
Clinical Medical Indicator Form 

  Today’s Date: __________________________________. 

Client’s Name: ____________________________________________________________ Phone Number: ________________________________ 
 
Date of Birth: ___________________________________    
 

Date of client’s last appointment: ________________________________ Date of client’s next appointment: _______________________________ 
 
CD 4 Count: _____________ Date: ____________ Viral Load: ____________ Date: ____________ Copy of lab test attached:   yes      no* 

  * If “no,” attach lab test within 60 days (grace period) to continue services and enter date attached here: __________________________________ 

Hep. A:       pos      neg                   Hep. B:       pos     neg                            Hep. C:       pos      neg 

TB status:   Date of last test: _______________________ Results:      pos     neg                D.O.T. Therapy:      yes       no 

OB/GYN exam (if applicable):   Date of last PAP: ______________________ Results: _________________________________________________ 

Is client on a HAART regimen?      yes      no         (*Freq. Key.:        X = Number of times              E = Every) 

Current Medication: 
Name      Dosage        Freq.*        Name         Dosage          Freq.*  

____________________________________ _________   _______     ___________________________________       _________   _______ 

____________________________________ _________   _______     ___________________________________       _________   _______ 

____________________________________ _________   _______     ___________________________________       _________   _______ 

____________________________________ _________   _______     ___________________________________       _________   _______ 

____________________________________ _________   _______     ___________________________________       _________   _______ 

Other medical conditions: _________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

Does client have treatment adherence issues? ________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

 
Person completing this form: __________________________________________________ Certification: __________________________________ 

Affiliation: ______________________________________________________________ Phone Number: __________________________________ 

6 Month Verification: (This section is completed within 6 months after client’s lab test was attached to this form.  Count 6 months from 
Today’s Date above.  Or, if lab test was attached during 60 day grace period, count 6 months from when it was actually attached, see “ * ” 
above.)  Verification of client’s status needs to be done a minimum of every 6 months, to continue services.  So, if client’s lab test has not 
changed since the one that is attached and 6 months or less have gone by, complete this section to verify such.  If more than 6 months 
have gone by, disregard this section and completed a new form.    

Date: ___________________________ Person verifying: _________________________________________________________________  

Certification: __________________________ Affiliation: ________________________________ Phone Number: ____________________  

Please return to:  Thursday’s Child, Inc., 80 Terry Street, Patchogue, NY 11772                                                                                
Phone 631-447-5044     Fax 631-447-2494      www.ThursdaysChildofLI.org 

RAD PDF
Sticky Note
Verification of HIV Positive Status

Lab test provides proof of status.  While an individual will only be asked once to provide proof of status, he/she may need to updated lab tests a minimum of every 6 months as part of their medical requirement eligibility for services. 

If a lab test is not attached when initially completing this form, client may attach A or B below to obtain services now.  Even though A or B may be provided now, a lab test to confirm HIV positive status must accompany A or B within 60 days or services will not be able to continue:  

      A.  Medical Statement - On office letterhead or prescription pad, the following:
          1.) Statement that individual is HIV positive
          2.) Signature of medical professional (licensed physician, licensed physician assistant, or licensed nurse practitioner) 

     B.  Referral - Indicating the following:
          1.) Eligibility has been confirmed
          2.) Name of person/organization verifying eligibility
          3.) Date of the original proof
          4.) Type of the original proof
          5.) Location the original proof came from

RAD PDF
Sticky Note
HAART is short for Highly Active Antiretroviral Therapy

Definition:  When several Antiretrovial drugs, typically three or four, are taken in combination, the approach is known as HAART.  Antiretroviral drugs are medications for the treatment of infection by retroviruses, primarily HIV. 
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