2) Self-report  

Partner Linkage to Care (Dual/3rd Party) 
Was the HIV positive partner referred to HIV medical care?  
(1) Yes 
 
 
 
(0) No 
(8) Unknown 

If yes, did partner attend first appointment? 
(1) Yes 
(0) No 
(8) Unknown 

Appointment date: (mm/dd/yyyy)  
        

 

If known indicate partner ARIES #: 
          

 

If no, indicate why not: (mark one ) 
(1) Partner already in HIV medical care     (2) Partner declined HIV medical care 

Partner Referrals (Dual/3rd Party) Date Case Closed (Dual/3rd Party) 
Partner referrals: (mark all that apply ) (1) No referrals (1) HIV risk reduction activities 
(1) Pre-exposure prophylaxis (1) Substance use services (1) Syringe services program 
(1) STD testing & treatment (1) Hepatitis services (1) Mental health services    
(1) TB testing & treatment (1) Housing services 

Date case closed: (mm/dd/yyyy) 
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