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Place StarLIMS
label here

How did you find cutabout this service?

PNUMBER

Test{ Test 7

Test 3

Race (e;heck-{aﬁv_ithat; appiy)? S
T White

L1 American IND. 7AK Native
L3 Asian .7 Don't Know
Ul BlackZAfrican American [1 Other:

LT Yes, client pbrained

L1Yes; clignt obtained
results from. another

results from another

Agency 1D;
Site 1D : "Worker'l[‘)'
Site Type: F - Test O HIY [JHIV [T HiV
Flection | 3 ¢uhitis U1 Syphilis [1 Syphilis
Client/Patient. Information LIGCICT [ Gerey LLee/eT
Last Name: v [ ¥Qther: [1-Other: Il Other:___
: Specimen | L1 Urine {1 Urine Cl Urine
First Name: tYﬂE o Kl veriipuncture Ll Venipunciiire {1 Venipuncture
Address: : [J Oral mucosal/ [ Oral miucosal/ [ Oral mucosal/
v pharyngeal pharyngeat pharyngeal
City¥ State; Zip: , 1 rectal Clrectat [ rectal
T F— Test L3 Conventional ['t Conventional {1 Conventional
Parish one: Techrology | [J Rapid Il Rapid £1 Rapid
Email e Type: » Type: Type:
Test 1 Positive/ Reactive 1.1 Posttive/Reactive £) Positive/ Reactive
Resilt [} Negative' [T Negative [ Nedative
- el R e El-3nvalid 1 nvalid [ invatid »
Hispanic/Latino Ethnicity? [ Indeterminate [T Indeterminate [{Indetefminate
Fhdispanic'or Lvatiho Result. I Yot I Yoy [l Yes

LlYes, client obtainied
results from another

[ Native Hi/Pac.Islander

Assigned Sexat Birth? -
[iMale Ll'Female
Current Gender Identity

[ ] Male Ul Transgender

PiFemale &
Ever Tested for HIV in thepast? &

agency agency agency
if {1 Declined. LI Declined LI Deckined.
Results Notificatian Notification Notification.
NOT L1 Bid not return/ - L) Did not retam/ U1Did hot: return/
n Cauld not locate Cotld:not locate Could not lacate
provided; . | ) e
‘ 2 14 Other 1 Other

If Yes, what is the client's self

PiYes e o

Reported Resule?

LFNo {1 Negative [t Dort know
L Don't Know FT Positive £7 Declined

[FpoE Asked L Preliminary Posi-

tive

L'} Indeterminate

» With-a, Womari Transgender
Vaginalor anal, ihsertive or receptive sex [t 3! I
sewithout using a.condony? I i I
“JwaWith someone who injects drugs? % & T
«awith dnonymous/causal/internet partiner? 03 | I
..:with someone tiving with HIV infection? £ 0 0
wwith-aman who has sex with other men? & p I
Oralsex, insertive or receptive? 1 ] rs
Has the client injected drugs, vitamins, hormones; steroids, or [ Y
Jother medications?
If- yes, did client share drug injection etuipment?

Additional. Risk Factor). 1 g J

[IYes
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NO/AIDS CTR Confirmatory Intake

Today’s Date I

Testing Site

P Number

Confirmatory test done (check if done)

Client’s First Namie_

Client’s Age

Client’s Last 4 of social security number plus birth month

e, st iyt oo, itei s peonin,

Is Client 13-24 years old? Yes /No

o IfYES, offer client ACT Services. Check box if client signed release;

Client’s Phone:

Is this their personal phone number? Yes / No
Is it okay to leave a voice message? Yes / No
Is it okay to send a text message? Yes / No

Chent’s Email;

Is this their personal email address? Yes / No
Is it okay to send an email? Yes / No

IF NOT, HOW SHOULD WE CONTACT CLIENT FOR FOLLOW UP?

INSTRUCTIONS:

¢ Complete all sections on this form, answering each question as the client allows.

s Make sure client signs back of referral form so that we can contact them,

Coungelor Name

Counselor Cotitact Info:
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The Next Steps...

[ ] Ashley King, our Patient Navigator, will contact you within 72 hours. It is
important that you see an HIV specialist as soon as possible, and Ashley will
help you pick a. doctor and set up your first. appomtment She can also answer
any guestions or concerns that you might have right now.

[ 1 Youcan call ortext Ashley at 504-418-5640, or email her at
ashleyk@noaidstf.org. Her office is located at 2601 Tulane Ave, Suite 500. You

are welcome to visit any time Monday - Friday, 8 30 AM ~ 5 PM. Give hera call
if you want to stop by! ©

[ ] Consider your options for support. We offer many support groups, as well as
counseling services. Our therapists can see you regardless of whether you have

health insurance. There are also support options in the community that we can
help you access.

