I. STATE/LOCAL USE ONLY

Patient’s Name: Phone No.: ( )
(Lasy, First, M.

Address:
RETURN TO STATE/LOCAL HEALTH DEPARTMENT

Zip
S— __County: ___ State: __ Code}—————

- Patient identifier information is not transmitted to CDC! —

U.S. DEPARTMENT OF HEALTH PEDIATRIC HIV/AIDS CONFIDENTIAL CASE REPORT ( :D( :
Centers for Disease Control (Patients <13 years of age at time of diagnosis) NIAS NS
and Prevention AN FHRE RN
DATE FORM COMPLETED: 1. HEALTH DEPARTMENT USE ONLY Form Appraved OMB No. 0920-0008
Mo. Day Yr. Y
| ’ H H l ‘ SOUNDEX REPORT REPORTING HEALTH DEPARTMENT: State T T 1 T
CODE: STATUS: ool N IO [ | |
Kl 1] :ew State: B - - )
' 2 CRORY: | g CitylCounty [ 1 | | | | 11 ‘ ™
. | City/ ity/CGounty
REPORT SOURCE-‘II ‘ | |2 | Update | Caunty: | Patient No.: |__ | | | | | ‘
7
1Il. DEMOGRAPHIC INFORMATION
- B
. [3] Perinatally HIV Exposed [5] ADS Mo. _ ¥e.
DIAGNOSTIC STATUS AT REPORT:  —. = DATE OF LAST MEDICAL EVALUATION:
(check one) |4 | Confirmed HIV Infection (not AIDS) |_ﬁ | Seroreverter | l _| |
DATE OF BIRTH: AGE AT DIAGNOSIS: CURRENT DATE OF DEATH: STATE/TERRITORY DATE OF INITIAL
Yaars Months | STATUS: OF DEATH: EVALUATION FOR
M. Day Yi HIV Infaction | 1] Allve Ma. Day Y. HIV INFECTION:
e (notaDs) ... | Il | | s i e AL Mo, Yr.
T T [z]Beadi (71 T T | SREn
- AIDS ... J 9 | Unk. ) ) _— o
m%s realsun_ for initial SEX: RACE/ETHNICITY: COUNTRY OF EIRTH'
clini::?sl.:a“:na dga to — - r cxi S. Dependencies and Possessions
symptomég?n n _ |_|| White (not Hispanic) | 4| Astan/Pacific Islander 1| US. | ?| (lnrludmg Puerte Rico)
| . : oy L
Yes No Unk ﬂ Male | 2| Black (not Hispanic) | s i@g{ﬂ'ﬁlﬁ’éa 4 (specity): E—————
[1] [G_l _9| 2 | Female i_gl Hispanic |_T_¥_| Not specified '-ﬂ(gﬂgg{m; !_g| Ll
RESIDENCE AT DIAGNOSIS: —T 1
_ State/ Zip | “ | | |
City = County B Country: Code: | |
-
V. FACILITY OF DIAGNOSIS
B 5
Facility State/
Name: _ S - _ City Country:
FACILITY SETTING {check one) FACILITY TYPE (check ang)
1 |Public [2]|Private | 3]|Federal [a|Unk. [01] Physician, HMO  [a1| Hospital, Inpatient 88| Other (specily): =
— — — J

V. PATIENT/MATERNAL HISTORY (Respond to ALL categories)

”

® Child's blologic mother's HIV Infection Status: (check one)
| 1] Relused HIV testing 2| Known 1o be unintected aftar this child's birth | 8 | HIV status unknown

