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1) HIV Test History o1 Defivery (Prenatal HIV Test History) - Check one from A = D; indicate source of HIV les! history information.
A. Tested HIV negative during this pregnancy, check source of information (be sure leat date fails within this prenatal pesiod):

@  Hard copy of laboraiory report in the record, or
M Written note, signed by a clinician, indicaling the date of HIV testing and the test result, or
0 Compulerfelectronic record indicating the date of HIV testing and the test resull.
0 B. Tested HIV positive during or prior to this pregnancy. Check source of information:
O Hard copy ol laboratory report in the racord, or
O Written note, signed by a clinician, indicating the date of HIV testing and tha 1est resull, or
a Computer/electronic record indicaling the date of HIV festing and the test resull,
O ©C. Nottested during this pregnancy
o O mu-ultuqr unknown/not documented
(2) H [ D slalys - Check one from E<»Q; document In the appropriate medical record,
o :. IMMWMHNWMMMM?MIMHMWH:WMW
tes! and the mother has also signed consent for an expadited HIV les! at the ime of delivery, boxss “A" and "E" should be checked.)
O F. Newborn tested
O G. Testing not needed (Mother lesled nagative during this pregnancy or is HIV positive).
{3) M a prefiminary positive expadiled HIV tast result was received has the DOH-4152 form (Report on Praliminary Positive HIV Test
Rasults) been submiited to the NYS DOH as required? < Yas o No o NA

Vil. HIV Care Status (Complete If the mother Is HIV Infected).
{1} Has mother received health care sarvices for HIV infection? O Yes o No 2 Unknown

(2) Have arcangamaents for post-discharge freaiment been made for the newbom and otfered to the mother?
NHewborn o Yes o Mo Mother a Yes a Mo

. What special support, if any, might this mother need if she were o receive a positive HIV tost result? (Vulnerable populations may include
adolescants andior women with a history ol domestic viclence, substancs abuse and mental health problemns. )
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