I. PATIENT INFORMATION

Patient’s Name:
(Last, First, M.1.)

Telephone Number: ( )
ZIP
State: Code:
- Patient identifier information is not transmitted to CDC! -

City:
Social Securlty Number*

County:

PERINATAL EXPOSURE CONFIDENTIAL REPORT FOR CHILDREN BORN TO MOTHERS WITH HIV INFECTION
State Form 54730 (6-11)
INDIANA STATE DEPARTMENT OF HEALTH

(If child is confirmed HIV Infected please use State Form 51202.)

DATE FORM COMPLETED: REPORT STATUS: State Patient Number:

Month Day Year

New Report Update | | | | | | | | | | |

II. DIAGNOSTIC INFORMATION

DIAGNOSTIC STATUS AT REPORT: DATE OF DEATH:

Month Day Year

Perinatally HIV Exposed @ Seroreverter (Not infected with HIV) STATE/TERRITORY OF DEATH:

DATE OF BIRTH:
Month Day Year

SEX: MALE FEMALE

Was reason for initial HIV evaluation due to
clinical signs and symptoms?
Yes No Unk.

[][o][o]

CURRENT STATUS:

Alive Dead Unk.

RACE (Select one or more):

D Asian D Black or African American

[ white

D American Indiana or Alaska Native

ETHNICITY (select one):
[ Native Hawaiian/or Other Pacific Islander [ unknown

Hispanic or Latino Not Hispanic or Latino E Unk.

COUNTRY OF BIRTH: [1] U.S. [8]Other (specify):

DATE OF INITIAL EVALUATION FOR HIV

INFECTION: lJMQ‘iLth_l I_Dﬁy_l ﬁlaLl

DATE OF LAST MEDICAL EVALUATION FOR HIV

INFECTION: lJMQ“]m_l I_D'?y_l I_LTIQ.Ll

Ill. PATIENT/MATERNAL HISTORY (&S slelals R{eW YW MYoF\{=Te [o] gT=IH)

Refused HIV testing

* Child’s biologic mother’s HIV infection status (check one):

Before this child's pregnancy

Known to be uninfected after this child’s birth

Known to be uninfected after this child’s birth

Biologic mother diagnosed with HIV Infection/AIDS:

EI Before Child’s birth, exact period unknown

After the child’s birth

HIV-infected, unknown when diagnosed

E HIV status unknown At time of delivery

Month Year * Mother was counseled about HIV testing Yes No Unk.
*Date of mother’s first positive HIV confirmatory test: during this pregnancy, labor, or delivery? | 1 | | 0 | | 9 |
- e - . Before the diagnosis of HIV Infection/AIDS, this child had: Yes No Unk.
After 1977, this child’s biologic mother had: Yes  No Unk. | “Rpeceived clotting factor for hemophilia/coagulation disorder: [ ] [[o] [ 9 1]
Injected NONPreSCrption drugs ................ccocverveeeeereeeceeneean. [o] [9] (specify " N
disorder): Factor VIII (Hemophilia A) Factor IX (Hemophilia B)
HETEROSEXUAL relations with: Other (specify):
- Intravenous/injection drug USer .............ccccoveiiiniiiiiininnienens @ @
- BISEXUAI MAIE ... e [o] [¢] Received transfusion of blood/blood components ves No unk.
(other than clotting factor): 1 ] [o ] o 1]
- Male with hemophilia/coagulation diSorder ...................c.oc.... [o] [¢] Month Year Month Year
- Transfusion recipient with documented HIV infection @ @ First: ::l Last Yes No Unk
- Transplant recipient with documented HIV infection ................. o [9 Received transplant of tiSSU/OIGANS .................c.cceeiereiieeieieieeeeeeian [ 1] [[o] [ 9 ]
- Male with AIDS or documented HIV infection, risk not specified .. @ @ Sexual contact with a male ... l 1 | | 0 l | 9 l
Sexual contact with afemale ...................ii 1 0 9
Received transfusion of blood/blood components ...................... [o] [9] l I | l |
(other than clotting factor) Injected NONPreSCHPHON ArUGS .........co.veveeeeieee e [1 ] [[o ] [ 9 ]
Received transplant of tissue/organs or artificial insemination ...... [o] T[] Other (Alert State Health Department) .............cccceevevsvriciccninenee. |1 | [0 ] [ 9 ]
IV. LABORATORY DATA
1. HIV antibody tests at diagnosis: (Record all tests, include earliest positive.) Positive Negative Indeterminate Not Done TEST DATE
Month Year
HIV-L ETA 1ottt e e ettt e - o]

