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FLORIDA DEPARTMENT OF HEALTH – PRACTITIONER DISEASE REPORT FORM

Patient Information:

Gender:
Male

Female

Ethnicity:
Hispanic 

Non-Hispanic 

Unknown

Race:

White 

Black

Asian

American Indian/AlaskaNative

Native Hawaiian/Pacific Islander

Unknown

Pregnancy Status:

Not Pregnant

Pregnant 

Number of Months___

Disease Specific Information:

Date of Onset:

Patient 
Hospitalized? 

Disease Fatal? Yes No

Discharge Date:

Hospital Name:

Medicaid Number or Insurance:

Enteric disease due to Escherichia
coli O157:H7 
Enteric disease due to other path-
ogenic Escherichia coli
Giardiasis (acute)
Glanders 
Gonorrhea
Granuloma inguinale
Haemophilus influenzae, meningitis
and invasive disease 
Hansen’s disease
Hantavirus infection 
Hemolytic uremic syndrome 
Hepatitis, acute A 
Hepatitis, acute B, C, D, E, G
Hepatitis, chronic B, C
Hepatitis B surface antigen 
positive in pregnant woman or
child up to 24 months
Herpes simplex virus (HSV) in
infants up to six months
HSV anogenital in children≤12 yrs
Human papilloma virus (HPV)
anogenital in children≤12 yrs
HPV assocated laryngeal papillo-
mas or recurrent respiratory
papillomatosis in children ≤6 yrs
HPV cancer associated strains 
Influenza – due to novel or pan-
demic strains 
Influenza – assocated pediatric
mortality in persons <18 yrs
Lead poisoning

Legionellosis
Leptospirosis
Listeriosis
Lyme disease
Lymphogranuloma Venereum
(LGV)
Malaria
Measles (Rubeola) 
Melioidosis 
Meningitis, bacterial, cryptococcal,
other mycotic
Meningococcal disease 
Mercury poisoning 
Mumps
Neurotoxic shellfish poisoning 
Pertussis 
Pesticide-related illness and injury
Plague
Poliomyelitis 
Psittacosis (Ornithosis)
Q Fever
Rabies, animal 
Rabies, human 
Rabies possible exposure
(animal bite) 
Ricin toxicity
Rocky Mountain spotted fever
Rubella 
St. Louis encephalitis virus disease
Salmonellosis
Saxitoxin poisoning, including
paralytic shellfish poisoning (PSP) 

Severe acute respiratory 
syndrome (SARS)
Shigellosis
Smallpox
Staphylococcus aureus, intermediate
or full resistance to vancomycin 
Staphylococcus enterotoxin B
Streptococcal disease, invasive
Group A
Streptococcal pneumoniae, invasive
disease
Syphilis
Syphilis, pregnancy or neonate
Tetanus
Toxoplasmosis, acute
Trichinellosis (Trichinosis)
Tuberculosis (TB)
Tularemia
Typhoid fever
Typhus fever, endemic
Typhus fever, epidemic
Vaccinia disease
Varicella (chickenpox)
Date of vaccination __/__/__
Varicella mortality
Venezuelan equine encephalitis
virus disease
Vibriosis,Vibrio infections 
Viral hemorrhagic fevers
West Nile virus disease
Western equine encephalitis virus 
disease
Yellow fever 

Anthrax 
Botulism, foodborne 
Botulism, infant
Botulism, other/wound/unspecified
Brucellosis 
California serogroup virus disease
Campylobacteriosis
Chancroid
Chlamydia
Cholera 
Ciguatera fish poisoning
Clostridium perfringens epsilon toxin
Conjunctivitis, in neonatal ≤14 days
Creutzfeldt-Jakob disease (CJD)
Cryptosporidiosis
Cyclosporiasis
Dengue
Diphtheria
Eastern equine encephalitis 
virus disease
Ehrlichiosis, human granulocytic
(HEG)
Ehrlichiosis, human monocytic
(HME)
Ehrlichiosis, human other or
unspecified species
Encephalitis, other (non-arboviral)

Other:

Any Outbreak, grouping, or clustering of patients having similar disease, symptoms, syndromes: _______________________________________

Yes No

Disease or Condition Reporting: For HIV/AIDS
and HIV exposed newborns please report 
per forms indicated in F.A.C. 64D-3.
Report immediately upon:

= Initial suspicion 24/7 by phone

= Diagnosis 24/7 by phone

Provider Information:

Name:

Address:

City, State, Zip:

Phone: (     ) Provider Fax: (     )

Email:

Medical Information: Diagnosis Date:

Test Conducted? Yes No Please attach lab 
record (if available)

Lab Test Date:

Yes NoTreatment Provided? 

