	Assessment Form PC1 for HIV/AIDS
- Anamnesis - 

	Practitioner
  Name/ID: _____ 

Mediator
  Name/ID: _____


Date: ______/_____/​​​​_______



Next consultation: _____/_____/​​______
	Seropositive:

□ yes 
 □ no

Written Consent: 
□ yes 
 □ no


Digital Photos:

□ yes 
 □ no      □ ok
Inclusion:

□ yes
 □ no





	1. Name:
	6. Height in cm:

	2. Address:
	7. Weight in kg:

	3. Identification (Code):
	8. Profession:

	4. Date of Birth:




_____/_____/​​______
	9. Marital Status: 

□ married

□ single

□ divorced

□ widow

	5a. Gender:
 □ male

□ female

5b. Pregnant:   □ yes

□ no
	10a. Children in charge:

10b. HIV+ children:

	11. Relationship:
□ partner                 □ HIV ?
  □ HIV+      □ HIV-  
□  deceased
□  single

□ new partner         □ HIV ?
  □ HIV+      □ HIV-  
□  deceased

	12. Are you sexually active:                     

□ yes

□ no

	13a. If you always have sex do you have protected sex:              □ yes

□ no

13b. Are you prepared to have protected sex during treatment:  □ yes
            □ no

	14a. Date of first HIV+ test:                                  14b. Date of first signs:

	15a. LFT: Alb: … .... ALT/SGPT: … .... AST/SGPT: …. ...  ALP: ..… .. TBIL: … …. GGT: … ….

15b. RFT: Serum Creatinine: …….….. Blood Urea Nitrogen: ………... Serum Uric Acid: ………..

	16a. HIV-1/2 determine pos.:    □ yes
□ no        16b. HIV-1/2 SD 3.0 pos.:    □ yes
□ no

16c. HIV Uni-Gold pos. (only if test 1 and 2 are not conclusive):                  □ yes     □ no

	17. Number of CD4:
	18. Number of CD8

	19. Viral Load:
	20. Complete Blood Cell Count:

	Earlier CD4s: 17a. first CD4 ……. Date: ……………..         17b. last CD4 ……. Date: ………….….

21. Opportunistic infections: □ candidiasis
□ others namely …………………………………….

	22. Known coinfections: 


□ Hep(B)
□ Hep(C)
□ TBC

	23a. Medication:          □ ARVs     Started (date) ……………….. Weight before ARVs ……..kilos

□ septrim
□ tuberculostatics   □ …………………     □ …………………

23b. Psychotropic drugs:  □ yes
□  no                Alcohol consumption:  …  per day

	24. Fever/malaria in the last 12 months:

 □ no

□  yes, 
……..times

	25a. Loss of weight since the first signs :

□ no

□  yes, 
……..kilos

25b. How is your food supply?           □ good   
□ moderate
□ bad


	State to which degree the patient complains about impairments. (choose one option only)







      Not at all

                       very much so

	26. Are you feeling tired



1
2
3
4
5

	27. Are you feeling weak

 

1
2
3
4
5

	28. Do you have a lack of appetite


1
2
3
4
5

	29. Is eating difficult or painful


1
2
3
4
5

	30. Do you have pain
all over the body

1
2
3
4
5

	31. Do you have pain in your muscles

1
2
3
4
5

	32. Do you have pain in your joints


1
2
3
4
5

	33. Do you have head aches



1
2
3
4
5

	34. Do you have abdominal pain or diarrhea

1
2
3
4
5

	35. Do you cough or have pain in the chest

1
2
3
4
5

	36. Do you have vertigo



1
2
3
4
5

	37. Kaposi sarcomas (number) 


0
1
2–5
5–10
> 10

	

	38. Karnofsky Score (encircle one option only or choose e.g. 65 etc) scored by homeopath

	100
	Completely normal

	90
	Normal, minor symptoms

	80
	Normal, moderate symptoms

	70
	Looks after self but cant work

	60
	Needs a bit assistance, mostly self sufficient

	50
	Frequent support needed and uses medicines (not PC1)

	40
	Disabled, special care needed

	30
	Severely disabled, hospital care needed, no acute danger

	20
	Seriously sick in hospital

	10
	Dying

	0
	Dead


Checked by monitor: name …………………. date ……………………… signature …………………………
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