Riverside/San Bernardino’ CA TGA Effe‘ctive ........................................... March 1, 2010
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01ICYy and rroceaure i I ——————— March 1, 2012

ARIES Policy # 5 APPROVED Sd’ gﬂ/ /p{
Io

Scott RiEsby, Public Health gam Manager
Subject — Minimum ARIES Data Requirements

PURPOSE To establish guidelines for the minimum set of data elements required to be
collected and entered in the AIDS Regional Information and Evaluation
System (ARIES) to ensure data completeness and responsiveness to
Health Resources and Services Administration (HRSA), California State
Office of AIDS (CA OA), San Bernardino County, and Ryan White Program
(RWP) reporting requirements.

SCOPE This applies to all contracted agencies providing Ryan White Program
funded services to eligible clients in the Riverside/San Bernardino, CA TGA.

PROCEDURE A. Minimum Data Elements
Ideally, all applicable elements contained in ARIES should be collected
and entered into ARIES at point of service for all clients receiving any
service from a RW-funded agency. However, due to varying agency
workflow constraints, it is understood that this is not always possible.
Therefore, the RWP office has determined the minimum elements that
must be collected to ensure that all reporting requirements are met.
Please note that some of these elements may not be applicable to all
clients. These particular elements are only required when they are
applicable to the client. For example, AIDS Diagnosis Date is only
required if the client has been diagnosed with AIDS.

Attached are two documents that communicate the minimum data
requirements in two different formats:

Attachment 1. ARIES Minimum Data Requirements

This Excel document lists the minimum required data elements by ARIES
screen in table format. The column headers indicate on which screen the
data elements can be found. Example:

MAIN TAB Demographics
SECOND TAB | Contact Info

EDIT BUTTON | Contact Information
SECTION Addresses

To access the screen that contains the required data elements in this
example column, click on the main tab “Demographics” in ARIES, click on
the second tab “Contact Info”, click on the edit button “Contact
Information”, then go to the section titled “Addresses”.
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Also included, on the first page of the first tab, is a table indicating which
elements must be updated on an annual basis and which must be updated
biannually. The remaining elements should be updated as necessary.
The second tab contains the same information, but lists the required
elements by report. For instance, the first set of rows indicates, which
elements are required for the Ryan White Service Report (RSR).

Attachment 2: ARIES Data Forms (Screen Shots)

This word document contains screen shots of all of the screens in ARIES
to visually demonstrate which elements are required. On each screen
shot, the minimum required elements have been highlighted with an
orange box. As indicated earlier, ideally, all of the elements in ARIES
should be collected. However, at a minimum, to meet all reporting
requirements, the elements highlighted with orange boxes must be
collected, entered into ARIES, and updated as required.

This document could also be used to collect information from clients when
computer access to ARIES is not available. In most cases, the available
options/choices are included on the screenshots to facilitate information
gathering as well as a section on the first page for gathering general
information such as client name, chart number, and staff member name.

. Monitoring
RWP staff will conduct periodic Quality Assurance checks in ARIES with

respect to this policy.

RWP staff will visit provider sites as necessary to ensure compliance with
this policy.

Violation of this policy may result in delay or denial of payment and
program monitoring findings.
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Attachment1l-Tab 1

ARIES MINIMUM DATA REQUIREMENTS - by ARIES Screen

Updated: February 22, 2012...... for March 1, 2012 re-release

MAIN TAB Demographics Demographics Demographics Demographics Demographics
SECOND TAB Contact Info Demographic Detail |Demographic Detail |Living Situation Living Situation
EDIT BUTTON Contact Information Identifiers Demographics Living Situation Related/Affected Indiv
SECTION Addresses

City (Residence) Last Name Hispanic (yes/no) Current Living Situation Last Name

Zip (Residence) First Name Racel Living Situation Since | First Name

County (Residence) Middle Initial SSN Date of Birth

Date of Birth
Mailing address also req. Gender

May we contact by mail? Mother's Maiden Name Primary Language (Update both annually)

Date of Death

REGULAR UPDATES

Update Annually

Current Living Situation

Living Situation Since

Monthly Household Income

# People in Household

Monthly Family Income

# People in Family

Acuity Scale (MCM Clients)

Acuity Score (MCM Clients)

Acuity Date (MCM Clients)

Syphilis Test Date

Chlamydia Test Date

Gonorrhea Test Date

TB Test Medically Indicated (yes/no)

TB Test Medically Indicated Date

Date PPD/TST or IGRA "placed"

Flu Vaccine (Immunization) Date

Pap Smear & Pelvic Exam Date

Risk Reduction Screen Date

Update Every 6 Months

Proof of Residency - Doc Dated
Proof of Residency - Obtained
Proof of Residency - Source
Proof of Income - Doc Dated
Proof of Income - Obtained
Proof of Income - Source
Insurance - Source

Insurance - Primary Insurance (yes/no)
Insurance - Start Date
Insurance - End Date

Update Biannually

CD4 Date (at least 90 days apart)

T Cell Count

Viral Load Date (at least 90 days apart)
Viral Load Value (if less than 50, enter "49")
Adherence Counseling

Update Every 3 Years
ARIES Consent - Doc Dated

Mother's Maiden Name
Gender

Relationship
Enrollment Date
Enrollment Status
Status As Of

Hispanic

Race 1

County

Living Situation

Annual Household Income
Medical Insurance

Riverside/San Bernardino, CA TGA
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Attachment1l-Tab 1

Riverside/San Bernardino, CA TGA

ARIES MII
Updated: February 22, 20
MAIN TAB Demographics Eligibility Eligibility Eligibility Eligibility
SECOND TAB Agency Specifics Eligibility Documents Eligibility Documents Eligibility Documents [Eligibility Documents
EDIT BUTTON Agency Specifics Eligibility Documents Eligibility Documents Eligibility Documents [Eligibility Documents
SECTION Type: Agency Consent Form |Type: ARIES Consent Form |Type: HIPAA Type: Proof of Diag

Agrees to Share Data Yes Doc Dated Doc Dated Doc Dated Doc Dated

Agency Status Source (new form = LSM8693-7-10) Source

Status As Of Date

Agency Enrollment Date | (Location must be your agency) (Location must be your agency) |(Location must be

Agency Client ID (chart #) your agency)

Reason for Status Change (Update every 3 years)
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Attachment 1 -

ARIES MII

Updated: February 22, 20

MAIN TAB Eligibility Eligibility Eligibility Eligibility Eligibility
SECOND TAB Eligibility Documents |Eligibility Documents |Financial Financial Insurance
EDIT BUTTON Eligibility Documents |Eligibility Documents |Financial Financial Insurance
SECTION Type: Proof of Income |Type: Proof of Residcy [Household Income Family Income