Lab Results:

Test Method:

Treatment:

Medical Record Number:

Lab Name:

DH2136,10/06

Please check here if you would 
like more copies of the form
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(Please complete the following information to report the suspect or diagnosis of a disease which is reportable under Florida Administrative Code 64D-3.)

Last Name Area Code + Phone Number 

First Name MI   Date of Birth (MMDDYYYY) Social Security Number (no dashes)

Address

City State Zip Code
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PATIENT'S LAST NAME M.I.

P
A
T
I
E
N
T

T
E
S
T

R
E
S
U
L
T

FACILITY/CLINIC NAME

FACILITY STREET ADDRESS SUITE/UNIT NO.

CITY/TOWN

P
R
O
V
I
D
E
R

-
FAX NUMBER

-

-            -DATE OF
REPORT

FIRST NAME

2

Test Date (MM-DD-YY):

TELEPHONE NUMBER  AREA CODE   AREA CODE

For HIV REPORTING:
Call (213) 351-8516 or visit
www.lapublichealth.org/hiv

Spec. Coll. Date (MM-DD-YY):

REPORT BY

DOCTOR'S LAST NAME M.I.DOCTOR’S FIRST NAME

STATE ZIP CODE

L
A
B
O
R
A
T
O
R
Y

3
LABORATORY’S NAME

LABORATORY’S STREET ADDRESS

CITY/TOWN STATE ZIP CODE

-)
FAX NUMBER

( -)(
TELEPHONE NUMBER  AREA CODE   AREA CODE

Specimen ID #:

FAX TO: (213) 749-9602      REPORTING OR QUESTION: (213) 744-5915      DOWNLOAD FROM: HTTP://LAPUBLICHEALTH.ORG/STD/LABS.HTM

CH LA MY DI A4

LOS ANGELES COUNTY STD PROGRAM
CHLAMYDIA & GONORRHEA LABORATORY REPORT

SPECIMEN TYPE

Urine
Cervix
Urethra

1

SPECIMEN SITE:

)()
(

Updated by 07/21/2008

TEST NAME

TEST RESULT

Vaginal
Rectum
Nasopharynx

COMMENTS:

Other

  -               -

  -               -Test Date (MM-DD-YY):

Spec. Coll. Date (MM-DD-YY):

Specimen ID #:

SPECIMEN TYPE

Urine
Cervix
Urethra

SPECIMEN SITE:

TEST NAME

TEST RESULT

Vaginal
Rectum
Nasopharynx

COMMENTS:

Other

  -               -

  -               -

AGE:Birth
Date

CITY/TOWN STATE ZIP CODE

GENDER:

Female
Transgender (M to F)
Transgender (F to M)
Unknown or Refused

   -                -

PREGNANT:
Yes
No

Unknown
  AREA CODE           DAY TELEPHONE NUMBER

-
AREA CODE           EVENING TELEPHONE NUMBER

- POSTPARTUM:
Yes
No

Male

)(

)(
RACE (X all that apply):

Native American or Alaska Native
Asian or Asian American
Native Hawaiian or Pacific Islander

Black or African American
White

Unknown
Other:

Refused
Unknown



DRAFT

Interview 
Patient ID Condition(s) Neurological Case ID Lot #

Involvement? Record ID 

1
 1


2
 2


NC P U 

P
atient N

am
e 

C
ase ID

 
Lot # 

Last Name First Name Middle Name 

Preferred Name / AKA Maiden Name 

Name 

Residence Street (Apt. #) City 

State Zip County District Country 

Residence Type 

Currently 
Institutionalized? Name of Institution 

Living With 

Address 

UNY 
Institution

 Type 

/ / 
Date of Birth 

Demographics 

Sex at 
Birth UMTF FTM FM 

Hispanic/Latino? 