Diagnosed with HIV Infsction/AIDS

(3| Betore this child's pregnancy | 5 At time of delivery [ 7] Aftet the ehild's birth
|'_’.| During this child's pregnancy | g Before child's birth, exact period unknown ) | HiV-infected, unknown when diagnosed
Ma, Yr Yes N U h
1 * Mother was counseled about a5 g Unk,
® Date of mother's first positive HIV confirmatory test: .. oy |_ | | HIV testing during this pregnancy, labor or delivery? .. IORT: | i | f-_| | g
After 1977, this child's biologic mether had: Yas No Unk Before the diagnosis of HIV Infection/AIDS, this child had: Yes No Unk.
* Injected nonprescription drugs ... LA R -T__ f_E] E] * Received clotting factor for hemophilia/coagulation disorder.......... 1_i [a] |-?l
* HETEROSEXUAL ralations with: ‘dsrlsagfc;gr} |_|| Fadior Il smoptala g L2] Faglor X Hetephlin By
= Intravenous/Anjection drug USBF ............c.cecoreeseierseseessesssesrmssssiorer | 1 | |0 |_9| | L8 | Other (specity): _
- Bisexual male i s e |1 ]| (9] 9] * Reiceived transfusion of blood/blood companants o =
e {other than clotting factar) ... O RRSTA T SR PIUTEI T | | i [o] [e |
- Male with hemaphilla/coagulation disorder sasssseesss 4 ) L] el | Mo ¥ Mo ¥r '
: == = 1 | |
- Transtusion recipient with documentad HIV intection ... |ﬂ 0| |9 First (- | | | ‘ Last | '
- Transplant racipient with documentad HIV infection |zj §_| [a * Received transplant of USSUB/OIGANS ..........i.ivios e[ 1 |1 8] 8]
- Male with AIDS or documented HIV infection, risk not specified ... [1] [o] [¢ * Siextal contact With & Male ... | 1] [0] 8]
| i =
* Sexual contact with & femal@ ... .. i | 1 ol |8
« Received transtusion of biood/blood components — ] o ’—|
(other than clotfing RO ..o b i | 1] 'E_| | || « Injected nonprescription drugs ... LT TP Ty PPy et 1) 1] in ' | ] |
* Recelved transplant of tissue/organs or artificial insemination 1] Ta] [e] | . Other (Alen State/City NIR Coordinator) ... szt || [0} [Fe]
| =B 4.8
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VI, STATE/LOCAL USE ONLY

Medical
Physician's Name: Phane No.: ( ) Record No.
{Last, First, M1y Person
Hospital/Facility: Completing Form: Phone No.: ( )
— Physician identifier information is not transmitted to CDC! -
VIl. LABORATORY DATA
1. HIV ANTIBODY TESTS AT DIAGNOSIS: (Record all tests, include earliest positive) Not JeSTORATE

i

ABREBERFE

S HIVET EDA ettt b s a e e h e b A bbb

o HIV=1/HIV=2 cOMDBINALION EIA ......c.eeeioeeeeieii it reet et ete e e st resne s s s st s e s b ssne s be s basb s s be s mreatsarosanenseente

e HIV=1 WESIEIN DIOUIFA ........oiiiiiiieeece ettt st s daate b s sre s s s et sbn b e s e s E et s rr e st enn e e e sabn

e HIV=1 WeSTEIN DIOVIFA L.....ooiiiriiiiiretecieeii sttt s s s b e b b e e s b be b e b be e s e e e sa s e san e s sabseset

FEEREEDE
I
EEEEEEm

« Other HIV antibody test (specify):

2. HIV DETECTION TESTS: Positive ot T_ESMTT/%
(Record all tests, include earliest positive) TEST DATE
Posiive Negative Dege Mo, Yr. S HIVDNA PCR cooooeeeeeeeeereessecsrssssssssnnnnnees [1]

@ HIV CUIUTE oo eeeereeeseenesssesssseeeeesso (1] CHIV DNA PCR oo [1]

e HIV CUIUPE .o e E e HIVRNA PCR ... enieinens m

@ &[T
oNoiEN NN

o HIV antigen test ............c.cccoeiinivcniincinninens [I] @ @ mm « HIV RNA PCR
oNoR NN EN

=
AEEE] |(BEEEEEDE

EEREE.