[l One of the most important things to do in the coming weeks is to take good
care of your mind and body, and learn about the medical and support services
available to you. Below are some online resources for people who have just
found out they are HIV+, and for those who are a!ready living with HIV:

http://aids.gov/hiv-aids-basics/ \
www.thebody.com
WWW.poz.com

Please feel free to reach out and get in touch.
We're here to support you and help you stay healthy!

Main Office Frenchmen St./CAN Office The Movement Office

2601 Tulane Avenue, Suite 500 507 Frenchman St 2610 Esplanade Ave Suite 2B
New Orleans, LA 70119 New Orleans, LA 70116 New Orleans, LA 70119
504-821-2601 504-945-4000 504-267-4577



REFERRAY, FOLLOW-UP FORM

INTERVENTION  MPowermont Wellness Center

Qutredeh CTRS ! HIV SCREENING -Q ‘ ‘Referring Agency
e HIV Partner Services L '
Risk Mgmt Other: Affix CT sticker orwrite P number !
[ Client Client Client
Nane: Phonie: . UEN:
FPLLMMDDYYYYG #*
Referral#1 Referral #2 Referral #3 )
/ { / o /
. Datoissued Waorker # Datejssued Waorker # Datoissied, Worlker#
Referral Type ‘
Code
Receiving
Agency Name,
Phone/FAX _
Follow-Up _ ,
' Referral #1 eferral #2
Attempts r: R | Reforral $#3
‘ Pate- . Worker Date Wierker # Date Worker#
1" Attempt '
Yerify Outtcome Verily Qutenme Verily Outcomop
Diite Warker Date Worker #f Date Worler #
il ' g . ; R
21 Attempt Verily Ohitéorie Verify Outcome Vorify Oiiteome
Diste Worloer:# Dite Waorker # Date Waorker #
i
3 Attcmp t Yerily Quirome Yerify Oulcome Verily: Cutearnig
Comments
Referral 1 I .
Cl osing® Date Fiual Quteame Date Final Chitcome Date Finnl Outeome
[Verify Coded [()utcnme let:g} _
341 Client=Thone contnet oL Pending ) ) . ]
h74 Client'~ In-person contict 823 Conlfirnued —atéesseil (sttended first appL)
V3 Reeeiving Apercy contact a3 Conliemed ~id:not deswss
V4 Client « Gther cantact (emiil) (4 7] Laost to follow-up
Q3 Na faliow up
If client is HIV4+and a referral to medical 5 CHEREUIN Code:

care wasnot made, please indi¢ate reason:

[] Client already in carc
L] Client.declined care.
[] Other:

All referrals should be closed as Lost to Foilow-up after 60 days if there is no corifi

& SETVICE,

F1: Firstletter of first name
T3: Third tetter of first name
L1: Tirstletter of st danie
L3t Third letter oflast name
MMDDYYYY: Bitthdate

G Getider {I-minle, E-fcnla?e,'&rr:xllsg(‘:“ndcr)\

Keep a copy of this forn on file s poiir office and mail in the oricinal,

rmation by client or agency that ¢lient accessed




REFERRAL FOLLOW-UP FORM

REFERRAL TYPE AND CODE

Code. : Type : Code : Type

01 | HIV Testing ' 14 | Partner Services

02 | HIV Confirmatory Testing 15" | Mental Health Services

" T Comprehensive Risk Counselin

03 | HIV Prevention Counseling 16 Sf:rvi?: es (Risk Management) &

04 | STD Screening & Treatment 17 | Other prevention services

035 | Viral Hepatitis Screening and treatment | 18 | Other Support services

06 | Tuberculosis Testing 19 ! Case Management

07 - | Syringe Exchange Services | 88 Other

08 | Reproductive Health Services 89 | Hepatitis Vaccination
- 09 | Prendtal Care 90" | Mpowerment Program

) | HIV Medical Care 91 | Small Group Session Program
11 ] IDU Risk Reduction Services } 92 | Wellness Center

12| Substance Abuse Services 93 | Needle Availability

13 | Gereral Medical Care 94 | Housing Services

Consent to Follow up with Recciving Agency
Lhereby consent to'the release of appointment confirmation belween:

and

Referring agency

Receiving agency

The only in formation to be shared is confirmation ol the dale that I came to
the receiving agency in response to'a reforral, This information is
confidential and is only'to be used to improve and coordinate scrvices, |
understand that this consent is for a 60-day period from the date of my

signature and I can revoke this consent at any time.

