
NEW PATIENT FIRST VISIT -  SEPTEMBER 2007:Developed by Royal Free Centre for HIV Medicine and HIV i-Base: www.i-Base.info

NEW PATIENT REGISTRATION

Hospital No.	 ______________________________		  Date of Visit  :	 ___        /           /_______            

Surname :		  ______________________________	 First Name :	 ______________________________

Date of birth :        ____      /           /_______ 			   Sex :	    	 Male         Female  

Is this patient a transfer?       Yes          	   No	        If Yes where from? 	 _________________________

Country of Birth :   ______________________________

Stage 1 interviewer : _____________________________     Is a stage 2 interview required :	     Yes        No        

Patients Address : 	 __________________________________________________________________________________

			   _________________________________________________________________________________

			   __________________________________________________________________________________

Full Postcode :	 __________________________________________________________________________________

Contact Numbers :	 Home 	   ________________________________   Mobile ______________________________

			   Work  	_______________________________   E-mail ____________________________
Ethnic Group :		

White     	 Black African  	 Black Caribbean  	     Black Other (Please Specify) _______________
Indian	   	 Pakistani        	 Bangladeshi	   	     Other (Please Specify)  ____________________

GP DETAILS :								        NEXT OF KIN DETAILS : 

Name : 	___________________________________ 		  Name : 	___________________________________

Address : 	 ___________________________________		  __________________________________________

		  ___________________________________		  __________________________________________

Telephone :	 ___________________________________		  Telephone: _____________________________________

Is GP aware of Diagnosis :          Yes          	  No   		  Aware of Diagnosis :             Yes          	

    No  

Can he/she be contacted ? 	  Yes          	  No           Patient signature : _______________ Date : __________

Last centre of HIV/AIDS Care? (if applicable) :

UCL / Mortimer Mkt  	   	        Kobler / C & W 	  	      St Mary’s            St Thomas’s	

Bart’s / Royal London	   	        Whittington	 	      King’s          	 Guy’s		

North Middlesex	   	        Barnet General	 	      Chase Farm	 	 Hammersmith	

Blood Transfusion Service 	        Other (specify)   ______________________________

Can last centre be contacted for past medical history?  	 Yes     No     Hospital No. ________________

Patient Signature : 	 ______________________________  	 Date : 	 _______________________________________
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CIRCUMSTANCES LEADING TO PRESENTATION

Date of first NEGATIVE antibody test 		  :  ______________________________

Where was this test performed?

Royal Free SDTC	   	 Royal Free Marlborough    	       Royal Free Antenatal      

UCL / Mortimer Mkt  	   	 Kobler / C & W	                	 	       St Mary’s		         	     St Thomas’s	

Bart’s / Royal London	   	 Whittington		      	       King’s		             Guy’s	

North Middlesex	   	 Barnet General		     	      Hammersmith	         	     Chase Farm  

Blood Transfusion Service 	 Other (specify)   ______________________

Date of last NEGATIVE antibody test 		  :  ______________________________

Where was this test performed?

Royal Free SDTC	   	 Royal Free Marlborough    	       Royal Free Antenatal      

UCL / Mortimer Mkt  	   	 Kobler / C & W	                	 	       St Mary’s		         	     St Thomas’s	

Bart’s / Royal London	   	 Whittington		      	       King’s		             Guy’s	

North Middlesex	   	 Barnet General		     	       Hammersmith	         	     Chase Farm  

Blood Transfusion Service 	 Other (specify)   ______________________

Date of first POSITIVE antibody test  		  :  ______________________________

Where was this test performed?

Royal Free SDTC	   	 Royal Free Marlborough    	       Royal Free Antenatal      

UCL / Mortimer Mkt  	   	 Kobler / C & W	                	 	       St Mary’s		         	     St Thomas’s	

Bart’s / Royal London	   	 Whittington		      	       King’s		             Guy’s	

North Middlesex	   	 Barnet General		     	       Hammersmith	         	     Chase Farm  

Blood Transfusion Service 	 Other (specify)   ______________________

Reason for test : 

Symptoms	  	 Known positive partner	 		  Risky Behaviour	 		  Antenatal	 	

Blood Donor	 	 Insurance/Visa Screen	 		  Confirmation of known positive   		

Other (specify) : 	 ____________________________________

Probable Route of Infection

Patient presumed infected in the UK?   Yes          	   No	          Not Known	

If No or Not known in which countries?     ___________________________________

Sexual relations between men 		  Yes          	   No	

Does this patient believe themselves to be infected through oral sex only ?        Yes          No  
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Sexual relations between men and women

         Has this patient had sex with     -   Bisexual male   	 Yes          	      No         Not Known  

				              -   Injecting Drug user   	 Yes          	      No         Not Known  

         Partner presumed heterosexually infected  		  Yes          	      No         Not Known  

         If Yes partners likely country(ies) of infection 	   _________________________		  

Injecting Drug Use (sharing)

         Year first injected ________________	   Year last injected 	 ________________

         Does the patient have protected sex (condoms) : 	     Always           Sometimes   	  Never  

Patient defined Sexual Orientation?

