I. STATE/LOCAL USE ONLY

Patient's Name: Phone No.: | )
(Last, First, M.1.)

Address: City:
RETURN TO STATE/LOCAL HEALTH DEPARTMENT

Zip
. County _ Slate: Code:

— Patient identifier information is not transmitted to CDC! -

US. DEPARTMENT OF HEALTH PEDIATRIC HIV/AIDS CONFIDENTIAL CASE REPORT CDC
Centers for Disease Conlrol (Patients <13 years of age at time of diagnosis)
and Prevention e -14
DATE FORM COMPLETED: Il. HEALTH DEPARTMENT USE ONLY Form Approved OMB No. 0920-0573 Exp Date 11/30/2005
M ¥y
o - SOUNDEX REPORT REPORTING HEALTH DEPARTMENT:
. L] CODE: STATUS: Patient No. ‘ ‘ ‘ ‘ ‘ ‘ J ‘ [ ‘ ‘
T gggo 2 State: ="m . . -
— City/ City/County
Geponrsoumﬁ: || D L1 L] ptete | e N = s LI

. DEMOGRAPHIC INFORMATION

{- : N
3 | Perinatally HIV Exposed 5 AIDS Mo e
DIAGNOSTIC STATUS AT REPORT: b — DATE OF LAST MEDICAL EVALUATION:
(check one) 4 | Confirmed HIV Infection (not AIDS) |6 Serareverier ' |
DATE OF BIRTH: AGE AT DIAGNOSIS: CURRENT DATE OF DEATH: STATE/TERRITORY DATE OF INITIAL
vears Months | STATUS: OF DEATH: EVALUATION FOR
Mo Day Y, HIV Infection 1 | Alive Mo Day Ye HIV INFECTION:
' | | (not AIDS) > | Dead I 1 T Mo, e
MBSl | | |8 Unk. '
Was reason for initial SEX: ETHNICITY: RACE: (select ong or more) COUNTRY OF BIRTH:
Elli:i::rll;.:a::gna::a = (59iact one) | American Indian/ | Native Hawaian or , LS. Dependencies and Possessians {including Puerto Rico)
sympto msg,, | 1 Hispanic —Alaska Native Other Pacific Islander 1|US |7
) | Male “ Not Hispani T weis (specity):
Yes No Unk. 3 Latl'll;!% me Aslan White =
s (o] |9 | 2 | Female 8 Unk. || Black or African American Unk E :fspeeéify)- 9 |Unk
RESIDENCE AT DIAGNOSIS: -
State/ Zip
City: B County: - Country: Code: |
N ' ' "
IV. FACILITY OF DIAGNOSIS
. N
Facility State/
Name: . . City - Country: =
FACILITY SETTING (check ong) FACILITY TYPE (check one)
1 |Public |2 Private |3|Federal 8 |Unk. 01! Physician, HMO |31 | Hospital, Inpatient g8 Other (specily): .
= ! ! __ y
V. PATIENT/MATERNAL HISTORY (Respond to ALL categories)
7
# Child's biologic mother's HIV Infection Status: (check one) kK
| 1 | Retused HIV testing 2 | Known to be unintected after this child's birth 8 | HIV status unknown
Diagnosed with HIV Infection/AIDS:
| 3 | Before this child's pregnancy 5 | Al time of delivery 7 Alter the child's birth
: 4 During this child's pregnancy & | Before child’s birth, exac! period unknown 8 HIV-infected, unknown when diagnosed
L * Mother was counseled about Yes No Unk
® Date of mother's first positive HIV confirmatory test: ... . | HIV testing during this pregnancy, labor or delivery? ... ... 1 0| |8
After 1877, this child's biologic mother had: Yes No Unk. Before the diagnosis of HIV Infection/AIDS, this child had: Yes No Unk
* Injected nonprescriplion drugs .......ocooiniinini. T o g * Received clotting factor for hemophilia/coagulation disorder ... 1 0 ]
specif 1 VI {Hemophil C
« HETEROSEXUAL relations with: ngrde\-’” Factor VIII (Hemophilia A) 2 | Factor IX (Hemophilia B)
- INtravenous/iNJection drug USEF -...............icmiiimmnma | 1| 0] [8 8| Other (speifyls_
-Bisextual mals ... - B . ..l Te 9 * Received transfusion of blood/blood components )
(other than clotting factor) ...... o SREp— o ]
- Male with hemophilia/coagulation disorder R |1 0 a Mo. Yi Mo,  ¥r -
- Transfusion recipient with documented HIV infection ................ 1| |¢o 9 First: | I Last |
- Transplant recipient with documented HIV infection ......... P 9 | = Received transplant of tiSSUB/ONGANS ...........ovvvcciviinncrecesrsrninine | 1 0 .-9
- Male with AIDS or documented HIV infection, risk not specified ., | 1 o 9 * Sexual contact with a male 1 ] 9
* Sexual comact witha female ... .| 1 0 9
* Received transfusion of blood/blood components
{other thanclothng factor) cacimvanniansisr s 0| |8] * Injected nonprascriplion drugs .......c.ooovvecrnmsrses s | 1 0 g
» Received transplant of tissue/organs or artificial insemination ...... 1] @] [e] * Other (Alert State/City NIR Goordinalor) ......ccceeiceciiennn | 1| |0 9]
L L o il )
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VI. STATE/LOCAL USE ONLY

