
CBO PARTNER INFORMATION FORM FOR DIS REFERRAL <HIGHLY CONFIDENTIAL>
One page per partner.  Please print.
	Date Counseled

	Organization
	D Number / Sticker


	Original Patient (O.P.) 

	Last Name  


	First Name , M.I.

	Referral Type:

                     ( DIS  ( Client  ( Dual  ( Contract         
	If Contract Referral, date DIS should begin the referral?


PArtner information
	Partner Last Name  


	First Name , M.I.
	Nickname 

( Should DIS use?
	Gender

( M  ( F  (  T      
	Age


	D.O.B

	Race:   
( W  ( B  ( AP  ( N Am (Other
	Ethnicity:   
( Hispanic ( Non-Hispanic
	Marital Status:  
(  S    (  M    (  D /Sep   (  Unknown

	Pregnancy Status:
(  Pregnant  (  Not Pregnant
(Unknown
	Health Care & Case Management Provider (if known)

	Lives with, and/or Special Considerations (if any)


	Street Address


	City/State



	Phone #’s with  Area Codes, in order of best to reach partner: 
	( Home  (  Cell  ( Work   ( Other (specify)  
	(            )

	
	( Home  (  Cell  ( Work   ( Other (specify) 
	(            )

	
	( Home  (  Cell  ( Work   ( Other (specify) 
	(            )

	E-mail Address
	Is partner aware that the DIS will contact him/her?           (  Y     (  N

	Employer/Work Location


	Hours of Work

	Partner’s Social Networking Web Sites
	
	
	

	Partner’s Screen Name(s) used on sites
	
	
	

	Physical Description (height, weight, complexion, scars, tattoos, etc.):




Exposure Information 

	Type of Exposure to Original Patient
	Date First
	Date Last
	Approximate Frequency of Exposure

 (e.g. 2-3/wk., 1/mo., 3x in Jan, 1x in Mar)

	(  Sex Partner  (  Needle Sharing    (  Both
	
	
	


Additional Notes:
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

CBO STAFF PERSON COMPLETING FORM (Note:  Agency will not be reimbursed if not completed):

	Last Name  


	First Name
	Counselor Number


Original forms to be submitted to (REGION SPECIFIC CONTACT PERSON).

One copy of forms to be attached to the HIV Test Form 2 and submitted to the HIV/AIDS Program.  Please see the HIV Rapid Testing Quality Assurance Protocol for submission guidelines.