EREEE

sHIVantigentest ..., E] « Other, specify @ ,E]
3. HIV VIRAL LOAD TEST: (Record all tests, include earliest detectable) [“Type: 11.NASBA (Organon) _12. RT-PCR (Roche) 13 bDNA(Chiron) _18. Other |
Test Date Det | '
Test type* Yets tNol Copies/mi Mo. Yr. Test type* Yes No Copies/ml Mo. Yr.
4. IMMUNOLOGIC LAB TESTS: (At or closest to current diagnostic status) 5. It HIV tests were not positive or were not done, or the patientis less .. o Unk.
Mo. Yr. than 18 months of age, does this patient have an immunodeficiency
that would disqualify him/her from the AIDS case definition? .............. E] @ @
e CDACoUNt .....eeiiiiieiccie s , cells/pL
Date of Documentation
0 CDA COUM oo, D ‘E Djm 6. If laboratory tests were not dogqmented,
’ cells/L is patient confirmed by a physician as: Yes No  Unk Mo. Yr.
e CD4 Percent ........cccoviceneeiinsiniicsins e % mm * HiV-infected E E] E] miIl
@ CDAPEICEN ..o lI‘ % mm * Not HIV-infected ... 0] [of [ mm
Vill. CLINICAL STATUS
”
AIDS INDICATOR DISEASES Initial Diagnesis  Initial Date AIDS INDICATOR DISEASES Initial Diagnosis  |nitial Date
— Del, Pres Me Yt —_— == Def.  Pres Mo,  Yr
Bacterlal infections, multiple or recurrent T 1 ) 51 = 1
1] N aposl's sarcoria 2
{including Salmonella septicemia) Lt A || Kapos's eajoortia 2 M. |
; - : o - . i Lymphold interstitial pneumonia and/or 3 =
Candidiasis, bronchi, trachea, or lungs |l MNA |l || pulmonary lymphold hyperplasia — _‘ L o . | :
Candidiasis, esophageal |_T“ 2 | | Lymphoma, Burkitt's (or equivalent term) B | NA |
Cocaidioidomyeosis, disseminated o = T T o ] T
exrrapu‘lmmnary By Cra e [1] NA L 1 ) ‘ Lymphoma, Immunoblastic (or equivalent term) 1] NA | _| |
Cryplococcosis, extrapulmonary [1 | MNA | | ‘ Lymphoma, primary in brain 1_ MNA | ‘
Cryptosporidiosis, chronic intestinal - i TRV I | | Mycobacterfum avium complex or M kansasi, i [2] T |
(>1 mo. duration) 12 N = i digseminated or extrapulmaonary d S - -
Cytomegalovirus disease (othar thar in liver, 71 NA T | M D T . : | " =3 [ J
spleen, or nodes) onset at >1 mo: of age 1) . uberculosis, disseminated or extrapulmonary ==
Cytomegalovirus retinitis (with foss of vision) [1] [z Mycobacteriim, ol other species gr unidentified [1 2] |
L | spegies, dissaminated or sﬂm@.llmonaw —
HIV encephalopathy [ ‘—| NA | Prieumocyshis cannii pneumonia ‘_ i| | |
Herpes simplex: chironic Uicer(s) (>1 mo. duration); or bror- | . : " .__, 1 M I
chitis, pneumonitis or esophagitis, onset at > 1 mo. of age [1] NA | Progressive multifocal leukoencephalopathy 1] NA I | |
Histoplasmosis, disseminated or extrapulmonary I_‘l NA J Toxopiasmoals of brain, onast at =1 mo. of age I1 ~| | l
— 1 = — .
Isosporlasis, chronic intestinal (=1 mo. duration) | 1 | NA ' | | Wasting syndrome due to HIV | 1| NA | | |I

Det, = definitive diagnosis Pres, = presumplive diagnosis

M ¥ "RVCT CASE NO.:
Has this child been diagnosed If yes, initial —fr= '_r_J [ JI [ \ [ T
|

with pulmonary tuberculosis?® E}‘l’es L0/ No l;-a;Unk diagnosis and date: 1 | Definitive T2 Presumptive

[ S— —J L J J
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IX. BIRTH HISTORY (for PERINATAL cases only)