e Medical
Physician's Name: Phone No.: ( ) Record No. .
{Last. First, ML) 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 TESTDATE )
3 Positve  Negalive Indeferminate  Done Ma. _ ¥r
I A it [4 [o = gl |
e ol [ lo| = [e
« HIV=1/HIV=2 GOMBINGHON EIA 1....oo.-vovoeeeie oo sssese s sesescseseee e ssssisesesos e sss e | 1] [o = 9 | HE NN
« HIVEA/HIV=2 GOMBINAHON EIA ...ooooooooooeeice oot et | 1] [o] = [o NN
@ HIV=1 WESIBI BIOVIFA .. .vvceecoss s sseecos s sssrosesssse sssssesosesssonereseonssnststssosssserssescsssosersns |1 ] lo] |8 [o |
T R [o] [a) [o Ll
« Other HIV antibody test (specify): 1 ] l'u | | a| !9 .- |_
. TEST.DATE
2. HIV DETECTION TESTS: - Postive th:ﬂe Mo, Y1
(Record all tests, include earliest positive) fih TEST DATE m |
Positive Megative Do%e Ma . Yr, # HIV DNA PCR ...oovovsnnesmsimssasssssssssrsssrssssses 1 I 0 | ,.QJ I _:_! il [
HIV UM oo 1| [0 [0 Il « HIV DNA PCR .ooovoooooooccciiiniiniccns |1 0] 9] I
o : ! = — = : e et
o HIV GUILIE oo L o (= | | o HIVANAPCH i nnivwisimmcrniansannss: |11 [8]  [8] Il
« HIV antigen test ... ! of b | | L] «HIVANA POR ..ooooooeicsinnnncssimene |11 0] T8 | | |
« IV antGen 188t ..o eeriosemmeeneencnes |11 (0] [8] | | | | « Other, specity 11 o] =] |
3. HIV VIRAL LOAD TEST: (Record all tests, include earliest detectable) Tipe: vHNAIPA(CmenON: HERERCR (Rodke) 35 bOMAICIon) 18- Oer |
Tesl.
Tesl type® %%Lfﬂarﬁ_:ﬂ Copies/mi E%&LD_EI% Test type® %ifm%%e Copias/ml M%S Qﬁlﬁ
Yos iNo. i s =S SiEEenl= Yes No == =il O
] ] O @mem LT LT
4. IMMUNOLOGIC LAB TESTS: (At or closest to current diagnostic status) 5. If HIV tests were not positive or were not done, or the patient is less O e
Mo i than 18 months of age, does this patient have an immunodaficiency Y e e
= =1 [ T { e that would disqualify him/her from the AIDS case definition? ... 1 19| |9 ]
#CDA Count ......o.ooviiniiiniiiineimiainiains L | eelisiuL | |_ { .
' [ ’ Date of Documentation
$ CDA COUN oo, | | _ 6. If laboratory tests were not documented,
o by | calis/uL =T is patient confirmed by a physicianas: ~ Yes Mo Unk Mo. _ ¥r.
e o) =TT PSP OT | B S L | | o HIV-INeCted ... ..coooorevcessos 1 [0] 8] —‘ | |
- — - - —_—
» CDA Pamentsy ity |70 1 ® Not HiV-infected ........commmrmmmmnnn |1 |F| 2] | Il P
VIIl. CLINICAL STATUS
AIDS INDICATOR DISEASES Initial Date AIDS INDICATOR DISEASES Initial Diagnosis  Initial Date )
Det  Pras Mo. Yr. Del,  Pres, Mo Yr.
Bacterial infections, multiple or recurrent 51 N T | _| K - 51 0 _—_|_'_
(including Salmonella septicemia) L LI L sl 3 = 1| .

