
Photo taken

State

Facility Name

LGA

Date of Visit*

/ / 2 0
dd mm yyyy

Referred From*
Self TB

STI FP

OPD

Ward

Blood
Bank

other
(specify)

Setting*
CT TB

STI FP

OPD

Ward

Outreach

Standalone
HTS

other
(specify)

see legend
Modality*

Client's First Name

Middle Name

Surname

Age
(years)

Sex
Male

Female

First Time Visit
Yes

No

Marital Status
Married Divorced

Widowed Separated

Single

(if married)
No. of Wives/Co-wives No. of own children <5 years

Employment Status
Employed

Unemployed

Retired

Freelance

Student

Education Level
None Primary

School
Junior
Secondary

Higher
Secondary

Post
Secondary Quranic

Client Code (do not edit printed code)
Batch Bundle Page Check

- - -
Recency Number Client's Telephone Number

Nearest Landmark/Compound

State of Residence

Street Address / Description

LGA of Residence

Type of Session
Individual Couple Group Previously

Self Tested

Previously tested within the last 3 months
Yes No

Is client identified from an index client?

Yes No

Index Testing if yes, relation with index client
Biological Sexual Social

Indicate Index Client Code (ScanForm) Fill in only one
Index Client Code

- - -
Index Client Code (Legacy)

- -
Client is Pregnant
(Test to ensure linkage to PMTCT program)

Yes No Client breastfeeding < 6 months Yes No Client breastfeeding
> 6 months

Yes No

Pre-Test Counseling/Risk Assessment
Mark only one with an "X"

(A) Knowledge Assessment No (0) Yes (1) No (0)

Test for HIV if Personal HIV Risk Assessment Score is ≥1 and last HIV test is more than 3 months ago

Yes (1)

Previously tested HIV negative* 0 1

Time of last HIV Negative test Results

<1 month 1-3 months 4-6 months >6 months

Client informed about HIV transmission routes 0 1

Client informed about risk factors for HIV transmission 0 1

Client informed on preventing
HIV transmission methods 0 1

Client informed about possible test results 0 1

Informed consent for HIV testing given 0 1

Knowledge Assessment Score
(sum of all 6 answers)

(B) Personal HIV Risk Assessment (Last 3 months)

Had sexual intercourse* 0 1

More than 1 sex partner* 0 1

Unprotected Vaginal Sex* 0 1

Unprotected Anal Sex* 0 1

Blood transfusion in last 3 months* 0 1

Sex under the influence of drugs and alcohol* 0 1

History of STI* 0 1

Unprotected sex with regular partner* 0 1

Unprotected sex with casual partner* 0 1

Personal HIV Risk Assessment Score
(sum of all 9 answers)
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Settings Modality
1 = Emergency
2 = Index
3 = Inpatient
4 = TB
5 = VCT
6 = PMTCT
7 = STI
8 = Other PITC
9 = Malnutrition
10 = Mobile
11 = Other community
12 = SNS

13 = PMTCT (ANC1 Only)
14 = PMTCT (Post ANC1)
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(C) TB and Syndromic STI Screening

Photo taken
Discard this
multi-pages form

Clinical TB screening
Current cough 0 1

No (0) Yes (1)

Weight loss 0 1

Fever 0 1

Night sweats 0 1

Lymphadenopathy 0 1

TB screening score
(sum of all 5 answers)

If score ≥1, test for Xpert MTB RIF or refer to TB service

Syndromic STI Screening No (0) Yes (1)

Female: Complaints of vaginal discharge
or burning when urinating?

0 1

Female: Complaints of lower abdominal pains
with or without vaginal discharge?

0 1

Male: Complaints of urethral discharge
or burning when urinating?

0 1

Male: Complaints of scrotal swelling and pain 0 1

Complaints of genital sore(s) or swollen
inguinal lymph nodes with or without pains? 0 1

STI screening score
(sum of all 5 answers)

If score ≥1, follow syndromic STI management guidelines or refer
(D) Sex Partner Risk (last 3 months)

Have you had sex with a partner who is HIV positive and falls in any of the categories below?
No (0) Yes (1)

Have you had sex with a partner who
is HIV positive? 0 1

Newly diagnosed with HIV and started treatment
less than 3-6 months ago 0 1

Who is pregnant and currently
receiving ARV for PMTCT? 0 1

An adolescent 10-19 yrs old and known
to be HIV infected either on ARV or on NOT 0 1

Known HIV positive partner on ARV
with an unsuppressed VL

0 1

Known HIV positive recently returned
to treatment after being Lost to Follow Up

0 1

Unprotected anal sex 0 1

Sex Partner Risk Assessment Score
(sum of all 7 answers)

No (0) Yes (1)

Post Test Counseling

HIV Test Result*
Negative

Positive

Have you been tested for
HIV before within this year?

Not previously tested

Previously tested negative

Previously tested positive in HIV Care

Previously tested positive not in HIV Care

HIV Request and Result form signed by tester(s) 0 1

HIV Request and Result form filled with CT
Intake Form 0 1

Client received HIV test result 0 1

Post test counseling done 0 1

Risk reduction plan developed 0 1

Post test disclosure plan developed 0 1

Will bring partner(s) for HIV testing 0 1

No (0) Yes (1)

Will bring own children <5 years for HIV testing 0 1

Provided with information on FP and dual contraception 0 1

Client/Partner use FP methods (other than condom) 0 1

Client/Partner use condoms as (one) FP method 0 1

Correct condom use demonstrated 0 1

Condoms provided to client 0 1

How many condoms were provided to client

Lubricants provided to client 0 1

How many lubricants were provided to client

Client referred to other services 0 1

Discordant couple? 0 1

If client tests HIV negative, has an HIV Risk Assessment Score of 1 and above, or there is evidence of an STI syndrome, recommend re-testing after 3 months
If client tests HIV negative and has score ≥1 in Section D above Refer Client for Prep services

Recency test with RTRI (for positive clients only)

Recent (if recent refer for viral load) Long Term Negative Invalid

CD4 Testing (for positive clients only)

CD4 Test Result
(cells/m3)

Flow CytometrySemi-Quantitative
≤200 >200

Syphilis Testing

Syphilis Test Result Non-Reactive Reactive

Hepatitis Testing

Hepatitis B Virus Test Result
Negative Positive

Hepatitis C Virus Test Result
Negative Positive

Comments

Completed by Designation Sign
Provider ID*

Date / / 2 0
dd mm yyyy
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