Doc Dated

Doc Dated

Monthly Household Income|Monthly Family Income Source

Obtained

Obtained

# People in Household

# People in Family

Primary Insur. (yes/no)

Source

Source

Start Date

End Date

(Update every 6 months)

(Update every 6 months)

(Update annually)

(Update annually)

(Update every 6 mos)

Riverside/San Bernardino, CA TGA
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Attachment1l-Tab 1

ARIES MII

Updated: February 22, 20

MAIN TAB Medical Medical Medical Medical

SECOND TAB Basic Medical Basic Medical Basic Medical Basic Medical

EDIT BUTTON Basic Medical Basic Medical Basic Medical Basic Medical

SECTION HIV Tests AIDS Defining Conditions |Acuity Scale
CDC Disease Stage HIV Test Date AIDS Defining Condition Acuity Scale (MCM/CM Clients)
Source Result Diagnosis Date Acuity Score (MCM/CM Clients)

Date First HIV+

Post-Test Counseling & date

Acuity Date (MCM/CM Clients)

Year First HIV+

AIDS Diag Date (if applicable)

(MCM update annually)

AIDS Diag County

AIDS Diag State

Riverside/San Bernardino, CA TGA
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Attachment1l-Tab 1

ARIES MII

Updated: February 22, 20

MAIN TAB Medical Medical Medical Medical Medical

SECOND TAB Medical History Medical History Medical History Medical History Medical History
EDIT BUTTON Medical History Medical History Medical History Medical History Medical History
SECTION Tests / CD4 and Viral Tests / STI Hepatitis Tests / TB Immunizations ER / Hospital Visits

CD4 Date STI/Hepatitis (all applicable) | TB Test Medically Indicated Immunization Type Date
T Cell Count Date TB Test Medically Indicated Date |Is not medically indicated ER Visit
Viral Load Date Not Medically Indicated (if appl) (Update annually) Date Hospitalized
Viral Load Value Diagnosis

(if less than 50, enter "49") Tx Ind Date PPD/TST Placed (Flu vaccine annually) (if applicable)

Treatment Start Date

Date PPD/TST Read

(Update biannually...

Treatment End Date

or IGRA Date

...at least 90 days apart)

Outcome

(Update annually)

(Syphilis test annually)

TB Diagnosis

(Chlamydia test annually)

Date of TB Diagnosis

(Gonorrhea test annually)

(Min = 1x since HIV Diagnosis)

Riverside/San Bernardino, CA TGA
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Attachment1l-Tab 1

ARIES MII

Updated: February 22, 20

MAIN TAB Medical Medical Medications Medications Medications
SECOND TAB OB/GYN & Pregnancy OB/GYN & Pregnancy ART ART Other Medications
EDIT BUTTON Ob/Gyn & Pregnancy Ob/Gyn & Pregnancy ART Medications ART Medications Other Medications
SECTION Pap Smear/Pelvic Exam Pregnancy History ART Type Anti-Retroviral Drugs Other Medications
Pap Smear & Pelvic Exam Dates Date First Reported Pregnant ART Type Anti-Retroviral Drugs (name) Other Medications

Estimated Date Of Conception

ART Start Date

Start Date

Type

(Update annually)

HIV Status During Pregnancy

ART End Date

End Date

Start/End Date

Estimated Delivery Date

Adh to HIV Tx (% of doses)

Date Prenatal Care Began

Adh to HIV Tx (Date)

ART Was Offered to Reduce Vertical...

(Adh % & Date biannually)

ART Counseling Offered

Date Received ART Counseling

Date ART Was Taken

Pregnancy Outcome

Date Of Pregnancy Outcome

Newborn HIV Status

Riverside/San Bernardino, CA TGA
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Attachment1l-Tab 1

ARIES MII

Updated: February 22, 20

MAIN TAB Risk & Assess. Risk & Assess. Risk & Assess. Care Plan Case Notes Services
SECOND TAB Risk Factors Assessments Assessments Referrals
EDIT BUTTON Risk Factors Referrals
SECTION SAMISS Risk Reduct. Screen Case Notes Services
Client Risk Factors SAMISS Part 1 (all) Screen Date Referral Date (Case Notes Suffient  Client Name / ID
Primary HIV Exp. SAMISS Part 2 (all) Program enough to document | Staff

(at intake, minimum)

Primary Srv (referring TO)

service provision and

Site (Where Service Delivered)

Refer To

client status)

Date of Service

Note: The SAMISS

Target / Appt. Date

Contract Name

is a tool for determ.

(Update annually)

Outcome Date

Program

if a client should be

Outcome

Primary Service

referred to MH / SA

Secondary Service

for further eval.

Agency Subservice

This tool does not

Units of Service

dx a client. A MH

$ of Service (if Dental)

or SA professional

"New Client" Categories

should make the

official diagnosis.

Service Note - Case Conference

(MCM - Enter annually)

Riverside/San Bernardino, CA TGA
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Entered Into ARIES |:|

ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:
Staff Member Completing Form: Chart Number:
Agency: Date:

Client Search:

1. The initial search determines if the client is already registered in ARIES with your agency.

2. If the client is not found, the system will ask you to broaden your search. For example, if you searched “Prince” (first name) and
“Charming” (last name) on the first attempt, try leaving the first name blank and enter only “Char*” (C-h-a-r with an asterisk) or
some other, shorter version of the last name you are searching. This will help to ensure duplicates are not created in the
system due to spelling errors and the like.

3. If the client is still not found, click “Create New Client”.

IMPORTANT: If the client informs you that they are already in ARIES but you are unable to pull up their record, please call either

the ARIES Helpdesk or the Ryan White Program for assistance to avoid the creation of a duplicate record.

e Mo records found, Try broadening your search.

Client Search

To find a client, or to check if a client is new to your agency, enter
in some or all of the following information. You may use the wildcard *.

Recommendation: \

Use last name only (e.g.

Last Name [ Charming) or partial last name

with an asterisk (e.g. Char*) for

_

First Mame
initial search.

Middle Initial

S5M 123-45-6789
Date of Birth mm/dd ey

|
|
Client ID |
|
|

Display |2E| results

[T Ssearch Related/Affected Individuals

Search = | WECEH LRI

Riv/SB TGA Ryan White Program March 2012 DRAFT Page 1 of39



ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Adding Client:

1. If the client was not found in your agency in the search process mentioned above, the system will ask you to enter the 6
identifiers to search the entire ARIES system for the individual. Note: The identifiers must be entered exactly to find a client that
has already been entered into ARIES by another agency and to avoid creating a duplicate entry.