English 
Speaking? Primary Language NY 

UNY BAAI/AN NH/PI W 

Marital 
Status 

USep CM WS D 

RR 

R 

R 

U 

Current 
Gender FM 

Pregnant at 
Exam? 

Pregnant at 
Interview? 

# Weeks 

Pregnancy 

Pregnant in Last
 12 Mos? 

Currently in 
Prenatal Care? 

# Weeks 

UNY R 

UNY R 

UNY R 

UNY R 

ALocal Use: B C D E F G H I J K L 

Interviewed? 

Date Original Interview Date First Re-Interview 

/ /
Date First Assigned for 

Interview 

/  / 

/ / 

DIS # Date Reassigned for 
Interview DIS # 

NY 

/ /
DIS # 

/ / 

DIS # 

PEMS Site ID 

DIS # Date Case Closed Supervisor #

 Interview Period (mos.) 

E-Mail Address(es) 

Home Phone 

Work Phone 

Cellular Phone 

Pager 

Emergency Contact Name 

Emergency Contact Phone 

Emergency Contact Relationship 

Phone/Contact 

If not, why 
not? 

Place of 
Interview: 

OP Condition 

Method of Case 
Detection 

OP Case ID 

Race 

Pregnancy 
Outcome 

US AD MAge 

Other 

Time At  Address Time In State Time In Country W M Y W M Y W M Y 

Laboratory Report Date
/ / 

Facility First Tested 

If Other, Describe 

J DN USC
Imported 

Case? Import Location 

If Other, Describe 

If Other, Describe 

Condition 1 Reporting Information Condition 2 Reporting Information 

OP Condition 

Method of Case 
Detection 

OP Case ID 

Other 

Facility First Tested 

If Other, Describe 

/ / 
Laboratory Report Date 

Interviewed? 

NY

 Interview Period (mos.) If not, why 
not? 

Place of 
Interview: 

If Other, Describe 

If Other, Describe 

/ /
Date First Assigned for 

Interview 

/ / 
DIS # 

Date Reassigned for 
Interview 

DIS # 

Date Original Interview
/ / / /

DIS # DIS # Date First Re-Interview 

/ / 
DIS # Date Case Closed Supervisor # 

PEMS Site ID 

J DN USC
Imported 

Case? Import Location 

U 
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Page 2 Case ID 

RISK FACTORS 

10. Been incarcerated? 

Y/N/R/D 

Within past 3 months Within past 12 months I. Sexual Behaviors 

8. Engaged in injection drug use? 

Y/N/R/D 

Within past 3 months Within past 12 months 

III.  Other Risk Factors 

II. Drug Use Behaviors 

Within past 3 months Within past 12 months 

Y/N/R/D Y/N/R/D 

Y/N/R/DY/N/R/D 

Y - Yes  N - No  R - Refused to Answer  D - Did not Ask 

Y - Yes  N - No  R - Refused to Answer  D - Did not Ask 

Y – Yes N – No     R -- Refused to Answer  D - Did not Ask 

9. During the past 12 months, which of the 
following injection or non-injection drugs have 
been used? 

Other, specify: 

Erectile dysfunction 
medications (e.g., Viagra) 

Nitrates/Poppers 

Methamphetamines 

Heroin 

Cocaine 

Crack 

None 

6. Exchanged drugs/money for sex? 

3. Had sex with an anonymous partner? 

2. Had sex with a female? 

1. Had sex with a male? 

5. Had sex while intoxicated and/or high on drugs? 

7. [Females only] Had sex with a person who is 
known to her to be an MSM? 

4. Had sex with a person known to him/her to 
be an IDU? 

Has the patient: 

Sex is defined as having engaged in oral, anal 
or vaginal contact with partners. 
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Page 3 Case ID 

Dx Date (mm/yyyy) 

Previous STD History? 

Condition 

STD History 

3. 

2. 

1. 

Rx Date (mm/yyyy) Confirmed? 

UNY R 

Treatment Comments: 

Provider Drug and Dosage Treatment Date 
/ / 

/ / 

/ / 

Condition 

Incidental Antibiotic Treatment in Last 12 Months? 

Drug/Dosage/Duration Rx Date (mm/yyyy) 

UNY 

In Last 12 Months? Ever? UNY R UNY R 

UNY R UNY RHIV Pre-Test Counseled at 
this event? 

