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New case Update report
u = ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS)

STATE/LOCAL CASE
RE PORT NUMBER

I. BASIC PATIENT INFORMATION CASE REPORT l___]__l__]_J

PATIENT'S NAME

Last First ; Middle Maiden/Other
DATE OF BIRTH AGE AT DIAGNOSIS AIDS SEX’ RACE/ETHNIC ORIGIN
I I | I l L Hale LiWhite | JAsian/Pacific Islander
[ Female D Black American Indian/Alaskan Native
Month Dey Year Years I8 patient o spanic (Latin American)
origin? [Jyves [
RESIDENCE AT ONSET OF ILLNESS SUGGESTIVE OF AIDS CDC USE
S5 e
City County State/(Country) Zip Code
CURRENT CONDITION/ PROGNOSIS IF DEAD, DATE OF DEATH AUTOPSY PERFORMED?
UJ Outpatient/ambulatory ] l ] J [JYes BE) County
‘[0 Hospitalized, not critical .
Hospitalized, critical Month Day Year ]
DDead
State
I1. SPECIFIC CONDITIONS AND OPPORTUNISTIC INFECTIONS MOST FREQUENTLY ASSOCIATED WITH AIDS
Has the patient had any of the conditions/opportunistic infections listed below most frequently
associated with AIDS? Check all that apply, indicate anatomic site if appropriate, and give date
of diagnosis or specimen collection and the most specific or reliable method of diagnosis used
(wvrite in code number from list at bottom of page).
DATE OF SPECIMEN METHOD OFt
OR DIAGNOSIS DIAGNOSIS
D Kaposi 's Sarcoma (check all anatomical sites that apply) Month Year Sites
Lymph Nodes D Mouth/ Pharynx D Skin r ] D
[ Anus/Rectun [ Internal Organs* [J] Other*
%*Specify site
D Pneumocystis carinii pneumonia I I J l ] ] E]
D Toxoplasmosis, encephalitis or brain abscess l ! l l I D
D Atypical (non-tuberculous) Mycobacterial infection (severe/ I I ' ] D
disseminated, e.g. bone marrow or multiple organ involvement)
O M. avium-intracellulare [ Other speciest* Species
*Specify species
[0 candida esophagitis (Candida infections at others sites [ l J I ] D
may be reported on Page 2)
D Cryptosporidiosis with chronic diarrhea (persisting > 1 month) r ] ] l D
Sites
D Cytomegalovirus infection* (symptomatic, disseminated, J l D
espe~ially with documented pathology of lungs, intestine;
exclude wononucleosis syndrome)
*Specify site(s)
Sites
D Cryptococcal infection: D Meningitis D Other#* [ 1 ] [ l ] D
#*Specify site(s)
Progressive multifocal leukoencephalopathy ) [ l l J D
(Papovavirus infection, brain)

OTHER OPPORTUNISTIC INFECTIONS AND CANCERS THAT MAY BE ASSOCIATED WITH AIDS ARE LISTED ON THE NEXT PAGE.
IMETHODS OF DIAGNOS1IS: (Not all methods are appropriste or acceptable for all diseases)

T = mcroo:o”u cytology, histology 4 = Serology: Antibody titer 7 = X-tay, fluoroscopy, etc.
2 » Culture/microbiologic techniques S = Antigen detection, any technique 8 = Ultrasound, CAT scan, etc.
) = Endoscopy: bronchoscopy, 6 = Physical examination 9 = Unknown

sigmoidoacepy, etc.




OTHER OPPORTUNISTIC INFECTIONS AND CANCERS, some of which are listed below, have also been reported in patients with

A1DS, although a single infection of this type usually is not specific for AIDS.

In the following spaces, list these

or other diseases the patient has had, the site of occurrence, the date of diagnosis or specimen collection, and the

most specific or reliable method of diagnosis used (use code number from

list below).