2. If the client is not found, the system will ask you to check your entries and search once more.

3. If the client is still not found, you will need to create a new client record by tabbing through each field and clicking “Create”.

4. ***Be certain to obtain a signed ARIES Consent form from the client before proceeding.

Client URM

To check if this client may already be registered in
ARIES, please accurately enter the following data:

Mo match was found. Please check your entries and
search again. To create a new client record, verify
the value in each field by tabbing through it and then
click on the Create button.

Tip: If client does not have middle

Last Name s ‘ initial or there is no way for you to
obtain their middle initial, leave this
First Name :+:| field blank.

ame as entered

[T Disable ARIES capitali

Tip: If client does not want to give their full \

Mother’s Maiden Name, enter only the first 3 letters
of their mother’s maiden name. If the client will not
give the first 3 letters OR the client does not know
Date of Birth = |7 = their mother’s maiden name, use the client’s last
name. Example: Prince Charming = Charming. If
the name is less than 3 characters, simply enter the
T lient agrees to share data letters available. Instruct the client to use the

@convention when enrolling at other ageny
Create > |

Middle Initial =+=| '

Mother's Maiden Name :k‘

Gender > | EI
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:
Demographics: Contact Info: Contact Information: Addresses

M ADDRESSES
| Residence | Mailing | Previous ISR

Since I— = CSame as Residence I— = Erm“;\-J;l-r-r;t;-l- ------------------------ 1
\ [T Same as Residence E
Street 1| | |
Street 2 | | |
city || | |
State & Zip I_ I— 1k | | "I | St?te & Zip I :| I
; Tell |
County || | = :
Geog Area/HSDA I j I j I ~ _I MEQE OK
E I IYES."NO IYES."NO
May we contact you by mail? | Z[ YesiNo ]
Should mail be confidential? | vI YesiNo Note: ﬂ

/ \

Or if not the same as
Residence, input Streetl, City,
Zip, and County for Mailing.

\ /
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:
Demographics: Contact Info: Contact Information: Phone

-_._'_-
@ PHONE AND EMAIL

Phone Type | “Allow Gontoc
Phone 1 I I I I I YesMNo I vI YesMo I I YesMo

Phone 2 | I vI I vI vesNo I vI YesMNo I vI Yes/Mo
Email 1 I {home, mobile, etc.) I_Ll YesMNo I_L[ YesMNo I_L[ YesMo
Save + Nt

If client does not have middle

Tip:
initial or there is no way for you to
obtain their middle initial, leave this
Last Name » | * field blank.

Tip: If client does not want to give their full \

Mother’s Maiden Name, enter only the first 3 letters
of their mother’s maiden name. If the client will not
give the first 3 letters OR the client does not know
Date of Birth s« |— = their mother’s maiden name, use the client’s last
name. Example: Prince Charming = Charming. If
the name is less than 3 characters, simply enter the
letters available. Instruct the client to use the

same convention when enrolling at other agencies.

Demographics: Demographic Detail: Identifiers

First Name :+:|

[T Dizable ARIES on, save name as entere

Middle Initial > |_

Mother's Maiden Name < |

Gender > | E[ "
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:
Demographics: Demographic Detail: Demographics

AKA |

Mat'l Grig/Ethnic,

Hispanica[ /=] « YesNo | =]
Race
If a client is 1K I EI ! I [
undocumented, 2 | = | =l
use 999-99-9999. 3 I j I j
88N || Education Level | =
Marital status | | veteran [ |
Sexual Orientation | | Special Needs | |
Primary Language || =] Notes |
Secondary Language | ~|
Place of Death | j {e.g. home, hospital, nursing facility, etc) =l

Other: |

Date of Death | N

Riv/SB TGA Ryan White Program March 2012 DRAFT Page5 of39



ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes
Demographics: Living Situation: Living Situation

Current Living »« |
Situation

Living Situation since s B
If rent or own, do you | vI

have a signed lease,
title or tax receipt?

o

Client Name:

Housing Assistance |

=l

HOPWA, HUD, Section 8, etc.

HUL Application Date | R

Living Situation in last 12 months {check all that apply):

M Homeless from the streets

™ Living with relatives/friends

7 Homeless from emergency shelter
™ Rental Housing

™ Transitional housing

™ Participant-owned housing

™ Psychiatric facility

" Board care or assisted living

M Substance abuse treatrment facility
I Rented room

" Hospital or other medical facility
I Refused to answer

™ JailfPriscn

™ Other

™ Unknown

Riv/SB TGA Ryan White Program

March 2012
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:
Demographics: Living Situation: Related or Affected Individuals

Last Name ‘
First Name »| [ I~ Living with client
" Disable ARIES capitalization, save name as Street |
enterad
Middle Initial |_ City |
Date of Birtha[ | g state [ -]
Mother's Maiden Name | I ZIP Code |—
Gender s | =] county (| -
Relationship »[  [+] (Other) | Phone 1 |
Enroliment Dates<[ | [+ Living Situation » | |
Enrollment Status \ ZI * Annual Household = |
Income
Status As Ofs[ |« # People in HH |_
Date of Death |— = Federal Poverty Level |
Hispanica| <] Medical Insurance > | ~|
Race 1 »¢ | -]
Race 2 | -

Riv/SB TGA Ryan White Program March 2012
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:
Demographics: Agency Specifics: Agency Specifics
Agrees to Share Data C ves O Mo

Agency Status > | E[ # Reason for Status Change H -
Status as of Date ‘— ) if other |
Agency Enrollment Dates<[  |m@« Referral Date |— =
Agency Client ID 1 | Referral Source | =]
Agency Client ID 2 | if Other |
Agency User Field 1 |
Agency User Field 2 |
Client Alert |

Eligibility: Eligibility Documents: Eligibility Documents

agency Consent Form —— Must be your agency location.
ARIES Consent Farlm ———— Must be your agency location.
HIP A A > Must be your agency location.

Proof of Diagnosis ——»

Proof of Income >

Proof of Residency —
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes
Eligibility: Financial: Financial: Client Income

L )
)‘nfs’j CLIENT INCOME

{Amounts are monthly) Employed | =
Full Time, Part Time, Not Employed, etc.