Anti-Retroviral Therapy for 
Diagnosed HIV Infection? 

STD/  H IV Trea  tment /Coun se  l  i  n  g  

HIV Post-Test Counseled at 
this event? 

Date Collected Provider Test Qualitative Result Quantitative Result 

/ / 

/ / 

/ / 

I CN QP U 

I CN QP U 

I CN QP U 

1: 

1: 

1: 

STD Test ing  

/ / 
I CN QP U 1: 

Date Collected Provider Test Qualitative Result 
Provider 

Confirmed 

Previously Tested for HIV? Not Asked Tested for HIV at this event? UNY R 

If Other, Please Describe: 

Signs and Symptoms 

Duration 
(Days) 

Patient 
Described? 

Clinician 
Observed? 

Anatomic 
Site 

Earliest Observation 
Date 

/ / 

/ / 

/ / 

1. 

3. 

2. 

Signs/ 
Symptoms 

/ / 
I CN QP U 

/ / 
I CN QP U 

/ 

/ 

/ 

/ 

/ 

/ 

/ / 
I CN QP U 

UNY R 

HIV Test ing  

Not Asked 

Specimen 
Source 

Specimen 
Source 
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Page 4 Case ID 

Places Met Partners 
Type Name Type 

Places Had Sex 
Name 

Socia l  H is tory  

Female 

Partners in Last 12 Months 

Male Transgender 

Unknown U Refused R Unknown U Refused R Unknown U Refused R 

Interview Period Partners 

Did not ask 

Refused to answer 
Did not ask 

Refused to answer 

Female 

Male 

Transgender 

Condition 1 
Unknown 

U 

U 

U 

Refused 

R 

R 

R 

Female 

Male 

Transgender 

Condition 2 
Unknown 

U 

U 

U 

Refused 

R 

R 

R 

Par tner /C luster  In format ion  

Jurisdiction Last Name First Name AKA 

1 Sex 
First Last P/CL Freq. Pregnant Y N U R Spouse Y N U RM F T U RExposure / / Exposure / / 

Ix Type Referral Dispo SO/SP FR# Cond. 
Condition / //  /1 / / 1 2 3 

DIS # Dispo Date Ix DIS # Init. Date Ix Date
Dispo Referral Ix Type Cond. SO/SP FR#Condition / / / //  /2 1 2 3 Dispo Date Ix Date Init. Date Ix DIS # DIS # 

Jurisdiction Last Name First Name AKA 

2 Sex 
First Last P/CL Freq. Pregnant Y N U R Spouse Y N U RM F T U RExposure / / Exposure / / 

Ix Type Referral Dispo SO/SP FR# Cond. 
Condition /  // /1 / / 1 2 3 

DIS #Dispo Date Init. Date Ix DIS # Ix Date
Dispo Referral Ix Type Cond. SO/SP FR#Condition /  /2 / / / / 1 2 3 Dispo Date Ix Date Init. Date Ix DIS # DIS # 

Jurisdiction Last Name First Name AKA 

3 Sex 
First Last P/CL Freq. Pregnant Y N U R Spouse Y N U RM F T U RExposure / / Exposure / / 

Referral Dispo SO/SP FR# Cond. Ix TypeCondition /  // /1 / / 1 2 3 
DIS # Dispo Date Ix DIS # Init. Date Ix Date

Dispo Referral Ix Type SO/SP Cond. FR#Condition /  /2 / / / / 1 2 3 Dispo Date Ix Date Init. Date Ix DIS # DIS # 

JurisdictionLast Name First Name AKA 

4 Sex 
First Last P/CL Freq. FM U RT Pregnant NY U R Spouse Exposure / / Exposure / / NY U R 

Condition 
1 

Condition 
2 

/ /
Ix Date

/ /
Ix Date

/ /
Init. Date 

/ /
Init. Date 

Ix DIS # 

Ix DIS # 

Referral FR#Ix Type 
1 2 3 

Referral Ix Type FR# 

1 2 3 

Dispo 

Dispo 

SO/SP Cond. 
/  /

Dispo Date DIS # 
Cond. SO/SP 

/  /
Dispo Date DIS # 

Jurisdiction Last Name First Name AKA 

5 Sex 
First Last P/CL Freq. FM U RT Pregnant NY U R Spouse Exposure / / Exposure / / NY U R 

Condition 
1 

Condition 
2 

Referral Dispo SO/SP FR# Cond. Ix Type 
1 2 3 /  // // / 

DIS # Dispo Date Ix DIS # Init. Date Ix Date
Dispo Referral Ix Type SO/SP Cond. FR# 

