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DA TE OF llE PORT 

_II l[IJ 
Month Day Year 

STATUS OF THIS REPORT 
LJ New cue LJ Update report 

I. BASIC PATIENT INFORMATION 

PATIENT'S NAME 

. 
CALIFORNIA STATE IEPAR1"1ENT OF HEAL'lll SERVICES 

INFECTIOOS DISEASE SECTION 
2151 Berkeley way, Rn.715 

Berkeley, CA 94704 

ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS) 

CASE REPORT 
,. 

FORM APPROVEO 
OMB NO. 0920.()()08 

CDC CASE REPORT NUMBER 

I I I I I I I 
STATE/LOCAL CASE 

RE PORT NUMBER 

--~~~~-La-.-t~~--~~~~~ 
First 

SEX· 
Middle Maiden/Other 

DATE OF BIRTH AGE AT DIAGNOSIS AIDS RACE/ETHNIC ORIGIN 
LJ Wh1 te LJ Mian/ Pacific la lander I I II I l_I _ I I I 

Month Day Year Year• 

LJRale 
OFemale LJ Black n American lndian/Aluk.an Native 

Is patient ol"1u.epanic (Latin American) 
origin? 0 Yee 0 No · 

RESIDE!CE AT ONSET OF ILLNESS SUGGESTIVE OF AIDS 

city county State IC country) Zip Code 

CURRENT CONDITI&N/PROGNOSIS 
U Outpatient/aabulatory 

· 0 Hospitalhed, not critical 
O Hoep1talhed, critical 
LJDea4 

IF 

I 
DEAD, 

I 
Month 

DATE OF DEATH AUTOPSY PERFORMED? 

I. I I I I I I 0Yes 0No 
Day Year 

II. SPECIFIC CONDITIONS AND OPPORTUNISTIC INFECTIONS HOST FREOU!NTLY ASSOC.IATED WITH AIDS 
Raa the patient had any of the conditions/opportunistic infections listed below 111e>st frequently 
associated with .AIDS? Check all that apply, indicate anatomic 1ite if appropriate, and give date 
of diagnosis or specimen collection and the DOat epecific or reliable method of diagnoai• used 
(write in code number froa liet at bottOll of page). / 

D 

D 

D 
D 

Xaposi '• Sarcoma (check all anatoaical eitea that apply) 
0 L111ph Nodea 0 Mouth/Pharynx 0 Skin 
0 Anua/R.ectum 0 Internal Organa• 0 Other* 

*Specify aite~--~--~~~~~----~--~~--~~~~----~ 

PbeU90Cyet1• car1ni1 pneU110nia 

Toxoplae.oaie, encephalitie or brain abacesa 

Atypical (non-tuberculous) Mycobacterial infection (eevere/ 
diHeainated, e.g. bone •rrow or multiple organ involvement) 

0 K. aviu11-intracellulare 0 Other apec1es* 

*Specify epecie•~--~----~~~~~~~~~~~~----~~ 

[J Candida eaophagitia (Candida infections at other• site• 
uy be reported on Page 2) 

CJ Cryptoaporidio•i• with chronic diarrhea (peraiating ? 1 11<>nth) 

CJ Cyto.e1aloviru• infection* (ay.pte>a1tic, diaaeainated, 
eepe~ially with documented pathology of lungs, inteatine; 
exclude mononucleoe1• •rodroae) 

*Specify aite(•)--~--------------~--~~---------------

0 Cryptococcal infection: D Keningith 0 Other* 

•s~cify aiteC•>~~--~--------~--------~-------------

Progreaatve wultifocal leukoencephalopathy 
(Papovavirua infection, brain) 

DATE OF SPECIMEN 
OR. DIAGNOSIS 

Month Year 

I I II I 

METHOD OFt 
DIAQi<>SIS 

D 

rnrn o 
ctJrn D 
ITJITJ D 

rnrn 
rnrn 
rnrn 

[]]DJ 

D 
D 
D 

D 

D 
O'l11ER OPPOR.TUNISTIC INFECTIONS AND CANCERS THAT MAY BE ASSOCIATED WITH AIDS All LISTED ON THE Nlrl' PACE. 