Employment/Wages | State Disability Ins/SDI
Supp Security Income/S51 | Long-term Disability /LTD
Soc Sec Disability Ins/88DI | Worker's Compensation

Social Security Retirement TANF CalWORKS

||:|ther1 I
Gen Assist/Gen Relief GA/GR

I—
|Dther2 I

Veterans Benefits /WA

Unemployment/UI | Alimony /Child Support
Inther3 I
Total calculates " No source of income

Riv/SB TGA Ryan White Program March 2012

Client Name:

Public Assistance

I

Retirement
Investment

Gift

Food Stamps

I jv

111
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:
Eligibility: Financial: Financial: Household Income

|$ HOUSEHOLD INCOME

Monthly Household Income |

# People in Household > [ ' Percent Federal Poverty Level Icalculates

# Children in Household | # HIV+ People in Household |

M®$‘ FAMILY INCOME

Monthly Family Income

# People in Family

Percent Federal Poverty Level |ca|cu|mes

|-&J ASSETS
Do you own: a house? | 'I a car? | v| Do you have other | vl YesMo

Yes/Mo YesMNo assets?
sss INCOME HISTORY

Dollar Amount of Other Assets |
Monthly Client Income Monthly Household Income [Monthly Family Income

Riv/SB TGA Ryan White Program March 2012 DRAFT Page 10 of 39



ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes
Eligibility: Insurance: Insurance

Prim|Prim Mo .
= . y 8 ¥
Source 32 Type Fend Ins [HIV |Carrier Policy & . Sl LR Prem-|Note
ing i Date &3 2] d
23 Ins ium

ADAaP

Public 1

Public 2

Private 1

Private 2

Private 3

“Wigion

Dental
Medi-Caliiedicaid
“Weteran

Medicare

Other public insurance
Other

Lnknown

Mo insurance

Baby

CA Children's Senvices
Cal-COBRA,
CHAMPLUS

CHIFPS

CMSP

COBRA,
COBRA-FAMILY
COBRA-INDNIDUAL
Conversion (Rx)
COMNVERSIOMN-FAMILY
COMNVERSIOMN-IMNDIVIDUAL
County Sponsored
DentiCAL

FAMILY MEDICAL LEAVE ACT
FAMILY-SELF PAY
Full Scope

HIFIC
IMDIVIDUAL-SELF PAY
LIHF

Managed

Medicare A

Medicare A & B
Medicare D

Mo Insurance

Maorth Star

OBRA,

OBRA-FAMILY
OBRA-IMDNIDUAL
Other

Private Self-pay
Restricted

Shared Cost

Lnknown

eterans

Riv/SB TGA Ryan White Program

Blue Cross

Kaiser
Aetna
Other

March 2012

Client Name:

=

Only enter an END DATE if the insurance has a
definite END DATE or has already expired.
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes

Client Name:

Programs Tab = Not Ryan White Programs, therefore, not Ryan White requirement.

Medical: Basic Medical:

Basic Medical
Mame

Phone

Last Visit

Primary Med Care |

=

Same choices as helow

Primary HIV Care

Alternativescomplementary ce =
County hospital and DPH Clir
Community-based clinics, pu
Community-based clinics, pri
HMO hospitaliclinics (e.qg., K
Wi hospital, CHAMPUS
Federally qualified health cen
Other

Private MD

Emergency room

Ma primary care |

d |

CDC Disease Stage > |

HIW Megatie

HI%' positive, disease stage unknown
HI%' positive, asymptomatic

HI' positive, symptomatic, not AIDS
HI%' positive, disabling

CDC-Defined ADS

Disabling AIDS

Fediatric indeterminate

Pediatric, confirrmed HIV positive
Unreported

Lnknown -

Date First HIV+ |

AIDS Diag Date :+c|

Riv/SB TGA Ryan White Program

BH Year First HIV+ |

ZI *  Source |
FY

Letter of Diagnaosis

hedical Record

Awvaiting Letter of Diagnosis
Mot Applicable

Lab Results

El

B county|

state| 7] source

March 2012
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Medical: Basic Medical: Basic Medical: HIV Tests

HIV Test = Pre-test Post-test
S C . -
Date &2 FIESULE ounty State |Source Counseling &2 Counseling &2

Save I
Offered / Hot Offered Offered / Not Offered

. s D
. — H- | = | | m [ m

Puositive
Megative
Indeterminate

Riv/SB TGA Ryan White Program March 2012 DRAFT Page 13 of 39



ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Medical: Basic Medical: Basic Medical: AIDS Defining Conditions

%J AIDS DEFINING CONDITIONS

LA : g Condition &2 Diagnosis Date 8  [Treatment Date

| o —— _ Save |
Bacterial infections, multiple or recurrent {under 13 only) - = I i -
Cancel

Candidiasis, bronchi, trachea, ar lungs
Candidiasis, esophageal
"Carcinnma, invasive cervical (Adult anly)
CO4 Count less than 200 ar CD4 Percent less than 14
Coccidinidomycosis, disseminated or extrapulmonary
Cryptacoccosis, extrapulmanary
Cytomegalovirus disease (other than in liver, spleen, or nodes)
Cytomegalovirus retinitis fwith loss of vision)
HI' encephalopathy
Herpes simplex; ulcers =1 mo; bronchitis/pneumonitisfesophanitis il
Histoplasmosis, disseminated or extrapulmonary -
lsospariasis, chranic intestinal (=1 manth duration)
Kaposi's sarcoma
Lymph interstitial pneurmonia, pulmanary hyperplasia (und13 anly)
Lymphoarma, Burkitt's {or eguivalent term)
Lymphoarma, immunablastic {or equivalent term)
Lymphoarma, primary in brain
MAC or M. kansasii, disseminated or extrapulmonary
. tuberculosis, pulmonary (Adult only)
. tuberculosis, disseminated or extrapulmonary
Mycobacterium of atherfunknown species, dissem. or extrapul. |
Fneumocystis carinil pneumaonia if Other:
Fneumonia, recurrent, in 12-manth period (Adult only)
Frogressive multifocal leukoencephalopathy
2almonella septicermia, recurrent (Adult only)
Toxoplasmosis of brain
Wwasting syndrome due to HIY
Cither Diagnosis
Cryptosporidiosis, chronic intestinal (=1 month duration) -

Riv/SB TGA Ryan White Program March 2012 DRAFT Page 14 of 39



ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Medical: Basic Medical: Basic Medical: Acuity Scale / Weight

- | = | | =

Beck Depression Invento Usual Weight I
Brief Symptom Inventory

Karnofsky/CFA
Fediatric
seltManagement
Cther

LInknawn

Medical: Basic Medical: Basic Medical: Partner Notification

Partner Notification Offered - | Yes IMo Dated | m
# Partners to be Notified by Client |

# Partners to be Notified by Health :+:| Date Health Dept Notified =+:| o
Department

Medically unable to work | -I Yes /No Dated | m

Other chronic medical conditions

=)
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ARIES DATA FORMS

RWP Required Fields (if applicable) =

Orange Boxes

Medical: Medical History: Medical History: Tests / CD4 and Viral

. T Cell
cospate 8 100 o o
7| N |

* +

| [ =]
+

*

NOTE: Both CD4 and Viral Load test results should
be collected twice annually at a minimum....and at

least 90 days apart to measure progress.