1 2 3 /  // / / /
Dispo Date Ix Date Init. Date Ix DIS # DIS # 
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Page 5 Case ID 

Margina l  Par tners  

Name Sex Age Race Height Weight Hair Exposure Locating Information 

1 

2 

3 

4 

5 

Trave l  H is tory  and In ternet  Use  

In terv iew /  Invest igat ion  Comments  
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Page 6 Case ID 

Investigation Plans & Supervisory Review 
Date Submitted:  Ini t ia l  Review Date:  

Date DIS # Date Sup # DIS Investigation Plans Supervisory Comments 
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Interview Record Codes 

Disease/Diagnosis Codes Institution Types Y/N/U/R Time 

030 - HepB acute w/o delta 
031 - HepB acute w/ delta 
033 - HepB chronic w/o delta 
034 - HepB chronic w/ delta 
042 - Hepatitis delta 
051 - Hepatitis C, acute 
053 - Hepatitis E 
054 - Hepatitis C, chronic 
070 - Hepatitis, unknown 
100 - Chancroid 
200 - Chlamydia  
300 - Gonorrhea (uncomplicated) 
350 - Resistant Gonorrhea 
400 - Non-Gonoccocal Urethritis 

(NGU) 
450 - Mucopurulent Cervicitis (MPC) 
490 - PID Syndrome 
500 - Granuloma Inguinale 
600 - Lymphogranuloma Venereum 

(LGV) 
710 - Syphilis, primary 
720 - Syphilis, secondary 
730 - Syphilis, early latent 
740 - Syphilis, unknown duration 
745 - Syphilis, late latent 
750 - Syphilis, late w/ symptoms 
800 - Genital Warts 
850 - Herpes 
900 - HIV Infection 
950 - AIDS (Syndrome) 

G - Group Home 
J - Jail  
O - Other 
P - Prison 
Q - Mental Health Center 
R - Rehabilitation Center 
X - Drug Treatment/Detox Center 
Y - Juvenile Detention 

Y - Yes 
N - No 
U/UN - Unknown 
R - Refused to Answer 

W - Weeks 
M - Months  
Y - Years 

Method of Case Detection 
20 - Screening 
21 - Self-Referred (symptomatic patients seeking testing) 
22 - Patient Referred Partner 
23 - Health Department Referred Partner 
24 - Cluster Related (Social Contact (Suspect) or 

Associate) 
88 - Other  

Marital Status 

S - Single, Never Married 
M - Married 
SEP - Separated 
D - Divorced 
W - Widowed 
C - Cohabitation 
U - Unknown 
R - Refused to Answer 

Reasons Not Interviewed: Place of Interview 

U - Unable to locate 
P - Physician Refusal 
R - Refused to Answer 
D - Deceased 
L - Language Barrier 
O - Other 

C - Clinic 
F - Field  
T - Telephone 
I - Internet 
O - Other  Hispanic/Latino 

Y - Yes, Hispanic/Latino 
N - No, not Hispanic/Latino 
U - Unknown 
R - Refused to Answer 

Imported Case 

N - Not an imported case 
C - Yes, imported from another country 
S - Yes, imported from another state 
J - Yes, imported from another county/jurisdiction in 

the state 
D - Yes, imported but not able to determine source 

county, state, and/or country 
U - Unknown 

Race 

AI/AN - American Indian or Alaskan Native 
A - Asian  
B - Black or African American 
NH/PI - Native Hawaiian or Other Pacific 

Islander 
W - White  
U - Unknown 
R - Refused to Answer 

Specimen Source Anatomic Site
Neurological Involvement 

01 - Cervix/Endocervix 
02 - Lesion - Genital 
03 - Lesion – Extra Genital 
04 - Lymph Node Aspirate 
05 - Oropharynx 
06 - Ophthalmia/Conjuctiva 
07 - Other 
08 - Other Aspirate 
09 - Rectum 
10 - Urethra 
11 - Urine 
12 - Vagina 
13 - Blood/Serum 
14 - Cerebrospinal Fluid (CSF) 
88 - Not Applicable 
99 - Unknown 

