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HIV/AIDS Surveillance Program 
3441 Forbes Avenue 
Pittsburgh, PA 15213 

Phone: 412.578.8332 FAX: 412.578.8300 
 

 

Reporting HIV+ Adult Cases by Name 
 

Procedure for Completing the  
ADULT HIV/AIDS CONFIDENTIAL CASE REPORT 

 
This document provides instructions for filling out the ADULT HIV/AIDS CONFIDENTIAL CASE REPORT.  
 
Effective June 1, 2001, HIV is a notifiable disease reportable directly to the Allegheny County Health 
Department (ACHD). Article V., REPORTING OF HIV requires that all health care facilities report HIV 
infection. A Health Care Facility is defined as., "a general or special hospital including tuberculosis and 
psychiatric hospitals; rehabilitation facilities; skilled nursing facilities; kidney disease treatment centers; 
including freestanding hemodialysis units; intermediate care facilities and ambulatory surgical facilities, both 
profit and non-profit, and including those operated by any agency of the State or local government; and any 
other facility that tests for the presence of HIV."  
 

The following is a description of all the information that is needed to complete the ADULT HIV/AIDS 
CONFIDENTIAL CASE REPORT. Please fill in the form as completely as possible. ACHD 
Surveillance program staff may contact you by person or by phone to verify, or add to, the 
information provided.  

 
I. PATIENT'S NAME AND ADDRESS 

 
Enter the patient's name, address, and zip code. This is the patient's principle or current place of 
residence.  

 
II. (HEALTH DEPARTMENT USE ONLY)  

 
Do not complete this section.  

 
III. DEMOGRAPHIC INFORMATION 

 
Please complete all sections.  

 
IV. FACILITY OF DIAGNOSIS 

 
This information applies to the health care facility that is reporting the HIV+ test.  

 
V. PATIENT HISTORY 

 
Please indicate the risk factor/factors that were given to the counselor during the initial pre-test 
counseling session. OR, indicate the risk factor/factors that the patient engaged in to become 
infected with HIV.  

 
VI. LABORATORY DATA 

 
Fill in the relevant laboratory data if it is known. Please be sure to record the detectable viral load 
and CD4 test results if they were done. If this data is unknown, an ACHD Surveillance staff 
member may call you or visit your health care facility to obtain this information.  
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VII. PHYSICIAN'S INFORMATION 

 
Please enter the Physician's information as well as the name and phone number of the person 
completing this form.  

 
VIII. CLINICAL STATUS 
 

This refers to AIDS defining conditions. If any of these indicator diseases are present then this is 
an AIDS case and should be noted as such in SECTION III.  

 
IX. TREATMENT/SERVICES REF ERRALS 

 
Fill out this section completely. It is the responsibility of the health care facility to insure that the 
patient is receiving appropriate medical care for their HIV infection. If the health care facility does 
not provide medical care, it is the agency's responsibility to insure the patient has been referred to 
a medical facility that provides care for HIV disease.  

 
X. COMMENTS 

 
Add comments if you wish.  
 

 

NOTE: PATIENTS <13 YEARS OF AGE (PEDIATRIC) 
ARE NOT REPORTED USING THIS ADULT FORM. 
CALL 578-8358 FOR THE PEDIATRIC REPORTING FORM . 

 
Once the form is completed, please mail it in an envelope marked "confidential" to:  
 

Allegheny County Health Department  
HIV/AIDS Surveillance Program  
3441 Forbes Avenue  
Pittsburgh, PA 15213  
 

If you have any questions regarding this form please call 412.578.8358.  
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