Mybecalts

Adminigtrators

B

INTAKE FORM

DISEASE MANAGEMENT FORM

ADULT INTAKE FORM

Forward to: MyHealth Administrators, Maerua Office Park, Robert Mugabe Avenue, Windhoek
P.0.Box 97156, Maerua, Windhoek, Namibia ¢ Tel: +264 61 375 950 « Fax: +264 61 375 969
E-mail: info@mhnamibia.com.na « Website: www.mhnamibia.com

Administrators of

Vitality
Private Medical Aid Funds
RCC

Aids Outreach Programme
Namibia Medical Care
Bankmed Namibia

Renaissance Medical Aid
Employer Groups

Metropolitan Workplace Solutions

[0 Night sweats
O Pedal swelling
O Yellow eyes
O Weight loss

[0 Sleeplessness
O Convulsions
[0 Numbness

[0 Confusion

1. Patient Surname.................... First Name................................... Date of birth....................................
2. Consultationdate.....................cccooe. Medical Aid..............oooiii Medical Aid NO............coooiiie,
3. Male O Female O
4. Significant past Medical history, including opportunistic infections etc over the past 6 months
Date Condition Treatment Received Outcome

5. Presenting Symptoms (please tick )

General Nervous Urogenital Gastrointestinal

O Fever O Headache O PV bleeding O Vomiting

O Malaise O Dizziness O PV discharge O Nausea

O Genital ulcers

O Genital growths

O Painful urination
O Urethral discharge

O Diarrhea

[0 Constipation

O Painful swallowing
O Anal bleeding

ENT/Mouth

O Sore throat

0 Mouth sores

[0 Nasal discharge
[ Blocked nose

Skin/Musculoskeletal
[ Rashes

O Lumps

[0 Loss of fat

Respiratory

O Dry cough

O Productive cough
[0 Chest pain

O Difficulty breathing

Cardiovascular
[ Chest pain
[0 Palpitations

6. General examination Wt. ............................. kg Ht..ooooi M T °C BP.......cccoee. mmHG
O Peripheral lymphadenopathy O Jaundice OPallor OCyanosis OPeripheral oedema
7. Baseline physical examination (very important to enable MyHealth to track sites of OI's and toxicities)
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8. Baseline Laboratory results (please attach copies of all baseline tests)
Date Test Result Date Test Result
HIV 1 and 2 Glucose
CD4 + % HBsAg
Viral load HB
ALT Creatinine

9. Pregnant?
O N/A
O Yes
O No
OLMP..oeeeeeee

10. Contraceptives use
[ Oral
O Injectables

[ None

[ None
O HAART
O PMTCT

11. Previous ARVs exposure

[0 PEP (occupational exposure/rape?)




13. If previous HAART, started on.................. i, and stoppedon.................oo

14. Reason for stopping HAART PreVIOUSIY ... ... .. ettt e e e e e e e e e ettt et e e aae e e e e e e naneeneeeeeaaeesaaannnnnnnneeas

15. Revised WHO staging for adults and adolescents - presumptive clinical diagnosis only (please place a tick M)

Clinical stage 1
OO Asymptomatic
[0 Persistent generalised lymphadenopathy (PGL)

Clinical stage 2

O Moderate unexplained weight loss (<10% of presumed or measured body weight)

[0 Recurrent respiratory tract infections (RTls, sinusitus, bronchitis, otitis media, pharyngitis)
[0 Herpes zoster

O Angular cheilitis

[0 Recurrent oral ulcerations

[ Papular pruritic eruptions

O Seborrhoeic dermatitis

O Fungal nail infections of fingers

Clinical stage 3

O Severe weight loss (>10% of presumed or measured body weight)

O Unexplained chronic diarrhoea for longer than one month

[0 Unexplained persistent fever (intermittent or constant for longer than one month)

O Oral candidiasis

[0 Oral hairy leukoplakia

O Pulmonary tuberculosis (TB) diagosed in last two years

O Severe presumed bacterial infections (e.g. Pneumonia, empyema, pyomyositis, bone or joint infection, meningitis,
Bacteremia)

[0 Acute necrotizing ulcerative stomatitis, gingivitis or periodontitis

Clinical stage 4

0 HIV wasting syndrome

O Pneumocystis pneumonia

[0 Recurrent severe or radiological bacterial pneumonia
O Chronic herpes simplex infection (orolabial, genital or anorectal of more than one month’s duration)
[0 Oesophageal candidiasis

O Extrapulmonary TB

[0 Kaposi’s sarcoma

[0 Central nervous system (CNS) toxoplasmosis

O HIV encephalopathy

O Extrapulmonary cryptococcosis including meningitis

16. WHO stage 01 02 O3 04

17. ARV regimen, prophylaxis and vitamins prescribed today

Medication Dose / Frequency Date Started

18. Other medication(s) prescribed for acute/chronic co-morbidities...................cccco e,

19. Doctor’s Consent

| confirm that the clinical details provided in this document are correct and factual. | understand and accept that MyHealth Administrators’
treatment protocols are guidelines only and ultimate responsibility for the patient regarding anti-retroviral therapy and general
management of the patients’ HIV condition is my professional prerogative. Further, | understand that the reimbursement of therapy and
related costs by the scheme will be in accordance with the guidelines as well as the benefits available to the above patient from time to
time.

Doctor’s full names...........ccoocevmimiiiiiinnne Doctor’s signature................ccoccoiiiinin. Date.........cccoevviiieeene

****Please fax both pages of this form, the patient consent form and copies of lab results to 061-375969.