A - Anus/Rectum 
B - Penis 
C - Scrotum 
D - Vagina 
E - Cervix 
F - Naso-Pharynx 
G - Mouth/Oral Cavity 
H - Eye-Conjunctiva 
I - Head 
J - Torso 
K - Extremities (Arms, 
Legs, Feet, Hands) 
N - Not Applicable (N/A) 
O - Other 
U - Unknown  

C - Yes, Confirmed 
P - Yes, Probable 
N - No  
U - Unknown  

Pregnancy Outcome 

D - Live Birth  
S - Stillborn 
M - Miscarriage 
A - Abortion 
U - Unknown 

Residence Type 

A - Apartment 
B - Mobile Home 
C - Migrant Camp 
D - Dorm 
G - Group Home 
H - House/Condo 
J - Jail 
M - Hotel/Motel 
N - Homeless 
O - Other 
P - Prison 
Q - Mental Health Center 
R - Rehabilitation Center 
U - Unknown 
X - Drug Treatment/Detox Center 
Y - Juvenile Detention 

Type of Facility 

01 - HIV Counseling/Testing Site 
02 - STD Clinic 
03 - Drug Treatment 
04 - Family Planning 
05 - RETIRED (Not to be used) 
06 - TB Clinic 
07 - Other HD Clinic 
08 - Private MD/HMO 
09 - RETIRED (Not to be used) 
10 - Hospital (ER)
 11 - Correctional facility
 12 - Lab
 13 - Blood Bank
 14 - Labor and Delivery
 15 - Prenatal
 16 - Job Corps
 17 - School-based Clinic
 18 - Mental Health Services
 29 - Hospital (Other)
 66 - Indian Health Services  
 77 - Military
 88 - Other  
99 - Unknown  

Qualitative Lab Result 

P - Positive 
N - Negative 
I - Indeterminate/Equivocal 
UN - Unknown/ No Result 
Q - Quantity Not Sufficient 
C - Contaminated specimen 

Places met or had sex with partners 
Gender/Sex: A - Adult Book Store/Cinema M - Motel/Hotel 

B - Bars N - Shopping Mall 
C - Cruising in Automobile O - Other 
D - Dance Halls P - Project/Shelter 
E - Escort Services Q - School 
F - Baths/Spas/Resorts R - Gyms/Health Clubs 
G - Place of Worship S - Partner’s Home 
H - Home T - Street 
I - Chat Rooms/Lines/Email/Internet U - Circuit Party 
J - Jail/Prison V - Cruise (Boat) 
K - Clubs W - Work 
L - Beach X - Park/Rest Area 

M - Male  
F - Female  
MTF - Male to Female Transsexual 
FTM - Female to Male Transsexual 
T - Transgender 
U - Unknown  
R - Refused to Answer 



DRAFT

Interview Record Codes 

PARTNER - Persons having sexual activities (of any type) or sharing needles with the original patient. 
P1 - Sex Partner 
P2 - Needle sharing Partner 
P3 - Both Sex and Needle sharing Partner 

SOCIAL CONTACT (Suspect) - Persons named by an infected person (e.g., the original patient or an infected partner or 
cluster). 
S1 - Person who has or had symptoms suggestive of the Condition(s) documented. 
S2 - Person who is named as a sex partner of a known infected person. 
S3 - Any other person who would benefit from an exam (i.e., someone who has engaged in a behavior that might put 

them at risk). 
ASSOCIATE - Persons named by an uninfected partner or cluster. 

A1 - Person who has or had symptoms suggestive of the Condition(s) documented. 
A2 - Person who is named as a sex partner of a known infected person. 
A3 - Any other person who would benefit from an exam (i.e., someone who has engaged in a behavior that might put 

them at risk). 

O - Original Interview the initial interview with an infected patient. 
R - Re-Interview any interview after the Original Interview of an infected 

patient. 
C - Cluster Interview any interview of a partner or cluster regarding the index 

case. 
U - Unable to interview (may include situations where the original patient was 

not interviewed, but sex partners and/or clusters were initiated from other 
activities).

 1 - Patient (Client): No health department involvement in the referral of this 
partner/cluster. 