[*] [

HIV-LWeStern BIOUIFA......... i e

(o] I N I

2. HIV DETECTION TESTS:
(Record all tests, include earliest positive.)

Not TEST DATE
Positive Negative D,\(l)cr)\te MoEtEhST DAJeEar Positive Negative Done Month Year
« HIV culture ... EI El |:|:| |:|:| *HIVDNAPCR.......oooviieiieeiinns E’ El D:l D:l
© HIV Anlgen (65t o] 5] T HIVRNAPCR .. [o] [s] 11 [1]
3. HIV VIRAL LOAD TEST: (Record all tests, include earliest detectable.) | *Test type: 11. NASBA (Organon) 12. RT-PCR (Roche) 13. bDNA (Chiron) 18. Other
Test Date Test Date
Test type* Detectable Copies/ml Month Year Test type* Detectable Copies/ml Month Year

Yes ‘ ‘ ‘ ‘ | Yes ‘

4. IMMUNOLOGIC LAB TESTS: (Ator closest to current diagnostic status 5. If laboratory tests were not documented is patient confirmed by a physician as:
CD4Count ...cccvvviviiiiies ' Ce||S/uL

T

Date of Documentation

Yes No U Month Year

Not HIV-infected ......

oo nilo [ ] ]
[ 1]
[T]

CD4 Percent ..........ccceeviivviiiiiiiiiiiinenns
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VAR RAN 0 ISINOIRE (For PERINATAL EXPOSURES only.)

(T [T

BIRTH DEFECTS:

Specify type(s):

DELIVERY: Vaginal
Caesarean, Unk. type

Elective
Caesarean

Non-elective
Caesarean

|E| Unk.

E No E unk.

Code: ‘ ‘ | |

Yes

Premature

Weeks:
(99=Unk.)

Total number of
prenatal care visits:

Birth history was available for this child: Yes El No* lzl Unk. *If No or Unknown, proceed to Section VI.
HOSPITAL AT BIRTH:
Hospital: City: State: Country:
RESIDENCE AT BIRTH:
State/ ze [ ] ] -0 ] ] ]
City: County: Country: Code:
BIRTHWEIGHT: BIRTH: NEONATAL STATUS: PRENATAL CARE:
Month

(enter Ibs/oz OR grams) TYPE: Single Twin 2 |E| Unk. Full term Month of pregnancy 00=Unk.

prenatal care began: 00=None

99=Unk.
00=None

During pregnancy?
During labor/delivery?

Prior to this pregnancy? Yes No E Unk. |§|

Did mother receive any other Anti-retroviral medication during pregnancy? Yes

Did mother receive any other Anti-retroviral medication during labor/delivery? Yes

DID MOTHER RECEIVE ZIDOVUDINE (ZDV, AZT)?.............

Yes No E Refused Unk. @ If Yes, what week Q g
Yes No [0] Refused Unk. [9

No 0] unk. [o]

For State Use Only:

MCHD LCHD Other

1| OO |

Surv. Coord. initials

Follow-up date

If yes, specify:

Follow-up plan

No El Unk. E If yes, specify:

VI. INFORMATION ON MOTHER / FATHER|

Maternal Date of Birth

Month

Day

Maternal Maternal State Patient Number
Soundex:
(Mother's Name) | | |
(Father's Name)
Father's HIV Status (check one): Positive [0] Negative [9] unk

Birthplace of Biologic Mother:

us.
Other (specify):

U.S. Dependencies and Possessions (including Puerto Rico) (specify):

[o] unk

VIl. TREATMENT/SERVICES REFERRALS|

This child received or is receiving: DATE STARTED Was child breastfed? This child has been enrolled at: This child’s medical treatment is
rimarily reimbursed by:
Yes No Unk.  Month Day Year Bome Y
= Neonatal zidovudine . ) o
(ZDV, AZT) for HIV IZI EI LI LD LT ves No  Unk. Clinical Trial Medicaid
prevention
‘ 1 ‘ ‘ 0 ‘ | 9 ‘ NIH-sponsored Other Private insurance/HMO
= Anti-retroviral therapy
for HIV treatment IZI El | | | | | | | | | None [s] unk. No coverage
= PCP prophylaxis IZ' Izl ‘ | ‘ ‘ ‘ | ‘ | ‘ i Other Public Funding
inic
7 | Clinical trial/
= Other neonatal anti- IZI El HRSA-sponsored Other government program
retroviral medication
for HIV prevention None [9] unk. [9] unk.
If yes, specify:
This child’s primary caretaker is:
Biologic Other Foster/Adoptive Foster/Adoptive Social service Other E Unk.
parent(s) relative parent, relative parent, unrelated agency (specify in Section VI.)
VIIl. PHYSICIAN’s INFORMATION
Medical
Infant’s Physician’s Name: Telephone Number: ( ) Record Number.
(Last, First, M.1.)
Person
Hospital/Facility: Completing Form: Telephone Number: ( )

- PhEsician identifier information is not transmitted to CDC! -
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