
HIV STATUS IDENTIFICATION 

Date: ___ /___ / 20__
   Time: _____:______ AM/PM

HIV Rapid TESTING Criteria 

1.     Does patient have a DOCUMENTED HIV result?             FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO 


a) If yes, results documented by: 


(VERBAL FROM PATIENT IS NOT ACCEPTABLE)




 FORMCHECKBOX 
     Prenatal Record



 FORMCHECKBOX 
     Other Electronic



 FORMCHECKBOX 
     Other Written



 FORMCHECKBOX 
     Verbal from Health Care Provider


b) If no, reason for undocumented status:





 FORMCHECKBOX 
  
Had NO prenatal care





 FORMCHECKBOX 
  
No HIV test done during pregnancy (had prenatal care)




Name of Clinic/MD where care was received: _________




____________________________________________________





 FORMCHECKBOX 
  
Test done (per patient) but no results available 






Name of Clinic/MD where care was received: _________




____________________________________________________




  (“Patient name plate” or “addressograph”)
































PAGE  

