AV

HIV CARE/ART TRANSFER AND REFERRAL FORM FEDERAL MINISTRY OF HEALTH

Referral No. Card No. Unique ART No. Date of referral _ e
(Fer all date use Erhiopian Calender in MM/OD/TY fFormat)

‘\

( Transferring/ Referring health facility

Transferred/ Referred to

Patient full Name Age Sex

Address: Region | Zone Woreda/Subcity

Kebele (PA) House No. Tel. No.
N _
1. Date confirmed HIV+ / / %

Patient started on ART O No O Yes
2. Why eligible for ART »

WHO Stage CD4 (/mm? or %) TLC (/mm?)_____ Transferredinform

Date ART Started _if /

Original 1% line regimen & dose

Current regimen & dose

o 0 AW

Reason for changing ART (if applicable enter the reason for last chonge: use separate sheet if multiple changes)
Side effects (specify)

Rx failure (specify criteria)

Other (specify)
7. Last entry for ART adherence: O Gooed O Fair O Poor

Other Current medications

Corrim O No [0 Yes (Start Date) / / INH [ONo. O Yes (Start Date) N S -

TB RX O No O Yes (Start Date) / / Flucon. O No. [ Yes (Start Date) y A
- ~
9. Past ARV use for PMTCT
Did patient or patient's mother (for children) received ARV for PMTCT
Mother [ No [ Yes date / A Child ONe [ Yes date / /
ARV used for PMTCT [ Nevirapine [0 Other (specify) D
10. Summary of other information
Lab data Summary of findings JJ
LT (1074 gr | w ool [ Tl | dmee | s
Baseline
Current SRS

11. Reason for transfer/ referral
O Change of address O Closer to patients’ home

For better management (specify reason)

Any other reason (specify)

12. Transferring/ referring clinician

Name Signature
Telephone E-mail
Use the intake and follow up forms to fill this form Age record Tr ART vrn 98

Ve £ 8 S dd fas frsss bl Er mll Antac Months for children <5yrs

~




