Follow-up Form – PMTCT Baby until the final HIV status is known
Important note:
This form is only for infants who are receiving a PMTCT intervention until the final HIV status is known.
This form allows recording every visit with the prophylaxis prescribed, the date of end of breastfeeding, the date of end of ARV prophylaxis and the HIV tests done until the final HIV status is known.
Only the final HIV status will be recorded on the child patient form.
Patient identification

N° Identification Cohort:
   ……………………….…………….. (Required)
Programme: ……………………….……………..

Identification Other:
………………………….……………

Admission and follow-up 
Type of visit:
( Consultation
Location of current visit:     
……………………….……………..


( Hospitalization 
Date of current visit:     
…….../……../……..

Visit:  ( on time
( late
( unplanned
Date of next appointment:
…….../……../……..


Referred to:
……………………….……………..

Discharge (if hospitalization)

Status at discharge:
(    Transferred
(    Terminal stage
Date of discharge:    …….../……../……..

(
Absconded
(    Medical agreement

(
Died
(    Not specified

Biological results (if not entered yet)

Sample collection date:
....../…../……
Total lymphocytes: …… (mm3)   Cd4: …… (mm3)   Cd4%: ……  
Viral load: …….….. (copies/ml)

HBsAg: ……….
ALAT: ……. UI/L
Creatinine: …… µmol/l / mg/dL
Hb: …….. (g/dl)

Urine tests
Glycosuria: ………
Proteinuria: ……….

Clinical conditions diagnosed during the current visit (codes: New, Ongoing, Recurrent)

	WHO stage 1
	N
	O
	R

	( Asymptomatic
	(
	(
	(

	( Persistent generalized lymphadenopathy
	(
	(
	(


Other diagnosis 1: ………………….……………………………
Other diagnosis 2: ………………….……………………………

 Weight:   ……… (kg) 
Active screening of TB:  
(   Sputum / Sample
(   X-Ray
(   Other

 Height:   …….… (cm)

Children HIV test results (only the final HIV status has to be recorded on child patient FUCHIA form)


Age (months)
Date (blood taken)
Test 1
Result 2

………………
………./.……../..……..
……………
…………..

1Test: DNA PCR, Up24Ag (Ultrasensitive AgP24), RT (antibody test), VL (RNA viral load), Immunocomb 

2Results: Negative, Positive, Invalid, Not done, Not specified

Date of end of breastfeeding:
....../..…../……
Date of end of ARV prophylaxis:
......../..…..../…..…

ART & prophylaxis prescribed or stopped during the current visit (codes: B: begin;  C: continue;  CI: continue with intolerance; R: restart;  SE: stop for end of treatment;  SF: stop for failure;  SI: stop for intolerance;  SC: stop for non compliance;  SP: stop due to patient request; SG: stop for Pregnancy; ST: stop for TB regimen; S: stop other) 
Drugs
Code 

Intolerance 1                       Intolerance 2                           Comment

………………………………...
…….
……….…………………………………………………………………..………………

…………………………………
…….
……….…………………………………………………………………..………………

…………………………………
…….
……….…………………………………………………………………..………………

…………………………………
…….
……….…………………………………………………………………..………………

…………………………………
…….
……….…………………………………………………………………..………………

Supplementary nutrition program: (
% of ARV pills missed: ……..

Free variables

Var01: ……………………
Var02: ……………………
Var03: …………………….
Var04: ………………
Var05:  …………….

Var06: ……………………
Var07: ……………………
Var08: …………………….
Var09: ………………
Var10:  …………….

Comments: 
……………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………………………
If the infant becomes sick (WHO stage 2 or above), please fill also a “regular” follow up form for children to allow the record of clinical conditions.