Medical: Medical History: Medical History: Tests / STI Hepatitis

STI/Hepatitis

BR

i

Ilia}g:agnomﬁ Lab value |Tx Ind? # |Start Date
B8

s not

medically

imdic=tad ﬂ

Foche PCR St
Foche PCR LI
Bayer bDMNA

BioMerieux Mu

Treatment I atment

End Date

Client Name:

Viral Load Value _
m ol

Outcome

Ikl }
|=enital herp «]
sonorrhes
Hurman papi
Syphilis
Mon-specific
Hepatitis &
Hepatitis B
Hepatitis C
HEZ"-1

HEZW-2 |
Chlamydia »

Riv/SB TGA Ryan White Program

H | | |

Megative dia Y es
Fositive diag Mo
Fresumptive Fatient Refu
Indeterminat

LInknown

March 2012

Completed

Mot Completed
Unknown

Mot applicable
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Medical: Medical History: Medical History: Tests / Tuberculosis

Tuberculosis

TB Test Medically Indicated » | ' +| Yes /N0 TB Test Medically Indicated > | =
Date
Date PPD/TST Placed > B
Date PPO/TST Read »« [ | PPD/TST Result | vl Reactive ! Non
IGRA Date s = IGRA Result | ~| Pos iNeg
Chest ¥-Ray Date :+r:| | Chest X-Ray Result | vI Pos [ Neg
TB Diagnosis = Z[ Date of TB Diagnosis :+:| B
Mone
Arctive
Inactive
History of Positive PPD
Lnknown
Treatment Start Date | = mMulti-Drug Resistance :+r:| vI Yes [No
Treatment End Date | =
B Treatment Type&2 TB Treatment Status %2
| ~| = | &
M, I fin progress
Treatment Completed
Frophylaxis Mot completed
Mone PfA,
Lnknown LInknowrn
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Medical: Medical History: Medical History: Immunizations

% IMMUNIZATIONS

Immunization Type &2 Is not medically indicated &2 Date &2

| EI * Iz not medically indicated [ =
BCG

Flu

Hepatitis A

Hepatitis B - Dose 1
Hepatitis B - Dose 2
Hepatitis B - Dose 3
FCP

Fneumaovax
Tetanus

COther

Medical: Medical History: Medical History: ER /Hospital Visits

+ ER/HOSPITAL VISITS
Date ER Visit Reason Hospit- If hospitalized, o
alized of days
= - | |

HIY Related, no Ol
A0S Related, no Q|
Ol (HWAIDS)

Mot HEAIDS Related
Other

Riv/SB TGA Ryan White Program March 2012 DRAFT Page 18 of 39



ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Medical: OB/GYN & Pregnhancy: Ob/Gyn & Pregnancy: Pap Smear/Pelvic Exam — Pregnancy History

Phone | Exam Dates %2

I™ Prirmary healthcare provider strictly an Ob/Gyn practitioner li = I

Pregnancy History ]

Date first reported pregnant * ‘ =
Estimated Date of Conception * | i
Estimated Delivery Date Date Calculator  * | i
- —||HI% positive after conception
HI¥ Status D P * M e
Stus Luring Fregnancy I J!HI‘-«* positive priar to pregnancy
Date Prenatal Care Began * | i
Mumber of Prenatal Yisits in Reporting I
Maonth
ART Counseling offered to reduce HIY * I EI ves /No
transmission to infant ]
Date Received ART Counseling * | e
&RT was offered to reduce vertical * i
. . *| Yes !N
transmission to infant :I es /R0
Date ART was taken X =
Pregnancy Outcome * ‘ ﬂ
[Live birth
Date of Pregnancy Outcome *| [ |Therapeutic (induced) abartion
. Spontaneous abortion (miscarriage)
Mewbaorn HIY Status * | EI Ztillbirth
Hositre Unknown
Megative
Indeterminate
LInknown
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Medications: ART: ART Medications: ART Type / Anti-Retroviral Drugs / Adherence

Name

Phone Allergies

Pharmacy 1 |

| =

Pharmacy 2 |

| ;I

Pharmacy 3 |

“= ART TYPE

ART Type 2 Reason not on HAART &2 Start Date 88 |[End Date

Highly Actie Ant-Retroviral Therapy (HAART) (Inple Therapy)
Caombination Anti-Retrovirals but not HAART (Dual Therapy)

Mono therapy
Salvage therapy
Mane/not applicable
Unknown/Unreported

L = | = =

Mot medically indicated

Mot ready (determined by clinician)
Client refused

Intalerance, side-effects, toxicity
Payment assistance unavailable
Other

Unknown

'f'|';’ ANTI-RETROVIRAL DRUGS

Anti-retroviral Drugs &2 Prescribed by Side Effects Start Date

Aptivus (tipranavir) (d05538)

Atripla (tenofovir DFfemtricitabined/efavire
Cambivir (lamivudine-zidovudine) (d0421¢
Crixivan {indinavir) (d03985)

Emtriva (emtricitabine) (d04584)

Epivir (lamivudine) (d03358)

Epzicom (abacavir-lamivuding) (d15354)
Fortovase (irvirase/saguinavir) (d03860)
Fuzeon (enfuvirtide) (d04853)

HMID (ddC, zalcitabine) (d00127)

_|Kaletra {lopinavir-ritonavir) (d04717)

Adherence

| . [ \7ﬁ|

Agenerase (amprenavir) [d044.28) ;]

Intelence (etraviring) (d0707E) -
Isentress (raltegravir) (d07043)

- . Sustiva (efavirenz) (d04355)
Lexiva (fosamprenavir) (d04301) o . A :
Norvir (ritonavir) (d03584) Trizivir (abacavirflamivudine/zidovadine) |

Other (Qther) (d59999) Truvada {emtricitabine-tenaofovir) (d05352

X . Yidex (ddl, idanosine, deoxyinosine) (d0
Prezista (darunavir, TMC-114) (d05825) . ;
Rescriptor (delavirding) (d04113) || viracept (neffinavir) (d04118)

Retravir (AZT, 7DV, zidovuding) (400034 x::;”d“Ezrfzfﬂ"\lirgp('é‘;i;?g?ng)
Reyataz (atazanavir) (d04382)

Selzentry (maraviroc) (d0BE52) o Zerit (stavudine) (d013773)

=!|Ziagen (abacavir) (d0457E) -

In the last three days, not including today, how many days did you take
your ART medications at the times and in the amounts prescribed by your doctor? | 'l as of | i

Adherence to HIV Treatment:

Percent of doses taken in the past
Date
four weeks

_| | =

Genotypic/Phenotypic testing performed to determine | vI Date of Test: | ]

resistance to HIV medications?

