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Department of Health - documents

e patients are not confined to one area
( mobile — transport, employment etc. )

e HIV knows no boundaries

e patients move from clinic to clinic,
hospital to hospital, Province to Province
and even country to country

e standardisation of care important



Department
of Health

National
referral form

>

SN

Inform all
patients to
advise
your clinic
timeously
if they intend

REASON FOR TRANSFER / other relevam derails:

Past medical history including
ARV adverse events

l:‘:]:lj—[_—l First sppomtincnt iz at | I l | [
i : ; date &
3 .

Ne[d Yesd Appoi

Transfer date

transfering
to another
ARV site

r7] T 3 receiving service point
Clinician’s name Sigm Tel Fax
ACKNOWLEDGEMENT OF TRANSFER (10 ing ART service point)
A L F : | | | | I Patient has attended his/her first visit m
We have received the transfer notice. Received date:

our ART service point.
(I LITT]

Fax'send back (op\ af w |or,.fa.l to rrar. ,l’ Ting
Favisend back copy of whole form fo transforring ART service point immediately after receiving if! ART sorvice point immediately after fir

Please fax[C] mail[] ro us:

ART Assessment and B1s.elme form
i . Date of visit:
Any previous Transfer forms

[J ART Patient Follow Up forms/details =1

Clinician’s name Tel Fax Clinician’s name

Discharge with
one month’s supply
of ARVs and this
letter




PATIENT HISTORY
Baseline ART

ART start date

Regunen la []

BaselineLab tat start of ART)

« CD4

Baseline clinical stams (ar start of ART)

Weight (kg)
Heiglit (cim)
WHO Clinical Stage Adult
WHO Clinical Stage Cluld

| Crrent ART

Current regimen sino

Regimen la [J
Regimen Ib []

Maost recent Db

Current clinical statns
Weight (kg)

WHO Clinical Stage Adult
WHO Clinical Stage Child

L]

VL copl
Specifi current ART regimen if nor lab or 2: ALT e Ery b
Hb ga HCT w | Current prophylaxis
Licia fis Cotrmmoxazole No[O YesO
¥ =10 Y alo®
L '| Fluconazole No[O Yes[d
Neut wirn Platlet xhi
ART dmgs issued = : Prophylaxis issued J
will last until s —~ 5 | Glue st Cholest =l | il Last uutil 7 —— W
REASON FOR TRANSFER / other relevant details: >
. First appointment made at e g )
Transfer date B e No[O Yes[J Appointment date
— " receiving service point o
Clinician’s name Signature Tel Fax

Please fax[] mail(] to us:

Clinician's name

Any previous Transfer fonms

We have received the transfer notice. Receved date:

ACKNOWLEDGEMENT OF TRANSFER (10 be complated by receming ART service pamr)

ART Assessment and Baseline form
[0 ART Patient Follow Up forms/details

Fax/send back copy of whele form to transferring ART service point innnediately after recenving 1!

Tel Fax

a
=]

Patient has attended his/her first visit at
our ART service point.
Date of visit:

o mm ¥y
Fav/send back copy of whale form to rransferring
ART service point immediately after first visi!

Clinician’s name

DoH National HIV

referral form MUST include
the following

information:

—_

CD4 results— baseline to
present

Viral load results

Past and present ARV
Treatment regimes

START DATE including
restart dates if any

Side effects

Needed for future
treatment decisions
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NATIONAL COMPREHENSIVE S PROGRAMME - MPUMALANG:!/
ART ASSESSMENTAND BASELINE JCHILD: <15 years)

\/
NATIONAL COMPREHENSIV S PROGRAMME - MPUMALANG!/
ART ASSESSMENTAND BASELINE (ADULT: 15 years and older)
—— e

NATIONAL COMPREHENSIVE HIV AND AIDS PROGRAMME -

K—ML[UV%;ANGA
T FOLLOW UP (CHILD: <15 years)

\/

NATIONAL COMPREHENSIVE HIV AND AIDS PROGRAMME -

ANGA
ART PATIEQNT FOLLOW UP (ADULT: 15 years and older)

\/




NATIONAL COMPREHENSIVE HIV AND AIDS PROGRAMME - MPUMALANG¢
ART ASSESSMENT AND BASELINE (ADULT: 15 years and older)

A

Assessment visit |

H

Qut-patient

Non-public sector

dd mm i
REFERRING SITE
internal External Referring Site o o
In-patient Public sector District/Metro DC No.:

-

Province

CLINICAL AND LAB ASSESSMENT
Weight (k) LT T 1

Height (cm)

CIT 1]

WHO Clinical Stage 1
WHO Clinical Stage 2

Specify WHO Stage defining condition (s):

