PUBLIC HEALTH INTERVENTION REFERRAL
	
Client Name: ________________________________________________
[bookmark: _GoBack]
Home Address (Street): _______________________________________

Apt. No.: _______   City: ______________________________________

State: _______   County: ______________________________________

Zip Code: ___________________________
	Control Number:






	
	Telephone

Home: _______________________

Work: _______________________

	Sex:  Male  Female

DOB: _______________________

Age: ________________________
	Race:   White          Black          Asian/Pacific Islander
 American Indian or American Native       Other or Unknown

Ethnicity:   Hispanic        Non-Hispanic

	Use a “Partner Information Guide” from the HIV/STD Guidelines to collect other locating information.


	Referring Source (Check box)
 M.D. or M.D. office
 State funded testing site
 Family Planning Clinic
 Public
 Other Surveillance System

	Source Name:

Address (Street): _____________________________________________

City: _______________________________________________________

State: _____________  Zip Code: ________________________________

Phone: Work: ______________________  Home: ___________________

	Trigger Characteristic (Check box and provide details in the next section)
 New STD infection
 Named as contact to a new STD case
 Donated blood, semen, or other body fluid, organ, or tissue
 Current pregnancy - Number of weeks or was pregnant in last 12 mos.:  Yes    No    Unknown
 Threatens to expose others to HIV infection
 Engaged in anal, vaginal, or oral sex or has shared needles without informing partners or taking precautions

Date behavior occurred: ______________________ (If post-test counseled, the behavior must have occurred after that date.)


	Describe Client Behavior (Include information to support the allegation. Attach additional pages if necessary.)
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Assessment
HIV (+) confirmed:	 Yes 	    No      Test/diagnosis date: ___________________
HIV (+) status verified through:	 TX HIV/AIDS reporting system
	 Health care provider diagnosis
	 HIV counseling site


	
Positive Test Result Counseling Provided
 Yes   Date counseling was provided: _____________  Provider: ___________________
 No     If No, perform Level 1 Counseling


	
Action to be Taken  Close Case File (If closing you must provide a reason.) -or-  Apply Control Measure
Reason:





Control Measure to be Applied  Accelerated HIV Prevention Counseling -or-  Public Health Order
Justification (Attach additional sheets if necessary):







	Accelerated HIV Prevention Counseling:

	Date 1:

 Referral(s) given
Did client follow through Yes No
 Appointment made
Did client keep appt. Yes No
 Risk reduction plan established
 Partners elicited Number _____
 Client signed acknowledgment
	Date 2:

 Referral(s) given
Did client follow through Yes No
 Appointment made
Did client keep appt. Yes No
 Risk reduction plan established
 Partners elicited Number _____
 Client signed acknowledgment
	Date 3:

 Referral(s) given
Did client follow through Yes No
 Appointment made
Did client keep appt. Yes No
 Risk reduction plan established
 Partners elicited Number _____
 Client signed acknowledgment

	Assessment of Counseling (pre-Public Health Order)











Action to be Taken  Close Case File -or-  Request a Public Health Order Case Review
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Public Health Order Case Review Date of Review:
(Attach additional sheets if necessary.)










Outcome Recommendation 	 Continue providing Accelerated HIV Prevention Counseling
	 Request Local Health Authority to issue a Public Health Order

	Accelerated HIV Prevention Counseling:

	Date 1:

 Referral(s) given
Did client follow through Yes No
 Appointment made
Did client keep appt. Yes No
 Risk reduction plan established
 Partners elicited Number _____
 Client signed acknowledgment
	Date 2:

 Referral(s) given
Did client follow through Yes No
 Appointment made
Did client keep appt. Yes No
 Risk reduction plan established
 Partners elicited Number _____
 Client signed acknowledgment
	Date 3:

 Referral(s) given
Did client follow through Yes No
 Appointment made
Did client keep appt. Yes No
 Risk reduction plan established
 Partners elicited Number _____
 Client signed acknowledgment

	Assessment of Counseling (pre-Public Health Order)











Action to be Taken  Close Case File -or-  Request a Public Health Order Case Review

	Court Order
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