: Il Lymphoid interstitial pneumonia and/or I I
Candidiasis, bronchi, trachea, or lungs 1] NA | |_|_ pulmonary lymphoid hyperplasia (]l pal Ll | |
Candidiasis, esophageal T |l | | | Lymphoma, Burkitt's (or equivalent term) [1] NA
g;f:;ji:;n;;ws'& GlsReroiete or |_T NA L _|L_ _Jl_ L I Lymphoma, immunoblastic (or equivalent tarm) 1| NA LI
Cryplococcosis, extrapulmonary [v] NA Lymphoma, primary in brain 1 NA
Cryptosporidiosis, chronic intestinal 1 NA I | Mycobacterium avium comp?ex or M. kansasii, 3 3 :_':,2'-' | 11
(>1 mo. duration) L | Il i disseminated or extrapulmonary — L | 1
Cytomegalovirus disease (other than in liver, imm| d T
sg:aen‘ gr nodes) cnset at >1 mo. of age | 1 NA |J_ L | ] M. tuberculosis, disseminated or _exlrapulmonary' 1 '2 |

i initis (wi i 1 rz] | : Mycobacterium, of other species or unidentified =1 & T
Cytomegalovirus ITIHIIIS (with loss of VE!DH_) - _1_ 2 ! Ll | | species, disseminated or e xtrapulmonary 1] 2] Ll _‘ -

—— — : —
HIV encephalopathy [ ) NA | | . | Pneumocystfs carini pneumonia LI :
Herpes simplex: chronic ulcer(s) (>1 mo. duration); or bron- (1 FT T T | eies T ‘
mnﬁnatmriﬁs o ESOF*‘;;{S' i e mo] ofage | 1| NA | ! Il Progressive multifocal iaukoencephal_opathy 1] NA | ]
Histoplasmosis, disseminated or extrapulmonary '_| NA ' [ | Toxoplasmosis of brain, onset at >1 mo, of age 1] |2
Isospariasis, chronic intestinal (=1 mo. duration) [1] na || | Wasting syndrome due to HIV 1] NA
Def. = definitive dia{;no_sis Pres. = presumptive diagnosis o
Mo: ¥r. o

Has this child been diagnosed if yes, initial N o B T (YETCASERO.
with pulmonary tuberculosis?® 1 |Yes |0 No |8 Unk diagnosis and date: | 1 | Definitive | 2 | Presumptive ‘ |! | | J

CDC 50.42B Rev. 01/2003 (Page 2 ot 4)

