State of California - Health and Human Services Agency California Department of Public Health
Office of AIDS

PEDIATRIC HIV/AIDS CONFIDENTIAL CASE REPORT  HviaDS Surveilance Program
(Patients < 12 years of age at time of diagnosis)

I. This is for Health Department use. Uniquely identifying information is not transmitted to the Centers for Disease Control and Prevention.

Patient's name (last, first, M} Telephone number Social Security Number
( }
Address (number, street) City County State ZIP code
Date form completed (mm/dd/yyyy)| Report Il. Health Department Use Only
status Report | Reporfing health department [ State pafient number City/county patient number
Month Day Year New | Source
1 | o
1 | Lol 1 [2]update Dj
Soundex code Date of birth (mm/dd/yyyy) Gender CLIA number Lab report/Accession number *Confidential C&T number
Menth Day Year
T | e
i i Lo i
1 1 1 1 1 F I
: ! r 3 r emare *Publicly funded confidential counseling and testing sites only
lll. Demographic Information
Diagnosis status at report (check one) A$9 at Dli\ﬁgn?hSis Current status Date of death StatefTerritory of death
|: ea|rs m: S Alive Month Day Year
3 | Perinatally HIV exposed................... | | ‘ | I ‘ I L ‘
E . : ; I ] Dead I : I : I Date of initial evaluation for HIV infection
Confirmed HIV infection (not AIDS)..| ! ! IE] EIR Month Day Year
[5 ] AIDS...ooocr e i BEEEEERD
T T - . . . ! ! .
E SEIHEVBIEE o ! ! Was reason for initial HIV evaluation due to clinical signs : :
2 Date of last medical evaluation
and symptoms? Month Day Year
[1] Yes [o]Ne | 9] Unknown ‘ | ‘ i | o ‘
ETHNICITY : RACE COUNTRY OF BIRTH
Hispanic H D American Indian/Alaskan Native DAsian U.8. E] Unknown
Not Hispanic nor Latino | D Native Hawaiian/Gther Pacific Islander D White U.8. Territories (including Puerto Rico)
|
: D Black or African American D Unknown Other (specify):
Expanded race (specify):
D Check here if HIV infection is presumed to have been acquired outside United States and Territories. Specify country:
Residence at first diagnosis of HIV or AIDS: D Homeless (Must use city/county/ZIP code of local health department (LHD) or facility of diagnosis.)
Er ‘county | State/Country TZIPcode
1 i |
1 1 1
IV. Facility of Diagnosis
Facility name City State/Counfry
Facility setfing (check one) Facility type (check one)
Public Federal Physician, HMO Community Health Center Hospital, inpatient Cther (specify):
[2]Private (9] Unknown Counseling and Tesfing Site Correctional Facility Hospital, outpatient Unknown

V. Patient/Maternal Risk History (Respond to all categories.)

Child’s biological mother’s HIV infection status (check one)

HIV negative or no diagnosis: HIV positive or AIDS diagnosis:

1
1
Refused HIV testing | Before pregnancy with this child Before the child’s birth, exact period unknown
Known to be uninfected after this child's birth i During preanancy with this child 7] After the child’s birth
2] {Alert citylcounty HIV/AIDS Surveillance) | G Sner WL HVeinfosted. unk hen i g
HIV status unknown ; Af the time of delivery -infecied, unkNown when diagnose
Month _ Year Yes No Unknown
Date of mother’s first positive HIV confirmatory fest: Mother was counseled about HIV testing during this pregnancy, labor, or delivery: “n
Before the diagnosis of HIV/AIDS, this child’s biological motherhad: Yes No Unknown | Before the diagnosis of HIV infection/AIDS, this child had: Yes No Unknown
+ Injected NONPreseriplion drugs............oowevecvireeevreese oo eensesee s 1 * Received clotling factor for hemophilia/coagulation disorder...........
o HETEROSEXUAL relations with: Yes _No Unknown (Specify disorder): Factor VIl (Hemophilia A)
« IntravenousAinjection drug USer............c.v.eeevvivevvevesinseesrsee e 110 9 Factor IX (Hemophilia B) Other (specify):
* BISEXUAI MIAIE ...ttt eeenee e 1 0 9 + Received transfusion of blood/components Yes  No Unknown
+ Male with hemophilia/coagulation disorder............. 110 9 (other than Cloting FACIOr). ... .cooo e 1
- Transfusion recipient with documented HIV infection................ || 0 9 Month _ Year Month _ Year
- Transplant recipient with documented HIV infection................... LI First: | ! : Last: ! Yes No Unknown
; : « : 1 0 9
+ Male with AIDS or documented HIV Infection, risk not specified p ' ’ 1 0 9
Eeienuineriedaliic G T p 0 9 Received fransplant of iISSUS/OTGANS...........coveveiieniiiviree e
DI PR ARl ACHWIeE IV s e serssssenst » Sexual contact With @ Male...........cccomiieeiiniiesieisieses s 110 9
» Received transfusion of blood/blood components Yoo Mo UnknowR | | o 8] CONEAGE WIfh 8 TEMBIE......v...e oo e 110l 9
(other than clotting factor) 1 0 9 g o d » 0 9
RS SRSl GT SIS/ OrG S ST BTN TSERHEBON, .o ] 0 9 njecte nonprescn.p ion rugs.... ....................................................... :
« Perinatally-aquired HIV infection, regardless of mother's date of birth 1 0 e] » Gther (alert state/city NIR coordinator). ... 0 9
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