2 - Provider: DIS or other health department staff were involved in the referral 
of this partner/cluster . 

3 - Dual (contract): A combination of provider and patient effort to bring
contact/cluster to services. 

A - Preventative Treatment 
B - Refused Preventative Treatment 
C - Infected, Brought to Treatment 
D - Infected, Not Treated 
E - Previously Treated for This Infection 
F - Not Infected 
G - Insufficient Information to Begin Investigation 
H - Unable to Locate 
J - Located, Refused Examination and/or Treatment 
K - Out Of Jurisdiction 
L - Other 

STD Dispositions HIV Dispositions 

Partner/Cluster 

Referral 

Interview Type 

1 - Previous Positive 
2 - Previous Negative, New Positive 
3 - Previous Negative, Still Negative 
4 - Previous Negative, Not Re-tested 
5 - Not Previously Tested, New Positive 
6 - Not Previously Tested, New Negative 
7 - Not Previously Tested, Not Tested Now 
G - Insufficient Information to Begin Investigation 
H - Unable to Locate 
J - Located, Refused Counseling and/or Testing 
K - Out Of Jurisdiction 
L - Other 

Dispositions 

Y - Yes, patient has a history of STD 
N - No, patient has never had a prior STD 
U - Unknown if patient has had a prior STD 
R - Patient refused to answer any questions regarding prior STD History 

SO - The source of infection for the original patient 
SP - A spread from the original patient. 
U - Partner infection is not related to the original patient. 
UN (Unknown) - It is unknown whether a partner infection is related to the 

original patient. 

Source/Spread 

STD HistorySigns/Symptoms 

A - Discharge or MPC 
B - Chancre, Sores, Lesions, or Ulcers 
C - Rash 
D - Dysuria  
E - Itching 
F - Alopecia (Hair loss) 
G - Condylomata Lata 
H - Bleeding 
I - Pharyngitis (Sore Throat) 
J - Painful Sex 
K - Abdominal Pain 
L - Swelling/Inflammation 
M - Mucous Patch 
N - Lymphadenopathy 
O - Other 
P - Balanitis 
Q - Fever 
R - Cervical Friability 
S - Ectopy 
T - Epididymitis 
V - Proctitis 
W - Adnexal tenderness/Cervical motion 

tenderness 
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Patient ID Condition(s) ReInfection? If yes, # Case ID	 Interview 
Record ID 

1
 1


2
 2


UNY 

UNY 

P
atient N

am
e 

C
ase ID

 

Last Name First Name Middle Name 

Preferred Name / AKA Maiden Name 

Name 

Residence Street (Apt. #) City 

State Zip County District Country 

Residence Type 

Currently 
Institutionalized? Name of Institution 

Living With 

Address 

UNY 
Institution

 Type 

STD Testing 

ALocal Use: B C D E F G H I J K L 

Date Original Interview 

/ /Date First Assigned for 
Interview 

/ / 
Worker 

Worker 
/ / 

Worker 

Date Case Closed 

Supervisor # Interview Period (mos.) 

E-Mail Address(es) 

Home Phone 

Work Phone 

Cellular Phone 

Phone/Contact 

Method of Case 
Detection 

Age 

Other 

Laboratory Report Date 
/ /

Facility First Tested 

If Other, Describe 

Reporting 
Information 

Condition 1 

Date of Birth 

Demographics 

/  / 
Hispanic/Latino 

Race 

Marital Status 

Sex at Birth 

AI/AN A B NH/PI W U R 

RUCWDS  M  Sep  

M F 

Pregnancy 

Pregnant at Exam? 

# Weeks 

UNY R 
Date Collected Provider Test Qualitative Result 

/ / 

/ / 

INP U 

INP U 

INP U 

Specimen Source 

Treatment Comments: 

Provider Drug and Dosage Treatment Date 

/ / 

/ / 

STD Treatment 

Risk Factors 

1. Had sex with a male? 

2. Had sex with a female? 

3. Had sex with an anonymous partner? 

In the last 12 months has the patient: 

5. During the past 12 months, which of the 
following injection or non-injection drugs have 
been used? 

4. Been incarcerated? 

Y - Yes  N - No     R - Refused to Answer     D - Did not Ask 

RNY D 

RNY D 

RNY D 

RNY D 

Other, specify: None 
RNY D 

RUNY 

Emergency Contact 

Pregnant in Last 12 Mos? 

