Newcomer Health Program
Initial Screening Report

Place Patient Enco.unter Label Here: *Alien ID #: Gender: M OF
Name (last, first):
Admission Status: Date of Arrival to US:
DOB:
Country of Origin:
Pt#: Resettlement Agency/Sponsor:
(Web Vision or Avatar Number)
Health District/Organization: Was an initial health screening provided? [dYes [INo

Date health screening started:
Date health screening completed:

If no screening provided, why?

TB Classification Does the client have a Class A, BO, B1, B2, or B3 TB condition? ClYes [INo

If appropriate, was lead screening performed? CIN/A CYes CINo
Lead

If performed, was the lead result elevated? COON/A OYes CNo

Was a mental health screening performed? CIN/A CYes CINo
Mental Health . .

If yes, was the client referred for additional follow-up? CON/A OYes [INo

Parasitic Infections

Was testing performed for any of the following?

[INo Testing Performed [Schistosomiasis [1Strongyloidiasis
[IMalaria
Was presumptive treatment provided for any of the following?

CINo Presumptive Treatment [dSchistosomiasis [1Strongyloidiasis

[1Soil Transmitted Helminths (Ascaris lumbricoides, trichuris trichiura, hookworms)

CIMalaria [JSoil Transmitted Helminths (Ascaris lumbricoides, trichuris trichiura, hookworms)
HIV Was the client tested for HIV? ClYes [ONo HIV Result: [INeg [IPos

Was an IGRA drawn? [lYes [INo IGRA Result: [1Pos [INeg [sorderline/indeterminate [IN/A
Tuberculosis Was a TST administered? OYes CINo TST Result: [Pos [INeg [IN/A

Was treatment recommended for: [JTB Disease [ILTBI [INeither

Was treatment needed for:

Syphilis? [L1Yes [INo Chlamydia? [1Yes [INo

Gonorrhea? [lYes [INo

Heatitis B Was Hepatitis B Surface Antigen Testing performed? (oy itself or as part of a panel)? []Yes [INo
epatitis Hepatitis B Surface Antigen result: [INormal LlAbnormal
. Was Hepatitis C Antibody testing performed? ClYes [INo
Hepatitis C . .
Hepatitis C Antibody result: [INormal [JAbnormal
Was the client tested for:
- Syphilis? ClYes [INo Chlamydia? ClYes [INo Gonorrhea? [Yes [INo

Primary Care Was the client referred to primary care? [1Yes [INo
pTeSdt'“tgh (ndeteun [JOcBC [OBMP  [Urine dipstick or U/A  [JPregnancy Test [ICXR
Billing Were any services (Labs, H&P, etc.) billed to Medicaid? [lYes [INo

*Alien ID Number, Passport Number, or I-94 number MUST be provided before reimbursement can be provided.

Person Completing Form:

Phone:

Forms MUST be returned by encrypted email (newcomerhealth@vdh.virginia.gov) or fax (804-315-8185) by the 15t of the month

following the screening date (i.e. January screening forms must be submitted by February 15%.) Retain the original in the client’s record.
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