Riv/SB TGA Ryan White Program

March 2012 DRAFT
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Medications: Other Medications: Other Medications: Other Medications

Other Medications &2 E;ESCI‘IIJECI Used for 82 |Type &2 Start/End Date &2
| | | 3 | =
[ Check if Other Drug Frophylaxis | =
Treatment

Adherence

In the last three days, not including today, how many days did you take your
other medications at the times and in the amounts prescribed by your doctor? I_—, as Ofl R

Risk & Assessments: Risk Factors: Risk Factors
[ Pediatric

* what behaviors did the client engage in prior to his/her first HIV positive test result? Check all that apply:

Client Risk Factors Sex Partner Risk Factors, Heterosexual Contact ONLY
L[ =& Wfth Male [T Intravenous/injection drug user
M| Sex with Fermale I Bisexual Male
I || Injected nonprescription drugs [ Person with AIDS or documented HIW
r R_ecei\.fed clotting factor for hemophilia/coagulation ™ Gther (person with hermophiliafcoagulation
disorder disorder, transfusion recipient with documented
I || Received transfusion of blood/blood components HI\ infection, Transplant recipient with
{other than clotting factor), transplant of documented HIW infection)
tissug/organs or artificial insemination I Unknown
I~ | wWorked in healthcare or clinical lab setting Primary HIV Exposure | Zl
I~ || Mother HIY infected/Perinatal transmission -
o Secondary HIV Exposure | ~|
I || Sexual abuse (pediatric only) Men who have sex with men (MISh) |
[ | Other Injection drug user DL
|l Unknown Men who have sex with men and injection drug user (MSh and 1DL)

Hermophilia/coagulation disorder

Heterosexual contact with an at-risk or infected partner

Receipt of transfusion of blood, blood camponents ar tissue

Mother HIY infected/Perinatal transmission

Sexual abuse (pediatric only)

Cther

LIndetermined

Rigk not reported -
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Risk & Assessments: Substance Abuse: Substance Abuse

Does the client have a history of substance abuse? Treatment Status

Substance Abuse History | ~| ER

Mo _ o In treatment -] B

Yes, active problem within the last 3 months Waiting list for treatment

Yes, but not active within the last 3 manths Refused treatment

Unknown Completed treatment
Pre-treatment process

Dated |
il Daily / Monthhy [ Weekhy |C'ropped out of treatment
; I— I—_, Mo active treatment or cou
Age First Used Frequency hd Fesumed treatment

Cther
LInknown | |
Mot applicable -

Screen Date ¥ |Screening Tool
| = | |

Risk & Assessments: Mental Health: Mental Health

Does the client have a history of mental illness?

Treatment Status
=l | =
In treatment =]

Weaiting list for treatment

FHefused treatment

Completed treatment
Pre-treatrment process

Dropped out of treatrment

Mo active treatment ar counseling
Resumed treatment

Dther

Lnknown |-

Mot applicable -

Screen Date # [Screening Tool

[ B I
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Risk & Assessments: Assessments: Psychosocial Factors — History of Abuse / Legal

Domestic Violence Observed in Childhood

History of Abuse gy oy
(Es orio) Emotional [ ] I
Physical [ 7] [ =l
sexual [ ] =
[ =
[ =

Domestic Violence Adult Perpetrator

Legﬂl Does the client have legal issues pending in any of the following areas? (YES or NO)

Housing, Employment or Health
Care Discrimination

Divorce, Child Support or Custody

Immigration Status Mental Health Commitment

JJd

Social Security Disability or S5I DUl

Other

Is the client currently on parole or
probation?

T

How much combined time has the
client spent in jail or prison {Total
Months)?
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Risk & Assessments: Assessments: Psychosocial Factors — Diagnostic Impression and Mental Health History

;

Diagnostic Impression and Mental Health History
kaild

Anxiety Symptoms | j\
| =
Maoderate

Severe | j

Mone Mot Affecting Risk
Lnknown I j

| -

Depressive Symptoms

L4

Affecting Risk

Personality Symptoms

Psychotic Symptoms

Substance Use

il

How would you describe the j
client's current drug/alcohol use? Bocroation near
Heawy user
Dependent user
Mon-user
Lnknown

Psychiatric History? ~| Yes /No Current Psychiatric Medications? +| Yes /No

If yes, specify:

History of Drug Treatment? - | Yes [No History of Psychiatric | vI ¥as | No

If yas, specify:

Hospitalization?

14 |

If yes, specify: If yes, specify:

Riv/SB TGA Ryan White Program March 2012 DRAFT Page 24 of 39



ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Risk & Assessments: Assessments: Functional Status / Quality of Life

li f Life Secti 1
Quality of Life Section re of Date =

staff | |
1. In general, would you say your health is: | vl Excellent
“ery Good
2. Please select the option that best describes Good
whether each of the following statements is true or Fair
false for you. E':'Er
LA
a. I am somewhat ill. | j
Definitely True
b. I am as healthy as anybody I know. | | |Mostly True
Don't Know
c. My health is excellent. | j Mostly False
Definitely Falze
d. I have been feeling bad lately. | ~| Unknawn

Riv/SB TGA Ryan White Program March 2012 DRAFT Page 25 of 39



ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Quality of Life Section 2

select the option for the one answer that comes closest to the way you have been feeling during the past month:

3. How much of the time, during the past month, has your health limited your social I j
activities {like visiting with friends or close relatives)?

4. How much of the time, during the past month:

All of the time

Muost of the time

A good bit of the time
Some of the time

A little of the time
Mone of the time
Lnkriowen

a. Have you been a very nervous person? |

KR

b. Have you felt calm and peaceful? |

L

c. Have you felt downhearted and blue? |

L

d. Have you been a happy person? |

KR

e, Have you felt so down in the dumps that |
nothing could cheer you up?

L
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes

Quality of Life Section 3

select the option for the one answer that comes closest to the way you have been feeling during the past month:

5. How often during the past month:

6, How has the quality of your life been during the

a. Did you feel full of pep?
b. Did you feel worn out?
c. Did you feel tired?

d. Did you have enough energy to do the things
you wanted to do?

e, bDid you feel weighed down by your health
problems?

f. Were you discouraged by your health
problems?

q. Did you feel despair over your health
problems?

h. Were you afraid because of your health?

i. Did you feel overwhelmed by the number and
frequency of HIV medication you have to take
each day?

Client Name:

L

L

All of the time

Muost of the time

A good bit of the time
=ome of the time

A little of the time
Mone of the time

Uk nioeen

L

L

past month? That is, how have things been going
for you?

