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Human Immunodeficiency Virus (HIV) Infection
Medical Report

	[bookmark: _Hlk89163123]Claimant’s Name:
	[bookmark: Text1][bookmark: _Hlk89163043]     
	
	Physician:
	[bookmark: Text2]     

	SSN:
	[bookmark: Text3]     
	
	Technician:
	[bookmark: Text4]     

	Patient No:
	[bookmark: Text5]     
	
	Unit:
	[bookmark: Text6]     




Medical information is needed to establish your patient’s eligibility under the disability provisions of the Retirement System Administration. The information must be sufficiently detailed to enable a reviewing physician to make an independent determination as to severity and duration of the impairment.  Please answer the question below on information available in your records.


1. Date of first examination ___________________________________________________________
Describe symptoms, clinical findings and weight on that date____________________________
__________________________________________________________________________________________________________________________________________________________________

2. Significant past history and clinical course, including relevant dates ______________________
_________________________________________________________________________________

3. Specify the date when the condition first imposed limitation on the claimant _______________
_________________________________________________________________________________________

     Describe findings on that date _______________________________________________________
    __________________________________________________________________________________

4. Specify which test where done to diagnose the condition, including dates. _________________
     __________________________________________________________________________________

5. Date of the last examination ________________________________________________________.


Findings on the last examination


                BP_____ 	HT_____	WT_____	P_____	T_____


1. Provide the last three weights and dates to verify wasting syndrome:

______Initial WT		______date

______WT			______date

______WT			______date

______WT			______date

2. Is there evidence of diarrhea resistant to treatment? __________. If yes, specify                   frequency and duration of episodes and date of last one. ______________________________
     __________________________________________________________________________________

3. Does patient have anemia? _________________________________________________________
    Last hgb and Hct   __________________________________________________________date

a. Provide the date of the last blood transfusion. ______________________________________
______________________________________________________________________________

4. Does patient have thrombocytopenia? _______________________________________________

a. Describe any spontaneous bleeding and specify date (s) and treatment.
______________________________________________________________________________

b. Provide the last platelets count and date:
______PLT		_______date

5. Does patient have pulmonary Tb? ____________________________________________________
    Specify date of diagnosis, treatment and response______________________________________
    __________________________________________________________________________________ 

a. Is there any evidence of extra pulmonary Tb? Date of Diagnosis _______________________
Specify site, treatment and response.   ____________________________________________

6. Describe the frequency of fever, night sweat, fatigue, malaise, pallor or any other manifestation expected to be related to HIV infection. 
           _______________________________________________________________________________ 
           _______________________________________________________________________________ 

     7. Does patient have cardiomyopathy?  Provide date of diagnosis and tests done.  
         _________________________________________________________________________________         

     8. Describe the presence of any motor dysfunction. ______________________________________ 
         _________________________________________________________________________________ 

     9. Describe any neurological manifestation. ____________________________________________
         ________________________________________________________________________________ 

    10. Please provide diagnostic evidence and dates supporting the presence of any of the following opportunistic infections  (cytology, pathology reports, cultures, parasitic reports.)  Please specify site of infection, if applicable:


   Disease 		Date of last episode 	Method of Dx.	 Treatment

     Candidiasis		____________	 		 ____________              ____________
	___________________________________________________________________________ 
 
   Coccidiodomycosis   ____________	       ______________               ____________ 
	___________________________________________________________________________ 

	Cryptococcosis 	____________	      ______________  	     ____________ 
	___________________________________________________________________________ 

	Cryptosporidiosis    ____________                   _____________               ____________ 
	___________________________________________________________________________


	Cytomegalovirus    ____________ 	        _____________                 ____________ 
	___________________________________________________________________________ 

	Herpes Simplex     ____________ 	        _____________                 _____________ 
     (Specify Duration) 
	___________________________________________________________________________
	
	Describe organs involved. _________________________________________________ 
	___________________________________________________________________________ 

Herpes Zoster	_____________	        ______________	     _____________ 
(Recurrent)
	___________________________________________________________________________ 
	


Disease	Date last episode	          Method of Dx	        Treatment

Mycobacterium  _____________	         _____________	     _____________ 
(Avium complex
 or Kensaii) 
________________________________________________________________________ 

Pneumocystis    ______________	      ______________	              ______________ 
Carinii    
________________________________________________________________________ 

Histoplasmosis  _____________	     ______________	              ______________ 
________________________________________________________________________ 

Isosporiasis	   ____________ 	    ______________	              ______________ 
________________________________________________________________________ 

Kaposi’s Sarcoma ___________	    ______________	              ______________ 
________________________________________________________________________ 


Leukoencephalopathy _____________      ______________	   ______________ 
________________________________________________________________________ 

Burkett’s Lymphoma _____________	    _______________	             ______________
________________________________________________________________________ 

Salmonella	   _____________	   _______________	              _______________ 
(Recurrent)	
________________________________________________________________________ 

Lymphoma of 
Brain (primary) _____________	  _______________	            ________________ 
________________________________________________________________________ 

LIP/LPH complex  ____________        ______________	             _______________ 
________________________________________________________________________ 

Hodgkin’s or 
Non-Hodgkin’s Lymphoma_____________     _______________        _______________ 
________________________________________________________________________ 

Other:___________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________ 
	
11. Describe the presence/ recurrence of any of the following. Provide dates of last hospitalization for intravenous treatment:

	      Sepsis: __________________________________________________________________
        
      Meningitis:  _______________________________________________________________
	     
        Pneumonia:  _______________________________________________________________
        Endocarditic:  ______________________________________________________________
 	      
        Septic Arthritis:  _____________________________________________________________ 
	       
        Pelvic inflammatory disease:  _________________________________________________ 
   
 Chronic Vaginitis:  __________________________________________________________ 

  Ulcerative lesions:  _________________________________________________________  


12. Is there any evidence of cervix carcinoma? Specify stage, treatment and response. 
	_______________________________________________________________________
       _______________________________________________________________________ 
       _______________________________________________________________________

a. Is there any metastasis? Describe _______________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________

    13. Does patient show any sign or symptom of dementia related to HIV? 	Specify________________________________________________________________
           _______________________________________________________________________
           _______________________________________________________________________ 

    14. Describe any active condition related to HIV.  _______________________________ 
     	_______________________________________________________________________ 
           _______________________________________________________________________

    

15. Describe actual treatment and response to HIV and any related condition.
	_______________________________________________________________________ 
	_______________________________________________________________________
           _______________________________________________________________________

   16. Provide date and result of the last viral load and/or CD4 count _________________ 
         ________________________________________________________________________
         ________________________________________________________________________
   
   17. Is patient compliance with treatments? _______________________________________      
          ________________________________________________________________________
          ________________________________________________________________________




       Please, provide copy of laboratory, radiological, surgical and/or biopsy report available in   the medical record that confirms HIV and any other related condition. 
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