Homosexual    		  Heterosexual      	        Bisexual	    	          Other : ___________________

Marital Status

Single            	 Married                   Reg. Cohabitator Male                 Reg. Cohabitator  Female     

Widower      	 Partner died            Separated / Divorced         

Does patient have a partner currently ?           Yes          	   No	    

If YES is partner 		  Male          	   Female  

Is partner HIV positive ?		  Yes            	   No	       First name     __________________

If Yes does partner have AIDS ?		  Yes            	   No	    	    Unknown	      

Does patient have any children ?		  Yes            	   No	    	

If YES how many children ?	 1       2        3  	       4 or more     

Are any HIV positive ?	         	Yes         	 No	

If YES where are they being treated ? 	 ________________________________________________

Comments e.g. Housing, Employment, Methods of contraception etc
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Current History

Cigarette smoking & alcohol consumption

Does patient smoke?	   Yes              No	           per day ? _____________    Number of years ______________ 

Does patient drink ?	   Yes          	     No	   	    units per week _________  Number of years  ______________ 

Does patient use recreational drugs ?	      Yes             No     Which ? ___________________________________

Past Medical History (operations): 	 Has the patient ever been vaccinated for :

					     BCG     	     Which year __________________

					     Hep A   	     Which Year __________________

					     Hep B   	     Which Year __________________

Known Allergies : _____________________	   Pre-therapy Viral Load (if known)    Value __________ Date _________ 

						       Lowest ever CD4 count (if known) Value __________ Date _________ 

Family History : Specifically Diabetes, Heart Disease, MI, Stroke, DVT, Cancer         Diagnosed before age 50?

Mother:	_______________________________________________________________________________________

Father:	 _______________________________________________________________________________________

Brother(s):	 _______________________________________________________________________________________

Sister(s):	 _______________________________________________________________________________________

Other (specify):	__________________________________________________________________________________

All Current Medication

  Drug			   Dose				    Purpose

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Known allergies :					     Antiretroviral adherence : _________________________ ?

__________________________________________________________________________________________________

_________________________________________________________________________________________________
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Past Antiretrovirals

  Drug			   Dose				    Started		          Stopped		          Reason

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Complete for any NEW or PREVIOUS AIDS Diagnosis

Please tick the AIDS indicator disease(s)  and give month and year of diagnosis
AIDS Indicator Disease 	    Diagnosis	          Date	            AIDS Indicator Disease 	 Diagnosis	         Date
			     Definitive Presumptive   Mo/Year       				    Definitive Presumptive  Mo/Year
Candidiasis: trachea, 	  			   Lymphoma, Burkitt’s               
bronchi, or lungs	  	 NA	 /	 or equivalent term	  	 NA	 /
Candidiasis: oespohageal	     	 	 /	 Lymphoma, immunoblastic 
				    or equivalent term	  	 NA	 /
Cervical carcinoma, invasive	  	 NA	 /	 Lymphoma, primary in brain	  	 	 /
Coccidioidomycosis :  				    Mycobacterium avium: 
                 expulmonary	 	 NA	 /	               extrapulmonary	 	 	 /
Cryptococcosis :				    M.tuberculosis : pulmanary	 	 	 /
                 expulmonary	 	 NA	 /	 M.tuberculosis : 
Crytosporidiosis with 				                  extrapulmonary	 	 	 /
diarrhoea > 1 month	 	 NA	 /	 Mycobacterium of other or 
Cytomegalovirus retinitis	 	 	 /	 unidentified species 	
				    disseminated	 	 	 /
CMV disease not liver,				    Pneumocystis carinii  
spleen or nodes    	  	 NA	 /	 pneumonia 	 	 	 /
Encephalopathy (dimentia) 				    Pneumonia recurrent
due to HIV	  	 NA	 /	 within 12 months	            	 /
Herpes simplex : ulcers > 1 				    Progressive multifocal
month or bronchitis, 		       		  leukoencephalopathy            	            NA	 /
pneumonitis, oesphagitis	  	 NA	 /	
Histoplasmosis ; 				    Salmonella septicaemia,
disseminated/extrapulmonary	 	 NA	 /	 recurrent	            	 /
Isosporiasis with 				    Toxoplasmosis of the brain    	    	 	 /
diarrhoea for > 1 month	  	 NA	 /	 Wasting syndrome
Kaposi’s sarcoma	           	 /	 due to HIV  	                      	 /
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Clinical Examination 	 	 Normal  		  Abnormal  findings

	 General 			       			   ________________________________________________________

	 Cardiovascular 		     			   ________________________________________________________

	 Skin				        			   ________________________________________________________

	 Chest				        			   ________________________________________________________

	 Mouth			       			   ________________________________________________________

	 Abdomen 			       			   ________________________________________________________

	 Lymph nodes		      			   ________________________________________________________

	 Neurological /Fundi	     			   ________________________________________________________

CLINICAL STAGE	

	 Asymptomatic	 		        Symptomatic	       			       AIDS	  

SUMMARY OF CASE

1.	 ____________________________________________________________________________________________

2.	 ____________________________________________________________________________________________

3.	 ____________________________________________________________________________________________

4.	 ____________________________________________________________________________________________

5.	 ____________________________________________________________________________________________

6.	 ____________________________________________________________________________________________

Letter to GP? 	 Yes             	     No  		           Next Visit  ___________  Weeks

Doctor’s Name 	 :    __________________________	 Referrals :     ________________________

Post			   :   __________________________

Contact blp/ext.	:    _________________________

Hepatitis Clinic 		     	

Womens Clinic		

Lipid Clinic		


