
II. Type of Report: 

 
 First Name     MI    Last name 

Permanent address/mailing address: ____________________________________________________________ 

Birthday (MM/DD/YYYY: ___/___/___   Age:  _____ Civil Status:  _______ 

 

   

I. Demographics (Please fill up all information asked:) 

 Initial 

 Follow-up 

 Conversion to AIDS 

 Death   Date (MM/DD/YYYY): __/___/___ 

III. Date Referred (MM/DD/YYYY): ___/___/___  

       Referring Facility:  _____________________________________ 

       Date Confirmed (MM/DD/YYYY):  ___/___/___     Laboratory Code:_____________ 

IV. HIV/AIDS Classification (See WHO classification at the back) :  ______________________________ 

     

V. Mode of Transmission 

 Unprotected Sex with Multiple Partners 

  Heterosexual   Bisexual   Homosexual 

 Sharing of unclean injecting equipment 

 Blood Transfusion 

 Born to HIV Infected mother 

 Others, Please specify: _________________________ 

VI. For 18 years old and below 

 Born to HIV infected Mother           Both parents died of AIDS 

 Father died of AIDS 

 Mother died of AIDS 

VII. If female, does she have access to PMTCT during pregnancy      Yes      No 

  If yes, What is the prophylaxis regimen? 

   Nevirapine 

   Nevirapine + AZT 

   Others, please specify: ______________________ 

   None 

VIII. If female, does she have children < 2 years old?       Yes      No 

  If yes, What is the current breastfeeding practice? 

  Exclusive Breastfeeding 

  Mixed Breastfeeding 

 Length of exclusive Breastfeeding 

  <=6 months 

  7—17 months 

  18 + months 

   

IX. If patient is child < 2 years old, What is current feeding practice 

 Exclusive Breastfeeding 

 Mixed Breastfeeding 

   
X. If patient is <= 18 years old  

 On Cotrimoxazole   Started (MM/YYYY) :____________ 

 On ARV    Started (MM/YYYY) :____________ 

 
XI. Adult ART (If patient >= 19 years old)  

 On ARV    

       Started (MM/YYYY) : ____________ 

 
XII.   Physicians Name:  ______________________________________ 

 Contact Number: _______________________ 

 Health Facility(Name/Address) : ________________________________________________ 

 Date Report (MM/DD/YYYY):  ___/___/___ 

 

Physician’s HIV/AIDS Case Reporting (DOH-NEC Form B) 

 The law on Reporting Disease (R.A. 3573) requires physicians to report all diagnosed HIV infec-
tious (asymptomatic and symptomatic cases) to the AIDS Registrar, National Epidemiology Cen-

ter, Department of Health. A written report must be submitted at the time of any of the following: 

1) time of diagnosis;  2) follow-up   3)  progression to AIDS;  4) Death 
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