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	1.  Client Demographics 

	Last Name
	First Name
	Date of Birth
(dd/mmm/yyyy)

	Gender     ( F         ( M          ( T        ( Other
	PARIS ID
	PHN

	Ethnicity      This client self-identifies as: ( White            
( Aboriginal/First Nations      
 ( Arab             
( Black/African        
( Chinese         
( Filipino         
( Japanese              
( Korean                                
( Latin American   
( West Asian (e.g., Iranian, Afghani)  
( Southeast Asian (e.g. Vietnamese, Cambodian, Malaysian, Laotian)
( Other – please specify​​​​​​​​​​​​​​​​​:
( South Asian (e.g. East Indian, Pakistani, Sri Lankan) 


	2.  Referral Source 

	· VCH Acute Care
( VGH
( UBC
( GF Strong
( Other
· VCH Primary Care Clinic       
        Clinic Name: ______________________________________

· Providence Health Care

( IDC
( 10C
( MSJ
( Other
· PHSA 

( Oak Tree Clinic

( BCCDC

( Other

· Physician Non-VCH:              
        Physician Name: _____________________________​​​______

                
	· VCH Community Team
Team/Site Name:  _______________________________________
· VCH Public Health / Contact Tracing 

Community Clinic or Organization

(PHS –Testing Event

 ( Spectrum 
( AIDS Vancouver

( PHS – Clinic

 ( HIM Clinic
( Boys R Us

( PHS – Other Site
 ( Dr. Peters Centre
( Positive Living BC

( Van Native Health

 ( Other:
· Client Self Referred

	3.  Treatment and Services Provided

	STOP Services (tick all that apply)
Linkage to the Community Supports/Services (tick all that apply)
( HIV / STI Education
( ARV Adherence support / education

( Comprehensive Care Planning 
( Nursing Care    ( Physician Consult’n  

( Case Manager Care 

( Outreach Worker Support 

( Attempts to locate a LOST client
( Mental Health 

( Addiction Serv
( Aboriginal Services 

( AOA/Home Support Services 

( Assistance with Housing

( Assistance with Food Security 

( Assistance with Financial Issues

( HIV – MAT/DOT program 

( HIV Peer Support program / worker
( HIV Community Organization

( Other Community Organization

( Counselling                     (Familial support
( Primary Care MD/NP       ( HIV Specialist
( Other: ________________________________


	

	4.  Client Status @ INTAKE
	5.  Client Status @ DISCHARGE

	Date Referral Received

(dd/mmm/yyyy)
	Date Referral Discharged
(dd/mmm/yyyy)

	Reason for Referral @ Intake (pick one)
	Disposition @ Discharge (pick one)
	Deceased (

	· New HIV+ 
        Engage client in HIV care/supports
	New HIV+ client was linked to care?
	( YES      ( NO

	· Lost to Care  
        Locate client and re-engaged in care
	Lost client was located?                                            Lost client was re-engaged in care?                         
	( YES     ( NO     

( YES     ( NO       

	· Known HIV+ needs re-engagement in care
        Strengthen client relationship to care
	Known HIV+ client was re-engaged in care?             
	( YES     ( NO

	Overall Status @ Intake 
Unstable
Mildly Unstable
In Transition
Mostly

Independent
Fully Independent

	Overall Status @ Discharge
Unstable
Mildly Unstable
In Transition
Mostly

Independent
Fully Independent


	Date of 1st Contact with Client

(dd/mmm/yyyy)
	Date of Last Contact with Client

(dd/mmm/yyyy)

	At Intake, did the client have an HIV Primary Care Provider?                                      
	( YES      ( NO
	At Discharge, did the client have an HIV Primary Care Provider?                                      
	( YES      ( NO

	Was client EVER prescribed ARV’s in their lifetime? 

   ( YES           ( NO           ( UNKNOWN   
	While in care with the STOP Team, ARV therapy was:   

( CONTINUED    ( RE-START    ( NEW START    ( NOT INDICATED    ( DECLINED     

	At Intake, was client being prescribed ARV’s?
   ( YES           ( NO           ( UNKNOWN   
	 At Discharge, was client being prescribed ARV’s?

  ( YES        ( NO         (  NOT CLINICALLY INDICATED      ( UNKNOWN   

	At Intake, was client ARV Adherence > 95%   (6/7 days)
   ( YES           ( NO           ( N/A           ( UNKNOWN          
	At Discharge, was client ARV Adherence >95%   (6/7 days)
  ( YES        ( NO         ( N/A          ( UNKNOWN          

	CD4 # 
	Date
	CD4 # 
	Date

	pVL #
	Date
	pVL #
	Date

	Receiving Max$ Benefits? 
( YES    ( NO     ( UNKNOWN   
	Unstable Housing? 

( YES   ( NO    ( UNKNOWN   
	Receiving Max$ Benefits?

( YES    ( NO     ( UNKNOWN   
	Secured Housing? 

( YES   ( NO    ( UNKNOWN   

	Completed By:

(Staff Name – please print)
	Date:

(dd/mmm/yyyy)
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