fME1110DS or DUCllOS1S1 (INDt all -thod• are approprlau or acceptable for all dtnuu) · 
l • Ricro.copJI cytolOfJ, hhlOloO 4 • Mt'OlOI)': Antibody titer 7 • J~ay, fhaoroacopy, elLCo 
2 " Olaltut'e/atero"1olortc lec:hfttq-• S • Antt1e11 detection, any technique 11 • Ultraao.an4, CA'f •can, etc. 
, • !.ftdoac.oPJ 1 '9t0ttchoacon, 6 • l'hJaiul exaatftAUon 9 • t.-.ltn~ 

air-otdoae•PJ, etc. 

CDC USE 

City rn 
County rn 
State 

rn 

Si tea 

EB 

Species 

[]] 



I -
OTHER OPPORTUK!STIC INFECTIONS AND CANCERS, some of which are listed below , have also been reported in patients with 
AIDS, alt.hough a single infection of this type usually is not specific f or AIDS. In thE: folloving spaces, list these 
or other diseases the patient has had, the site of occurrence, the date of diagnosis or spP.cimen collection, and the 
most specific or reliable method of diagnosis used (use code number from list belo..:). 

o Herpes simplex infection, chronic or progressive mucocutaneous ulceration lasting > 1 month 
o Tuberculosi e, especially severe or di seemina ted (e.g., iovol ving 11 ver, marrow) 
o Nocardia infection (Nocardiosis) 
o Coccidioides infection (Coccidioidomycosis) 
o Lymphoma or reticulum cell sarcoma involving the brain only 
o Burkitt'& lymphoma 
o D"iffuse, pleomorphic, undifferentiated, non-Hodgkin's lymphoma 

PATHOGEN/ DISEASE ANATOMIC SITE 
DATE OF SPECIMEN 

OR DIAGNOSIS 
~t_h ___ ye;;r-

1 I 11 I I 

rnrn 
rnrn 

1HETIIODS OF DIAGNOSIS: (Not all -thoda are appropriate or acceptable for all dheuea) 

METHOD OFt 
DIAGNOSIS 

D 
D 
D 

l • Kicroacopy : cytology, histology 4 • Serology: Antibody titer 7 • X-ray, fluoroacopy, etc. 
2 • Culture/m1crob1ologic technique• ~ • Antigen detection, any technique 8 • Ultraaound, CAT scan, etc. 
3 • Endoacopy: bronchoacopy, 6 • Ftiyslcal examination 9 •Unknown 

1igwioido1copy 1 etc. 

III. INFECTIONS/CONDITIONS OCCURRING WITH BUT NOT SPECIFIC FOR AIDS OR AIDS PRODRC»iE 
Check all that have occurred: 

0 Amebiasi s, persistent 
(JBerpes simplex, chronic or persistent vesicular infection 

0Mouth/ ~rynx Or.eni tal 0Anal/R.ectal 
0 Herpes zoater 

OU:>calhed ODiBBeminated 
0 Candida infection 

ClColo/Rectal 00ral/Alaryngeal (thrush) 
0Idiopath1c/Autoi111D1Une thrombocytopenic purpura 
0 Autoimmune he.olytic anemia 
0Nephrotic syndroM 

0None 0lkiknown 

Oother 

00ther (Specify) _____________________________ _ 

IV. SIGNS/SYMPTCliS PRODRCMAL TO AIDS 
Check all signs/symptoms _P.!rsistent at least one month before 
onset of a specific infection/disease suggestive of AIDS. 