- PEDIATRIC HIV/AIDS CONFIDENTIAL GASE REPORT -



IX. BIRTH HISTORY (for PERINATAL cases only)

(Birth history was available for this child: 1| Yes o|/No [o|Unk. If No or Unknown, proceed to Section X. )
f i
HOSPITAL AT BIRTH:
Hospital: City State: Country:
RESIDENCE AT BIRTH: -
State/ Zip
City: County: ~ Country: Code !
BIRTHWEIGHT: BIRTH: tyne: . [T ISingle 2 [Twin 3 152 "o lUnk. NEONATAL PRENATAL CARE:
(enter Ibs/oz OR grams) e Ak | > iy STATUS: $08
o Month of pregnancy
ibs oz | Detivery: ... 1 |Vaginal |2 |Elective Caesarean | 3 |Non-elective Caesarean 1) Fullterm prenatsi'care began: | o
; | = y = 00 = Nore
4 |Caesarean. unk. type | 9 |Unk. 2 | Premature <
| | Total number of |
Week: isits: | __
| grams Birth Defects: ... | 1 |Yes 0 |[No 9 |Unk. : - - s'g‘g - i SeEAo e T [9;;- %
Specity
type(s). — Code)| " # Did mother receive any other Yes No Unk
Anti-retroviral medication 1 ) 9
* Did mother receive ¢ Did mother receive during pregnancy? =
zidovudine (ZDV, AzT) Refused Yes  No - Unk. zidovudine (ZDV, AzT) Refused Yes  No - Unk. Hiyes, specify:
during pregnancy? el [ [of [o] during labor/delivery? |8 1| 0 |[a —
*® Did mother receive any other Yes No Unk
*® |f yes, what week of ‘Weeks: ¢ Did mother receive " No Uk Anti-retroviral medication | 0 9
pregnancy was zidovudine | | zidovudine (ZDV, AZT) %% MO LNk during labor/delivery? =l lis
(ZDV, AZT) started? | |99=Unk prior to this pregnancy? || 0 (2 If yes, specify;
— A
(i MateMrgal Da[tneayol’ Blrt_l;l Maternal Soundex: Maternal State Patient No. )
ol MY m . == |
NN RN i ||
Birthplace of Biologic Mother:
1/us, 7 | U.B. Dependencies and Possessions (including Puerto Rico) (specify):
8 | Other (s - S ‘9| Unk.
Rk (specify) £ F
I
X. TREATMENT/SERVICES REFERRALS
This chiid received or is receiving: DATE STARTED DATE STARTED i
Yes No Unk Mo Day Yr Unk. Me. Day ¥r
» Neonatal zidovudine (ZDV, AZT o . T T T « Anti-retroviral therapy i nl T i i T
for HIV prevention ................ 1| |0 9 | | | for HIV treatment .......c.c..e. 11 |19] 18]
« Other neanatal anti-retroviral medication — =i il ' [
for HIV prevention LI 15 (. 1 | ()| | ) « PCP prophylaxis ...........ccceeree |1 0 2 | 1
It yes, specify:
Was child breastfed? | This child has been enrolled at: This child's medical treatment is primarily reimbursed by:
Yes No Unk Clinical Trial Clinic [1 | Medicaid "4 | Other Public Funding
(g 9] |2 L1 | NIH-sponsored | 2 |Other |1 | HRSA-sponsared 2! Other [2 | Private insurance/HMO | 7 | Clinical trial/government program
| @ | None 8 [Unk. -3 |None | 9 [Unk, I'a | No coverage [o Unk.
. ' : J
(Thls child’'s primary caretaker is: N
| Biologic 2 | Other 3 | Fosler/Adoptive (4] Foster/Adoptive [7 | Social service 8 | Other 5 | Unk.
\_ parent(s) relative parent, relative ~ parent, unrelated “agency ~ (specify in Section X1.) y,
Xl. COMMENTS:
4 A
" J

(XI. COMMENTS CONTINUED ON THE BACK)

file at thi local hea

¢ This repor to the Centers for Disease Control and Prevention (CDC) is authorized by law (Sections 304 and 306 of the Public Health Service Act, 42 USC 242b and 242k). Response in this case |s voluntary for )

tederal government purposes, but may be mandatory under state and jocal statutes. Your cooperalion is necessary for the understanding and control of HIV/AIDS Information in CDC's HIV/AIDS surveillance

system that would ﬁﬁm“ Identification of any individual on whom a record |s maintained, is collected with a guarantee that it will be hald in conlidence, will be used only for the purposas stated In the assurance on
daepartrment, and will not otherwise be disclosed or released without the consent of the individunl in accordance with Section 308(d) of the Public Health Sarvice Act (42 USC 242m),

Pubiic reporting burden of this collection of information is estimated to average 10 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining
the data needed, and completing and reviewing the collection of information: An agency may not conduct or sponsor, and a person is not required to respond to a collectian of information unless it displays a
currently valid OMB control nui r._Send comments regarding this burden estimate or any other aspect of this collection of information, Including suggestions for reducing this burden to CDC, Project Clear-
kf"":e Officer, 1600 Cliton Road, M5 D-24, Atlanta, GA 30333, ATTN: PRA (0020-0573). Do not send the completed form 1o this address.

/
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XI. COMMENTS (continued)
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