e
Birth history was available for this child: [1]Yes [o[No [s]Unk If No or Unknown, proceed to Section X.
|r “1
HOSPITAL AT BIRTH:
Hospital City: State: Country: —
RESIDENCE AT BIRTH: g N —
_ Statel Zip | [ TT T ]
City: _ County: Country: Code: | |
3 : = == == = NATAL CARE:
BIRTHWEIGHT: BIRTH: yyne. . [1]single |2 |Twin |3]s2 |8 [Unk g.?f.?l?s.m" PRENA MoE.
{enter Ibe/oz OR grams) == e = H 08
3 Month of pregnancy |
‘ i ‘ | log | Deivery:o... [1|vaginal |2 |Elective Caesarean [ 3 Non-elective Caesarean |£| Full term prenatal care began: L. -Nu_
| 8. et h= ) — 00 = None
— ' | -T‘Ca&saraan‘ unk. type | 9 IUnI-;. |Z| Frgﬂa}uw 7
—— e '—“ Total number of [
. | | [ ey . : Weeks| ‘ | prenatal care visits: ||
[ | grams Birth Defects: ..., |_1_|Yes |___4.J_|No 19 [Unk. - _ o = H %;%ﬁ.
Spocify ‘ | | ‘ | -
typafs): — ——Code:| | | " | | | | «pidmother recelve any other Yes No Unk
Anti-retroviral medication | 11 [o | [a]
* Did mother receive * Did mother receive during pregnancy? . T U
zidovudine (ZDV, AzZT) Rufused Yes: No Unk zidovudine (ZDV, AZT) Refitsed \_feﬁ R ik If yes, specify:
during pregnancy? [8] [_‘ o] |9] during labor/delivery? |8 | 1| [0] |9
* Did mother receive any other Yes No U_nk.
* |f yes, whal week of Weeks: * Did mother receive y N Unk Anti-retroviral medication |LI |i| E
pregnancy was zidovudine W zidovudine (ZDV, AZT) (%5 Mo LK during labor/delivery? '
(ZDV, AZT) started? 99 =Lk prior to this pregnancy? [_l_l o] |8] If yes, specify:
J
4 - 3
Mstlﬁnal Daéu of Blrsh | Maternal Soundex: Maternal State Patient No.
0. ay r
L ... ARSI | A — e
|
CTIEOIery | LR o [TTTTTTT]
Birthplace of Biologic Mother:
I_!I u.s | 7| U.S. Dependencies and Possessions (including Puerto Rico) (specity):
| & | Other (specity): __ [9] Unk. §
X. TREATMENT/SERVICES REFERRALS
-
This child received or Is receiving: DATE STARTED DATE STARTED
) Yes No Unk. Mo Day ¥ Yes No Upk Mo Day ¥
« Neonatal zidovudine (ZDV. AZT) = T 7 -— ——| « Anti-setroviral therapy ] T
far HIV preveation ... e | | 0 | (@ | 1 _| __| | for HIV treatment ... | 1] E_| |E| | |_
« Other neonatal anti-retroviral medication . 7 I 1 =1 i1 W1
far HIV prevention ... e 11 _i| |ﬂ | | | | ! « PCP prophylaxis ..o | ‘_l 10 El | ] | ___!
If yes, specify:
Was child breastfed? ] This child has been enrolled at: This child's medical treatment is primarily reimbursed by:
Yes No Unk Clinicat Trial Clinie |T| Medicaid "4 | Other Public Funding
= =% =} it = i — = ——
[+] [o] o] L1 [NiH-spensored | 2 |Other '_1_| HRSA-sponsored | 2 |Other | 2 | Private insurance/MMO | 7 | Clinical trial/government program
[ 3 [Nona L8 [Unk, |3 |None L8 Junk. [ 3| No coverage [9] Unk.
| Lo, 2]
~
This child's primary carelaker is:
! _1 Biclogic | |2 | Other E Fostar/Adoptive !' «i| Foster/Adoptive |_j Social service E| Other | 8] | Unk.
parent(s) relative — paraent, refative — parent, unrelated agency {specily in Section XI.) J
X1. COMMENTS:
| J
| (Xl COMMENTS CONTINUED ON THE BACK)

[ This repan 1 the Centers for Disease Control and Prevention (CDC) is authorized by law [Sections 304 and 306 of fhe Public Health Service Act, 42 USC 242b and 242k), Response in this case is voluniary for

tederal govemment purposes, but may be mandalory under state and local statutes. Your coaperation is necessaty for the understanding and control of HIV/AIDS. Information in COC's HIV/AIDS survelllance
system that would permil Identification of any individual on whom a record is maintained, is collected with a guarantse that It will be held in confidence, will be used anly for the purposes staled in the assurance on
file ot the local health departrent, and will nat othernwiss be disclosed or released withaut the consent of the individual In accordance with Section 308(d) of the Public Health Service Act (42 USC 242m).
Fublic mporting burden of this collection of infarmation 16 estimated 1o avamge 10 minutes per response, including the time for raviewing instructions, searching existing data sources, gathenng and malntaining
the data needed, and uumpleungsnd raviewing the collection of infarmalion. An agency may not conduct or spensor, and & person is nol required to respond Lo a collection of information unléss it displays a
eurrently valld OMB control numbar. Send commeants r B”“i”ﬂ]l'r”s burden estimale or any other aspect of this collection ot information, including suggestions for reducing this burtden to COC, Projeat Clear-
ance Officer, 1600 Cliton Aoad, MS 0-24, Atlanta, GA 30333, ATTN: PRA (0920-0009), Do not send the completed form 1o this address.
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Xi. COMMENTS (continued)
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