CDC USE

Pathogen/ Anatomic

o Herpes simplex infection, chronic or progressive mucocutaneous ulceration lasting > 1 month

o Tuberculosis, especially severe or disseminated (e.g., invelving liver, marrow)

0 Nocardia infection (Nocardiosis)

o Coccidioides infection (Coccidioidomycoeis)

o Lymphoma or reticulum cell sarcoms involving the brain only

o Burkitt's lymphoma

o Diffuse, pleomorphic, undifferentiated, non-Hodgkin's lymphoma
DATE OF SPECIMEN METHOD OFt

PATHOGEN/ DISEASE ANATOMIC SITE OR DIAGNOSIS DIAGNOSIS

Month Year
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TMETHODS OF DIAGNOSIS:
1 = Microscopy: cytology, histology
. 2 = Culture/microbiologic techniques
3 = Endoscopy: bronchoscopy,
sigmoidoscopy, etc.

T =
g =
9 =

4 = Serology: Antibody titer
5 = Antigen detection, any technique
6 = Physical examination

(Not 211 methods are appropriate or acceptable for all diseases)

X~ray, fluoroscopy, etc.
Ultrasound, CAT scan, etc.
Unknown

III. INFECTIONS/CONDITIONS OCCURRING WITH BUT NOT SPECIFIC FOR AIDS OR AIDS PRODROME
Check all that have occurred: DlNone Dunknown
OAnebiasis, persistent
(O Berpes simplex, chronic or persistent vesicular infection
OMouth/ Pharynx Ocenital DAnal/Rectal Dother
O Rerpes zoster
Olocalized [Opisseminated
Ocandida infection
Ocolo/Rectal DOral/PhAryngeal (thrush)
DIdiopathlc/Autoimune thrombocytopenic purpura
Autoimmune hemolytic anemia
O Nephrotic syndrome
Oother (Specify)
IV. SIGNS/SYMPTOMS FRODROMAL TO AIDS ONone Duaknown

Check all signs/symptoms persistent at least one month before
onset of a specific infection/disease suggestive of AIDS.

Approximate Date Ounset

O Fever First Sign/Symptom
O Night sweats l l J [ l
[OMalaise/Fatigue
D chronic lymphadenopathy, 2 3 non-contiguous sites Month Year
DArthralgiu/Hynlgiu
Dweight loss, unexpected, > 15 pounds or > 10 normal body weight
D chronic diarrhea
Ono pathogen/cause identified
Ospecific pathogen/cause identified (Specify)
O rersistent bone marrow dysfunction
DLeukopenia (<4300/mm3) OLymphopenia (<1500/ma3)
DOThrombocytopenia (<100,000/me3)
Oother (Specify)
V. DISEASES OR CONDITIONS PRECEDING OR COEXISTING WITH DIAGNOSIS OF AIDS
Check all that have occurred: O ¥one ) Unknown

Oreukenia

OAcute lymphocytic
OHBodgkin's disease
ONon-Hodgkin's lymphoma
OMultiple myeloms
[ODiabetes mellitis, insulin-dependent
ORenal failure, chronic
[OHepatitis, chronic
Ocongenital immune deficiency syndrome (specify)

Ochronic lymphocytic

ONon-1 ymphocytic

[OBleeding disorder/Clotting factor deficiency
Factor VIII deficiency (classical Hemophilia)
Factor 1X deficiency
(Jother requiring factor replacement therapy (specify)

[Dother (specifv)
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VI. MEDICAL TMMUNOSUPPRESSIVE THERAPY (J vone Cunknown
During 3 months preceding diagnosis of AIDS, did patient receive (check all that apply):

DSystemic'corticosteroids DWtotoxic chemotherepy/other immunosuppressive therapy CDC USE
If yes, did symptoms of specific infectious disease precede immunosuppressive therapy? DYes DNo

VII. SOCIAL AND RISK PACTORS (Check all that apply)

Usual occupation(s) of patient during last 5 years

Marital Status: DNever married DHarried Dwidoved DSepsrated DDivorced DUnknown

Living arrangement of patient during year preceding diagnosis of AIDS:
Alone DHith spouse Dwi:h children ith male companion(s) DWith female companion(s)

Month Year

Was patient born in U.S. (50 states)? DYes DNO If no, date of arrival in U.S. DjD]

If patient or either parent were born outside U.S., what was country/territory of birth/origin?
DCanada DCuba DDoninican Republic Baitd [:]Hexico Dmerto Rico