Client Sigmitire Dente

*All referrals should beclosed s Lost to Fellow-up after 60 daysifthere is no confirmation by clisnt or agency that client accessed

the service, "
!((.’l;'ﬂ”(l copv oFthis forne nn Filo Barsinrim nb8mn wiisd (28 2an alioiroe w



Partner Counseling and Referral Services (PCRS)

Are you positive for HIV & wondering how to tell your partner?
Feeling scared & wondering how to protect those that you've been with?

Talking with your partner about HIV can be easier than you think,

We can help. We have counselors who can talk with you about ways to tell your partner about
your HIV results. And it is all private & confidential.

We DO NOT share ydur personal medical, social or sexual information
with anyone else,

PCRS is a service that helps people who are HIV-positive (those living with HIV or AIDS) talk
to their current or past partuers, who may have been exposed to HIV.

PCRS is free, voluntary, and confidential.

PCRS Counselors can:

Listento your concerns about telling your partner;
Be there to answer questions‘and to offer options;
Give referrals to medical care & other services:

Most importantly, they will respect & protect your privacy,

How Can Your Partner Be Told?

® & @& @

* You can do it. ‘A counselorcan help prepare you to talk to your partner.

«  Wecan do it with you. You can choose to talk with your partoer with a counselor.

« Wecandoitforyou. A counselor can take information you give and then someone
from the health department will contact your partner and let them know of their possible
exposure,

e You can combing these options. You can work with the counselor to come up with'a
combination of ways to tell your partners.

PCRS is an on-going service, If you shoﬁld ever need assistance in notifying future partners of
o their exposure, you can access PCRS again.

You care about your pariner. So do we. Should your fest come back positive, your local health department
will contact you or you can contact them,

Repsion T STT) 504.565.2.540

State of Louisiana
Oflice of Public Health
HIVAIDS Program




AUTHORIZATION TO RELEASI/OBTAIN PATIENT INFORMATION
FOR CLIENTS UNDER 25 YEARS OLD

This authorizes NO/AIDS Task Force and Connect to Protect Adolescent Care Team (A.CT.) to

release/obtain information as described below.

1. Clivnt Name:

Address of elient:

City: State: ] Zip;

Telephone Number: ; ~ Dateof Birt}l:
SSN# ‘
I ,-authorize =

LPlease print naie

Name of Agency: Connect to Protect Adolescent Care Team (A.C.T.)
Address: 1440 Tulane Avenue, TW-42 g

City: New Orleans State: LA+ Zip Code: 70112 v
Telephone Number: (504) 988-6488 Tax Number: (504) 988-3619
AND

Name of Agency:  NO/AIDS Task Foree
Address: 2601 Tulane Avenue Suitf; 500
City: New Orleans State: LA Zip Code: 70119

Telephone Number: 504-821-2601 Fax Number: 504-821-2040

to communicate with and disclose to one another information regarding my medical care.

Expiration. Your permission will expire 180 days (6 months) afier you sign this form unless youindicate otherwise.

Understanding this Authorization

= This allows the release or obtaining of informdtion that exists in the patient’s medical record when the formi is

signed, as-well as information created after the form is signed until itexpires.

1

* 1 may withdraw my permission at any time by providing written notice to the above-named provider releasing the
information, For information being released by NO/ATDS Task Force, see its Notice of Privacy. Practives Tor
instructions how to withdraw (revoke) an authorization, If I withdraw my permission, anyséinformation that was

already released cannot be retrieved.

* Information released by NO/AIDS Task Force may be released again by:the person.or organization that receives it

and is no longer protected under federal privacy laws. NO/AIDS Task Force will protect information it obtaing ag

required by federal privacy laws,

» I'understand my permission is yoluntary and Iy child will receive services whether or not I sign this form,

Signature. By signing, I understand that T am authorizing NO/AIDS Task Force to

release/obtain information as described above.

Signature Dﬂté

Print Name

Relationship 1o client:




Date client reported
information:

"
Yes
No
Don’t Know
Detlined

Date of first positive
HIY Test: '

Has the client ever had & negative HIV Test?
I Yes
{1 No
1 Don't Know
[+  Dectined

I:Don’t Know
Declined

I3

Has the client use
tion (ARV)?

No
Don’t Know
Declined




‘Was client referred to;

HIV:medical care? I ¥es [ No

Partaer Services? {0 ¥es 1 No

HIV Prevention Services? [1'Ves O No

Vhat was the client's housing

O Homeless
1 Unstably Housed and-at Risk of Losing Housing

{1 Stably Housed

1 Not-Asked

O Declined to Answer
‘1 Pon't know