7. How would you rate your physical health and
emotional condition now compared to a month
ago?

Riv/SB TGA Ryan White Program

[

[

Much hetter

A little hetter
Ahout the same
A little worse
Much worse
ik riomn

“ery well could hardly be better
Pretty good

Good and bad parts about equal
Pretty bad

“ery bad could hardly be warse
Lnknown

March 2012
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:
Risk & Assessments: Assessments: Behavioral Risk

Behavioral Risk Section 1

As of Date | B

sStaff

L

In the past 3 months, have you... (YES or Noj Have you... (YES or Noj
Been homeless? Ever injected drugs?

Been in alcohol or drug treatment? Ever been in alcohol or drug treatment?

Had sex while high on drugs or alcohol? Ever has sex against his/her will?

Had sex to get money, drugs, shelter, etc? Ever had sex with other men (men only)?

Paid for sex with money or drugs?

I

Are you now pregnant now? {(women only)

Had sex with a person who injects drugs? Been diagnosed with a sexually transmitted disease

{e.q., Syphilis, Chlamydia, Gonorrhea, Hepatitis B?)

Been in the correctional system? (Probation, parole, | vl
secured detention, juvenile corrections, etc.)

Had sex with a man who has sex with men?

I

Been diagnosed with Hepatitis C7
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:
Behavioral Risk Section 2

In the past 3 months, have you had vaginal, oral or anal sex? | vI Yes [No
If Yes, with a...

Man? | vI Yes I Ho If ¥es, how many men? |
Woman? | vI Yes /Ho If Yes, how many women? |
Transgender? | vI Yes /No If ¥es, how many transgender? |

In the past 3 months, which types of sex have you had, and how often did you or your partner use condoms or barriers for each typsz
of sex?

Had vaginal sex? |

Ma

Yes, Always (4 out of 4 times)

Yes, Usually (3 out of 4 times)

Yes, 3ometimes (2 out of 4 times)
Yes, Occasionally (1 out of 4 times)
Yes, Mever (0 out of 4 times)
Lnknown

Performed anal sex? (top) |

Received anal sex? {bottom) |

Performed oral sex? |

lih_llh_%

Received oral sex? |

In the past 3 months, have you had unprotected anal or vaginal sex with someone...

who was HIV Positive (has HIV)? [ =] Yes/iNo If Yes, how many partners? [

Who was HIV Negative? | -] Yes/No If Yes, how many partners? [

whose HIV status you did not know? |—;[ Yos /No If Yes, how many partners? |—
Do you have a spouse or main partner? I_;[ Yes /No

If yes, for how long? I Years I Months

j HIv Paositive

HIY Megative

Client doesn't know
Lnk niowen

Is your partner?
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:
Behavioral Risk Section 3

In the past 30 days, have you used any of the following non-injected drugs? | vI Yes /No

H ¥
If Yes, have you used the following drugs? If Yes, how many times in the

Yes /No past 30 days?

Crack

Cocaine

Heroin

Amphetamines {speed, crystal)

Amyl Nitrate (poppers)

Party drugs ( Ecstasy, Special K, GHB)
Marijuana

5 or more alcoholic drinks (in one sitting)

Other:

JJJJJI.
177777777

L«
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Behavioral Risk Section 4
In the past 30 days, have you injected any drugs or medication? | vI ves i Mo

If ves, have you injected any of the following drugs or medications? If Yes, how many times in the past
Yes /No 30 dﬂ"y'S?

Heroin

Cocaine/Crack

Amphetamines (speed, crystal)
Steroids

Insulin

Hormones

Prescription drugs {codeine, morphine)

JJJJJJ.
17771777

Other: | | j
If you have injected drugs in the past 30 days, In the past 30 days, have you shared needles with someone...
what kind of needles did you use? ves | No Yes Mo
Mew Who was HIV positive (has HIV) | vI
Bleached Wwho was HIV negative | vI

Shared (someone used before me) whose HIV status you didn't know | vI
Shared (someone used after me)

Reused my own

Jddddd

{rigin Unknown
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Risk & Assessments: Assessments: Barriers to Care

Barriers to Care
Date of first HIV-positive test (auto-filled)

Assessment Date |
= Date dropped out of HIV medical care | =
Bridge worker | | .
Current or former EIP client | vl
Financial barriers [ ot enough money Health barriers [T Felt too sick to go

[T Mo health insurance/not enough health insurance [T Felt too depressed to go
™ Could not afford time off from work [T Disability prevented going
[T other money-related reasons (specify) [T Drug or alcohol use prevented going)

[T other health-related reason (specify)

Clinic/Facility barriers I Didn't know where to go to get care Housing/Responsibility barriers
I Clinic was inconvenient (location, hours, etc.) " Unable to get childcare
I Clinic staff didn't speak dient's language M Unable to get time off from work
[ Clinic staff was rude/unkind M Meeded to care for an adult family member or friend
I Clinic waiting time was too long ™ Homeless
T Unable to get appointment/appoint offered too far in future I In jail or prison
I™ Clinic rules required abstinence and/or drug testing T Other reasons related to housing or responsibilities

[T other clinic/facility-related reasons (specify)

Knowledge/belief barriers

[T Didn't want to think about being HIW+

I Gislike of doctors/dinics [T Too embarrassed or ashamed to go for medical care

[ Didn't believe they were infected with HIV 7 Didn't want anyone to know they were HIv-positive

I Didn't feel sick [T Other reasons related to knowledge or beliefs (specify)

[ Believed HIW medication wouldn't help

M Believed HIV treatment would be unpleasant or painful

Riv/SB TGA Ryan White Program March 2012 DRAFT Page 32 of 39



ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes

Risk & Assessments: Assessments: Substance Abuse and Mental lliness Symptoms Screener (SAMISS)

SAMISS Assessment Part 1

As of Date
sStaff

Substance Abuse

1. How often do you have a drink containing
alcohol?

2. How many drinks do you have on a typical day
when you are drinking?

3. How often do you have 4 or more drinks on 1
occasion?

4, In the past year, how often did you use
nonprescription drugs to get high or to change the
way you feel?

5. In the past year, how often did you use drugs
prescribed to you or to someone else to get high or
change the way you feel?

6. In the past year, how often did you drink or use
drugs more than you meant to?

7. How often did you feel you wanted or needed to
cut down on your drinking or drug use in the past
year, and were not able to?

Refer to Substance Abuse Treatment

Riv/SB TGA Ryan White Program

R

Client Name:

Bl

=

ﬂ Mewer

taonthly or less
2-4 timesfmao

2-3 timesfwk

4 or moare timesfwk
Lnknown

Mone
1 or2
Jord
Sorb
-9
10 or more
Lnknown
‘ -
| |
Mewver
Less than monthly
Maonthly
ﬂ Weekly
Daily or almost daily
Lnknown
]
(auto-fills)
March 2012
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

SAMISS Assessment Part 2

Mental Health Yes /No

8. In the past year, when not high or intoxicated, [ i
did you ever feel extremely energetic or irritable :
and more talkative than usual?