WHO Clinical Stage 3

[WHO Clinical Stage 4

(On TB treatment Ne Yes if yes, months | MDR TB No Yes
TB symptoms new  No Yes if yes, smear | L1 Jsmear2 [ ] |

pos neg pos neg
[Prophylaxis: INK No Yes Cotrimoxazole No Yes Fluconazole No Yes
Previous ARV: PEP No Yes PMTCT No Yes ART interrupted No Yes

Specify:

No Yes
No Yes Specify:

(Other chronic disease
(Other chronic medication

Pregnant

| For woman only

No [_lYes I_I

Reliable contraception

No Yes Trimester
HIV status documented

copissnl Viresuttdate [T T T T T ]

No [_]¥es VL
[ CD4 drawn at this service poin:

CD4 drawn date [T T 1 1 | ]
dd mm wy
Hb gdl ALT un Other

CD4

dd mm
et o D resultdate [ L L LT 1]

TREATMENT READINESS ASSESSMENT
Drug literacy training No
Adherence training No

Yes Nutritional assessment
Yes Social worker consultation

Home visit done
Disclosure

dd mm »y
No Yes No Yes
No Yes No Yes

MULTIDISCIPLINARY TEAM DECISION

Medical criteria (CD4<200 and/or WHO Stage 4) fulfilled
Medical criteria fulfilled but patient died during assessment
Patient expresses willingness to take ART adherently

Any medical reason for delay of ART start

Decision of multidisciplinary team: Start ART

No Yes Treatment supporter No I:lYes |:|
No Yes Details (name, telephone etc)

No Yes

No Yes

No Yes

ART START Specify ART drugs and dose if not regimen Ia or 1b:
AAR start dale C L T 11 I ]
dd mm »y
Regimen la
Regimen 1 b
| Notes:

Total number of assessment visits —1 Next scheduledvisit [ | | | | ]

(including ART commencement visit) dd mm y Data captured
Date

Clinician's name Signaturce Tel: Initials




g NATIONAL COMPREHENSIVE HIV AND AIDS PROGRAMME - MPUMALANG: &
ART ASSESSMENT AND BASELINE (CHILD: <15 years)

el nm ¥
REFERRING SITE
fnternal fovsermal Referring Site
In-patient Public sector District/Metro D Na:
(Crut-patient Non-public sector Provinee

CLINICAL AND LAB ASSESSMENT
Weight (kg) 1T 11 Heightem) [T 1] BSA I I

WD Cinical Stage 1 (child) I Rpacify WHO Stage defining condition (<)

'WHO Clinical Stage 2 {child)
'WHO Clinical Stage 3 (child)

On TB treatment  No Yes if yes, months LT 1T MDR TH No | Yes |
TE symptoms new  No Yes if yes, smear | L[ Jsmear2 [ ] |
pos neg pos neg

Prophylaxis: INK Ne Yes Cotrimoxazole Mo Yes Fluconarale Mo Yes
Previous ARV: PEP Mo Yes PMTCT No Yes ART interrupted No Yes

(Other chronic disease Mo Yes Specify:
(Other chronic medication Mo Yes Specify:

HIV status documented  No ~ |'\"es I VL copies/ml VL result date | | [ I |

f 104 dravm ar this serviee poirs dd [ 5
r | I I | | wells /
CD4 drawn date 52} % D4 mm' CD4 result date

dd mm »w dd it wy
Hb wdl HCT 11 Leuc x10%1 Lymph x10"1 Fasting glucose - mmol/1
ALT il Ery 101 Neut 21071 Platlet x10°71 Fasting cholesterol mmol/1

[ TREATMENT READINESS ASSESSMENT (together with parent/guardian)
Drug literacy training Ne Yes Nutritional assessment Mo Yes Home visit done No Yes
Adherence training Mo Yes Social worker consultation No Yes Disclosure Mo Yes

MULTIDISCIPLINARY TEAM DECISION

Medical criteria (€4 / clinical stage { hospitalization) fulfilled No Yes Treatment supporter No [ Jves[]
Medical criteria fulfilled but patient died during assessment Mo Yes Details (name, telephone etc)
Patient expresses willingness to take ART adherently  N/A D No Yes
Parents (s) / guardian support (s) ART No Yes
Any medical reason lor delay of ART start No Yes
Decision of multidisciplinary team: Start ART No Yes
ART START Specify ART drugs and dose if not regimen La or [b;
AAR start date L1 1 | [ ]
dd i R
Regimen 1a Ay child regimen
Regimen | b {If DRUGS different to lah)
(Notes:
Total number of assessment visits ] Nextscheduled visit [ | | | | [ ]
rinclding ART commencement visig) el mm » Mt caphared
Dot
(Clinician's name Signature Tel: Initials
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