DCambodia/Vietnnm/uon DOther (specify country/territory) | I |

‘Has the patient ever used needles for self-injection of non-prescription drugs? DYes DNO Dunknown

What is the sexual orientation of this patient?
Heterosexual Dﬂomosexual ﬂBiseml Dﬂone DUnknovn

Was the patient pregnant while {11 with AIDS? DYes DNo Dlhknown Dﬁever Pregnant
Has the patient delivered a live-born infant during the last 5 years? DYes DNO Dvnknown

During the five years preceding diagnosis of possible AIDS, did this patient:

No Unknown

§
g
g
5
E
]

:

o Have sexual relations with a
male partner ?

o Have sexual relations with a
female partner?

o Have sexual relations with a
person who now has AIDS?

o Have close, non-sexual contact
with a person who now has AIDS?

o Receive hepatitis B vaccine?

o Been in jail or served a
prison term?

o Receive Factor VIII
concentrate?

o Receive cryoprecipitate?

Receive Factor IX concentrate?

o Receive blood or packed red
cell transfusion?

o Receive other blood components,
e.g., platelets, plasma, etc?
o Donate blood?

0 Receive hepatitis B imwune
globulin (HBIG)?
o Receive other immune globulins?

OO0 oooood
000 o0 ooo
Oooo oooaoo
Ooooooooo
Ooooooooo
oooooooo

o Undergo hemodialysis? o Donate plasma?

If patient has donated blood or plasma, what is the name and

address of the last or most frequently used donation center? Approximate date of last donation
Name of blood/plasma center City State Month Day Year

VITII. LABORATORY DATA: Results before use of immunosuppressive therapy (cytotoxic drugs, steroids) preferred.

WHITE BLOOD CELL ZOUNT PERCENTACE LYMPHOCYTES PLATELET COUNT (Lowest value) Date of Laboratory Tests
HENE HEEN I L]
Month Dey Year
T-LYMPHOCYTE SUBSET COUNTS: Check {f T-cell studies not performed

Check if patient recefved steroids/other immunosuppressive therapy during wmonth before T-cell studies

Percentage of Lymphocytes Percentage of Lymphocytes Date of T-Lymphocyte Tests
T-HELPER T-SUPPRESSOR l l J [ 1 J[ ‘I ]
(OKT-4, Leu-3) []j y 4 (0KT-8, Leu-2) G] b4
Month Day Year
T-HELPER/T-SUPPRESSOR EED Interpretation of Ty/Tg
(Tg/Tg) RATIO Tatic for this patient is: | JNormal [ Juigh [Jrow

Range of normal values for Ty/Tg ratio at this lsboratory: High normal ED low normal Elj
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ADDITIONAL INFORMATION OR COMMENTS:

IX. BOSPITALIZATION: Where is/has patient been hospitalized most recently for diagnosis

or treatment of- disease associated with AIDS or cellular immune deficiency conditions?

CHECK IF NEVER
BOSPITALIZED

ADMISSION DATE

Rospital Address
MEDICAL RECORD NUMBER
HEENEERET S
City State

1. Name of person
completing this form

Honth y Year
® & &k & R K & k & &£ % & &

® & & % & % &

Telephone ( ) Ext

Title/Position/Specialty

Institution/Address

2. Person reporting this case
(1f different from above)

Telephone ( ) Ext

‘Title/Position/Specialty

Institution/Address

Physician to contact to update information about this patient (if different from above):

3. HName: Telephone ( ) Ext
Title/Position/Specialty 5
Institution/Address

Other physicians who may provide important information about this patient:

4. Name: Telephone ( ) Ext

Title/Position/Specialty

Institution/Address

5. Neme:

Telephone (

Title/Position/Specialty

Institution/Address

* & & & & * % & &k & ® & & & & ® % & * &

& & & * & % & & & &« * * * * &« * & &« &« &

FOR CDC USE

Place of diagnosis resulting in initial case report:

Hospital

Date of form review

1] T i

Month Year

Form reviewer

LT

City State

Case Classification

L]

Date of keypunch/
computer entry
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