0 Fever 
0 Night sweats 
(JMalaise/Patigue 
[)Chronic l)'llph.adenopathy. ~ 3 non-contiguous sites 
0 Arthralgias/Myalgiaa 
CJWeight loss, unexpected, ? l~ pounds or > 10% normal body weight 
[)Chronic diarrhea 

0None Otnk.novo 

Approxi.ate Date Onset 

firot 51~/~to• 

I I I I 
Month Year 

0No pathogen/cause identified 
[)specific pathogen/cause identified (Specify)~~~~~~~~~~~~~~~~~~-

0 Persistent bone marrow dysfunction 
[)Leukopenia (<4300/mm3) [)Lymphopenia (<1500/aa3f 
[)Thrombocytopenia ((100,000/mm3) 

[)Other (Specify) __________ ~--------------------
V. DISEASES OR CONDITIONS PRECEDING OR COEXISTING WITH DIAGNOSIS OF AIDS 
Check all that have occurred: 

[] Leuk.emi a 
0Acute lymphocytic 0Chronic lymphocytic 

0Hodgkin 's disease 
0 Nc>n-Hodgki n 's lymphoma 
0Mul ti ple 111yeloma 
[)Diabetes mell1t1s, ineulin-dependent 
[J ~nal failure, chronic 
(]Hepatitis, chronic 

[]None 

0Non-lyaphocyt1c 

0lkiknown 

[]Congenital immune deficiency syndrome (specify)~-~-~--~----~~~~-~--~ 
[]Bleeding disorder /Clotting factor def1 ciency 

8Factor V1II deficiency (classical Hemophilia) 
Factor IX deficiency 

Oother requiring factor replacement therapy (epecify) _______________ _ 

0 Othe r ( sp·eci fy . 
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Pathogen/ Anatomic 
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rn 
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VI. MEDICAL IMMUNOSUP~SS IVE THERA PY 0None 0Unknovn 

I>Jring 3 months preceding diagnosis of AIDS, _did patient receive (check all that apply): 

[]systemic 'corticos teroids []Cytotoxic chemotherapy/other 1mmunosuppreas1ve therapy CDC USE 

If yes, did symptoms of s pecifi c infect ious disease precede immunosuppressi ve therapy? []Yes []No 

VII. SOCIAL AND RISK FACTORS (Check al l that apply) 

Marital Status: []Never married 0Marri~d []separated []Divorced 

Usual occupation(s) of pat ient during last 5 year s~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

0Unknovn []Widowed EB 
Liv~ arrangemen t of patient during year precedin~iagnosis of AIDS: 

LJAlone []With spouse []With children L.JWith male companion(s) []With female companion(&) 

Hon th Year 

Wu patient born in U.S. (50 s tates)? []Yes []No lf ~· date of ar rival in U.S. rnrn 
If pati ent or either parent were born outside U.S.,.i-,vhat was country/territory of birth/origin? 