9, In the past year, were you ever on medication or | ZI
antidepressants for depression or nerve problems?

10. In the past year, was there ever a time when | i 3|
you felt sad, blue, or depressed for more than 2
weeks in a row?

11. In the past year, was there ever a time lasting | EI
more than 2 weeks when you lost interest in most

things like hobbies, work, or activities that usually

give you pleasure?

12. In the past year, did you ever have a period [ ]
lasting more than 1 month when most of the time
you felt worried and anxious?

13. In the past year; did you have a spell or an [ 13
attack when all of a sudden you felt frightened, |

anxious; or very uneasy when most people would
not be afraid or anxious?

14. In the past year, did you ever have a spell or an | 1|
attack when for no reason your heart suddenly =
started to race, you felt faint, or you couldn’t catch

your breath?

If yes, please explain

o E

15. During your lifetime, as a child or adult, have | 13
you experienced or witnessed traumatic event{s)
that involved harm to yourself or to others?

If yes: In the past year, have you been troubled by | Z[
flashbacks, nightmares, or thoughts of the trauma?

16. In the past 3 months, have you experienced | [ 1]
any event({s) or received information that was so

upsetting it affected how you cope with everyday

life?

Refer to Mental Health Counseling (auto-fills)
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes

Risk & Assessments: Assessments: Risk Reduction Screening

Screening Date >/ =

Client Name:

Screening Tool |

Outcome |

Care Plan: Needs Assessment

Program |

= C O
Cutpatient/ambulatory Medical Care
AIDS Pharmaceutical Assistance (local)
Cral Health Care

Early Intervention Services (Parts A and B)
Home Health Care

Hospice Services
Mental Health Services

rMedical Mutrition Therapwy

Substance Abuse Services - Outpatient
Case Management (non-medical)

Child Care Services

Health Insurance Premium and Cost Sharing Assistance

Home and Community-Based Health Services

Medical Case Management {(including Trt Adherence)

s el e TSN e Nie Nhis R N ie Na NNie RO N ie Nl |

;l {e.g. Ryan White, Bridge, HOPWA, etc) Dated

00300090 naann

[ =

Create

Meed|Care Plan

COther Services

Riv/SB TGA Ryan White Program

Pediatric Dev Assessment/Early Interv Srw
Emergency Financial Assistance

Food Bank/Home-Delivered Meals

Health Education/Risk Reduction

Housing Services

Legal Services

Linguistic Services

Medical Transportation Services
Cutreach Services

Permanency Planning

Psychosocial Support Services

Referral for Health Care/Supportive Services
Rehabilitation Services

Respite Care

Substance Abuse Services - Residential

Treatment Adherence Counseling

MY YN YN Y 0N
m Al i O i R i A i S R A R SR R AN

March 2012
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Care Plan: Care Plan — Need, Goal, Interventions

Cate Need Identified | E Date Completed | =

staff | ~| Outcome |
Completed
Program - 4 Pending
iFvan White Some Progress
Care Services Program (EW Part B) Cancelled
EIF'_ _ Unfunded
quﬂwe Changes Mot available in area
Elrl—l?fge Froject Completed Substance Abuse Program
TP
ChP
hA AP
CARE-HIPP |
HOPWWA, ©
Need | x| if other |
Subneed | ~| if other |

Goal |

Interventions
. Date Follow-Up S Outcome
sks s } Cc |0
[ i [ 5

| | =l | | | I |
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes

Care Plan: Referral:

Referral Date
Program

Primary Service
Secondary Service
Refer To

(other)
Target/Appt. Date
Follow-up Date
PSC Code

Reason

Referrals

e ______—=i|Ryan White

| e
| MHMR
Planned Parenthood

HUD

Client Name:

Outcome Date

Outcome

Care Senices Program (RW Part B)

Bridge Project
MCWP
CARE-HIPP

DHHS
County health

Eye care
Food pantry

Riv/SB TGA Ryan White Program

ﬂ Alternative medicine

Faith-based organization
Compassionate Care
Public hospital

_||Private hospital

Clinic public

Clinic private

Hospital public
Hospital private

County indigent care
Physician

Dental

Medicaid transportation
Program

Other

March 2012

Notes

Rescheduled appointment

For Referrals to TESTING: \

Input referral date
Leave Program line blank
Leave service lines blank
Refer To = “Other”
(other) = “Testing”

o v hs wnN e

Input Target/Appt. Date

Note: Can add additional information after
“Testing” such as “Testing at SB Clinic” as
long as the entry begins with the word
“Testing”. Be certain to follow up

(Outcome) to document whether the client
actually got tested.
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes

Case Notes: Case Notes

Staff |

[

Type

Initial Assessment
Service Assessment
FProgress hlote
Client Update

Crigis Mote

Case Conference

[

Client Name:

Created | E
Activity Date | B

[New Note]

Category |

Substance Use
Incident Report
Adherence
Adrministrative

Client Contact
Education/Training
Employment
Family/=acial Suppoart

j characters (max 7,750)

Financial

Health Education
Housing
Impressions
“medical

Mutrition
Presenting Problem
Fisk Reduction

T Don't share

Dental -
New Paragraph |
=l
Password
to sign and |
seal note

Riv/SB TGA Ryan White Program

March 2012
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ARIES DATA FORMS

RWP Required Fields (if applicable) = Orange Boxes Client Name:

Services: Services

staff || -] site || =l
Date of Service | | Days to Next Service [ gate|
Contract Name || -] Created Date
Program || zl $ = Required for DentalD
Primary Service > | ~] Oral Health Onlv

Required for annual case \

conference service entry. At

Secondary Service > |

Agency Subservice ||

Units of Service »| @ 6| per | o = ¢] Total

Client Payment I_ _ * I_
CARE/HIPP Co-Payment service provider’s name, job

Actual Minutes Spentl title, and agency name. /

Service Notes | N

a minimum, include date(s)

communicated with service
providers and client and each

NEW CLIENTS: Also remember to include data related to any new clients on this screen (see Policy #9 for details):

Contract Name = New Client Agency Subservice Categories (more than one may apply...requiring multiple entries)
Program = Ryan White 1. HIV Pos in Last 12 Months 4. New to Riv/SB Counties

Primary Service = Other Services 2. New Link — Unmet Need 5. New to RW Funded Services

Secondary Service = Other Services 3. Re-Linked — Unmet Need 6. New to Agency
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