UNY R 

Provider Choice: 

Time At Address Time In State Time In Country W M Y W M Y W M Y 

Date Original Interview 

/ /Date First Assigned for 
Interview 

/ / 
Worker 

Worker 
/ / 

Worker 

Date Case Closed 

Supervisor # Interview Period (mos.) 

Method of Case 
Detection 

Other 

Laboratory Report Date 
/ /

Facility First Tested 

If Other, Describe 

Reporting 
Information 

Condition 2 

/ / 

Erectile dysfunction 
medications (e.g., Viagra) 

Nitrates/Poppers 

Methamphetamines 

Heroin 

Cocaine 

Crack 

None 

Please place an “X” for all that apply: 

Other 
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Page 2 

H IV  T  es t ing  

Case ID 

Date Collected Provider Test Qualitative Result 
Provider 

Confirmed 

Previously Tested for HIV? Not AskedTested for HIV at this event? UNY R 

/  / 
I CN QP U 

UNY RNot Asked 

Specimen 
Source 

Signs and Symptoms 

If Other, Please Describe: 

Duration 
(Days) 

Anatomic 
Site 

Earliest Observation 
Date 

/  / 

/ / 

/ / 

1. 

3. 

2. 

Signs/ 
Symptoms 

STD History 

Dx Date (mm/yyyy) 

Previous STD History? 

Condition 

3. 

2. 

1. 

Rx Date (mm/yyyy) 

UNY R 

/ 

/ 

/ 

/ 

/ 

/ 

1 

Interview Period Partners 

Did not ask 

Refused to answer 
Did not ask 

Refused to answer 

Places Met Partners Places Had Sex 
Type Name Type Name 

Female 

Male 

Unknown Refused 

U R 

U R 

Female 

Male 

Unknown Refused 

U R 

U R 2 

Par  tner /C l  us ter  In format ion  

3 

Ix Type FR# 

Freq. 

First Name Last Name 

P/CL 

Referral 

Spouse 

Condition 
1 

Dispo 

Pregnant / /
Last 
Exposure 

Condition 
2 

Dispo 

NY U R NY U RFirst 
Exposure / / 

Sex 
FM U R 

AKA 

/  /
Init. Date 

/  /
Init. Date 

Ix Date
/ / 

Ix Date
/ / 

Ix Type 

/ /
Dispo Date 

/ /
Dispo Date 

1 2 3 

Referral 

1 2 3 

Cond. 

Cond. 

T 

Jurisdiction 

1 

Ix Type FR# 

Freq. 

First Name Last Name 

P/CL 

Referral 

Spouse 

Condition 
1 

Dispo 

Pregnant / /
Last 
Exposure 

Condition 
2 

Dispo 

NY U R NY U RFirst 
Exposure / / 

Sex 
FM U R 

AKA 

/  /
Init. Date 

/  /
Init. Date 

Ix Date
/ / 

Ix Date
/ / 

Ix DIS # 

Ix DIS # 

Ix Type 
DIS # 

DIS # 

/ /
Dispo Date 

/ /
Dispo Date 

1 2 3 

Referral 

1 2 3 

Cond. 

Cond. 

T 

Jurisdiction 

2 

Ix Type FR# 

Freq. 

First Name Last Name 

P/CL 

Referral 

Spouse 

Condition 
1 

Dispo 

Pregnant / /
Last 
Exposure 

Condition 
2 

Dispo 

NY U R NY U RFirst 
Exposure / / 

Sex 
FM U R 

AKA 

/  /
Init. Date 

/  /
Init. Date 

Ix Date
/ / 

Ix Date
/ / 

Ix Type 

/ /
Dispo Date 

/ /
Dispo Date 

1 2 3 

Referral 

1 2 3 

Cond. 

Cond. 

T 

Jurisdiction 

FR# 

FR# 

FR# 

DIS # 

DIS # 

DIS # 

DIS # 

Ix DIS # 

Ix DIS # 

Ix DIS # 

Ix DIS # 

Social History Interview, Internet, and Investigation Comments 

Condition 
Incidental Antibiotic Treatment in Last 12 Months? 

Drug/Dosage/Duration Rx Date (mm/yyyy) 
UNY 

/ 
/ 
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