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Fax copy to: (804) 864-8050 
 

Care Coordinator Phone Number: 804-864-7919 
 

 

 

 

 
Additional Notes:_  ____________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 

CLIENT INFORMATION 
Name:  DOB:  

 
ID Number:  
 

DOC/JAIL Facility NAME: 
 

SSN: Race: 
 

Ethnicity:  Non-Hispanic   
                   Hispanic/Latino    
                   Unknown   

Gender: 
Male   
Female   
Transgender  

Release Date:  
 

Home Address:  Phone Number: 
 

 
         
                                                                                                                 
 
 
 

 
 

 
 

 
 

 
 

DISCHARGE INFORMATION 
Medical Provider Name:   
 

Phone Number: 

Medical Provider Address:  
 

Scheduled Appointment 
Date/Time: 
 

Case Manager Name: 
 

Phone Number: 

Health Department where client wants to pick up medications upon release:   
 
  
 
         
                                                                                                                 
 
 
 

 
 

LINKAGE TO CARE AND SERVICES 
List special counseling or treatment 
programs that client may need upon release. 
 
 
(i.e. Substance Abuse/Mental Health) 

1. 
 
2. 
 
3.  
 

Has stable housing for first night of release? YES                NO                Unknown 
Is client currently adherent to drug regimen?  YES                NO                Unknown         
Is client currently blind or disabled? YES                NO             
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CLIENT NAME:                                                                                           DOB: 
                                                                                   

 

 

 

 
FORM COMPLETED BY:                                                    

Printed Name:  Direct Phone: Extension:  
 

Signature:  
 

Business Cell: 
 

Fax: 
 

CURRENT LAB VALUES 
CURRENT DISEASE STATUS: 
 
   HIV Positive, not AIDS  HIV Positive, AIDS status unknown   CDC-defined AIDS   Pediatric  
Most Current CD4 Count:     DATE:  
Most Current CD4 Percentage:   DATE:  
Most Current HIV Viral Load:   DATE:  
 
         
                                                                                                                 
 
 
 

 
 

   

INFECTIOUS DISEASE HISTORY 
INFECTIOUS DISEASE: YES NO DATE DIAGNOSED  
HIV/AIDS:      
HEPATITIS C:    
HEPATITIS B:    
 
         
                                                                                                                 
 
 
 

 
 

CURRENT MEDICATIONS 

Name of  HIV-Related Medication/s:  Released with 
Medication upon release:   

Amount of Medication supply 
provided at release: 
 (total # of days) 

1.   Yes            No  
2.   Yes            No  
3.   Yes            No  
4.   Yes            No  
5.   Yes            No  
Name of other Current Medications    
1.   Yes            No  
2.   Yes            No  
3.   Yes            No  
4.   Yes            No  
5.   Yes            No  
6. Yes            No  
7.   Yes            No  
8. Yes            No  
9. Yes            No  

                 
 
         
                                                                                                                 
 
 
 

 
 



  

 