[]Canada []Cuba []Dominican RA!public LJHaiti 0Mexico [Ji:uerto Rico 

[]Cambodia /Vietnam/Laos []other (specify country/territory) 
~~~~~~~~~~~~~~~~~~~ rn 

·Hai the patient ever used needles f or self-injection of non-prescription drugs ? []Yes []No ~ovn 

What is the aexua l orientation of this~ati ent? 
[]Heterosexual []Homosexual LJBisexual []None []Unknown 

Wu the pati ent pregnant whi le il l vi th AIDS? DYes D No 0Unk.novn 0 Never Pregnat'lt 
[]No []Unknown Has the patien t deli vered a live-born i nfan t during the l ast 5 years ? 

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

Yes 

o Have aexua l relation& with a D 
aale partner ? 

D o Have sexual relation• vith a 
f e.al~ partner? 

D o Have aexual rela tions with a 
peraon who now baa AIDS? 

o Have close , non-sexual contact D 
with a peraon vho nov has AIDS? 

D o Receive hepatit ia B vaccine? 

o Receive hepatiti• B immune 0 globulin {RBIG)? 
o Receive other imaune globulins? D 
o Undergo hemodialysis? 0 

No 

D 
0 
D 
D 
D 

D 
D 
D 

Unknown 

0 
D 
·D 
0 
D 

D 
D 

·D 

o Been in jail or served a 
prison term? 

o Receive Factor VIII 
concentrate? 

o Receive cryoprecipitate? 

o RA!ceive Factor IX concentra te? 

o Receive blood or packed red 
cell t ranafuaion? 

o Receive other blood component•, 
e.g., platelets, plasma, etc? 

o Donate blood? 

o Donate plasma? 

Yes No 

DD 
DD 
DO 
OD 
DD 

DD 
DO 
DD 

Unknown 

D 
D 
D 
D 
D 

D 
D 
0 

If patient has donated blood or plasma, what is the name and 
address of the last or most frequently uaed donati on center? proxiaate date of laat donation 

Name of blood /plasma center City State Hon th Day Year 

VIII. IABORATORY DATA: Results befor e use of immunosuppressive therapy (cytotoxic drugs, steroids) preferred. 

WHITE BLOOD CELL ~OUNT PERCENTAGE LYMPHOCYTES PLATELET COUNT (Lowest value) Date of Laboratory Tests 

I I I. I : I I I I _II I II I 
Month Day Year 

T-LYMPHOCYTE SUBSET COUNTS: Check if T-eell studies not performed 

Check if patient received steroids/o ther immunosuppressive therapy during month before T-cell studies 

Percentage of Lymphocytes 
T-HELPER rn 

( OKT-4 , Leu- 3) % 

T-HELPER/T-SUPPRESSOR 
(TH/Ts) RATIO I. D 

Percentage of Lymphocytes 
T-SUPPRESSOR rn 

(OKT-8, Leu-2) % 

Interpretation of TH / Ts 
r a tio for t h is patient is: 

Range of norma l values for TH/Ts ratio at this laboratory: High normal rn 
PAGE 3 

Date of T-L)'lllphocyte Tests rnrnrn 
Month Day Year 

DHigh 0Low 

Low normal rn 



ADDITIONAL INFORMATION OR CCMMEN'TS: "' 

IX. HOSPITALIZATION: Where is/has patient been hospitalized 11<>at recently for diagnosis 
or treatment of- diaease associated with AIDS or cellular imBlne deficiency conditions? 

MEDICAL RECORD NlMBER 

D CHECI IF NEVER 
BOS PITALIZED 

AIIUSSION DAl'l 

City State ~ cp CJ.:] 
• • • * * * * * • * * • • * * • * • * * * * • * * * * * • * • • * * * • * * * * 

1. Na.e of peraon 

completing thi• form __________ ----------------------------------~ 

lnatitution/A.ddre•• --------------.----------------------------------------------------------------------------
2. Per.on reporting thh case 

(if different froa above) __________ __, __ __,__, ____ __, ________________ ~ Telephone _c __________ --_________ Ex __ t ______ _ 

Title/Fbaition/Specialty _____ _,... ___________________________________________________________________ ~ 

Institution/Address --------.---...----------.----------------------------.----------------------------------------

Phyaician to contact to update infpnaation about thi• patient (if different froa above): 

3. Naae=----------------------...------------------------------------ Telephone _( __ ~- Ext 

T1tle/Fba1tion/Spec1alty--__,, ____ ....._ ______________________________________________________________________ __ 

Inatitution/A.ddrea• __ ------------------------------------------~·--------------------------------------------

Other phyaicians vho aay prov~ de important infor.ation about this patient: 

4. Naae: ________________ __,,----------------------------------------- Telephone _(---------------------Ex __ t ______ __ 

Title/Fbaition/Specialtr ______________ --------------------------------------------------------------------

Institution/A.ddre••---,---------------------------------------------------------------,------------------------

5. Name=----------------.------------------------------------------- Telephone ~<----------------------Ex_t ______ _ 

Title/Fbaition/Specialty ________________ --~---------------------------------------------------------------

Institution/Address~--------------------------------------------------------------------------------------~ 

* * * * * * * * * * * * * • * * * • * • * • • * * • • • * * • * • * • * • * * * 
FOR CDC USE 

Place of diagnosis resulting in initial case report: 

I I I 
Hospital 

Fonn reviewer Date of f orm review 

OJ rn rn rn 
Month Day Year 

City 

Case Classification 

DD 
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State 

Dl!t1 of keypunch/ 
coaputer entry 
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