CENTRALIZED PATIENT CARE DATA MANAGEMENT SYSTEM
Client Registration Form


	Client 11-Character Code
	
	ARIES Code
	
	Client’s Encrypted Unique Identifier

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


                                                                                                                             (FOR FUTURE USE)

                                                                               Record Owner Case #                           
Client Information (shaded areas are for agency use only)
	
	
	
	
	
	
	
	

	First Name:
	
	M.I.:
	
	Last Name:
	
	

	
	
	
	
	

	Address:
	
	Mother’s Maiden Last Name:
	
	

	
	
	
	
	
	
	
	

	City:
	
	State:
	
	Zip Code:
	
	Date of Birth:
	
	

	
	
	
	
	
	

	SSN:
	
	Phone:
	
	Alt Phone:
	
	

	
	
	
	
	
	
	


Emergency Contact “Optional” (shaded areas are for agency use only)
	
	
	
	
	
	
	
	

	First Name:
	
	Last Name:
	
	

	
	
	
	

	Address:
	
	

	
	
	
	
	
	

	City:
	
	State:
	
	Zip Code: 
	
	

	
	
	
	
	
	

	Relationship:
	
	Phone:
	
	Alt Phone:
	
	

	
	
	
	
	
	
	


Insurance Information 
	
	
	
	
	
	
	
	

	(Check all that apply – at least one selection is required)
	
	Primary HIV Ins

(Select One)
	
	Effective Date
	
	Insurance Provider
	

	
	☐ Medicaid – MCO (Managed Care Org.) 
	⃝
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	☐ Medicaid – Traditional (Fee for Service)
	⃝
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	☐ Medicare Part A (Hospital)
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	☐ Medicare Part B (Health)
	⃝
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	☐ Medicare Part D (Prescription Drugs)
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	☐ Private Health Insurance
	⃝
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	☐ Private Dental Insurance
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	☐ Private Vision Insurance
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	☐ Public Insurance (CHAMPVA, TRICARE)
	⃝
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	☐ No Insurance
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Eligibility Verification
	
	
	
	
	
	
	
	

	HIV Documentation Type:  
	
	

	
	
	
	

	Income Verification Type:
	
	

	
	
	
	
	
	

	Identification Type:
	
	

	
	
	
	
	
	

	Residency Verification Type:
	
	

	
	
	
	
	
	
	


CPCDMS Information (for new clients)
	
	
	
	
	
	
	

	Registration By:
	
	Registration Date:
	
	

	
	
	
	
	
	
	

	Record Owner:
	
	Primary Care Provider:
	
	

	
	
	
	
	

	Service Requested
	
	Is client being placed on waiting list?  Y or N
	

	
	
	
	


Initial Client Status
	Client Status:
	⃝  Open
	
	

	
	
	
	


General Client Information
	Annual Income:
	
	No. Family Members:
	
	Poverty Level (Calculated by CPCDMS):

	
	
	
	
	

	Gender:     ⃝ Female    ⃝ Male               ⃝ Transgender female to male                ⃝  Transgender male to female


	Required Language:      ⃝ English        ⃝ Spanish    ⃝ ASL  ⃝ Vietnamese        ⃝ French           ⃝  Other _____________

	County:     ⃝ Harris     ⃝ Fort Bend     ⃝ Montgomery     ⃝ Chambers      ⃝ Waller              ⃝ Liberty

	                   ⃝ Austin    ⃝ Colorado      ⃝ Walker               ⃝ Wharton         ⃝ Other (requires waiver) _____________

⃝ Wharton           ⃝ Or

	Racial/Ethnic Heritage
	  ☐ African-American / Black       ☐ American Indian /  Alaskan Native

	(Check all that apply)
	  ☐ Asian                                        ☐ Native Hawaiian/Pacific Islander              ☐ White

	Is the client Hispanic, Latino, or Spanish in origin?     ⃝ No          ⃝Yes
	
	
	
	
	


Bus Voucher Information 
	Bus Voucher Dispersed:  ⃝ No ⃝Yes
	Type: ⃝ Renewal  ⃝ Transitional  ⃝ Value-Based     
                                                     

	Amount (Value-Based): ⃝$26  ⃝$50  
	Date of Dispersal: ____/____/____
	Voucher #  _______________


Other Information 
	(Check all that apply)
	☐ Active substance abuse
	☐  Active psychiatric illness
	☐Active TB

	
	☐ Deaf/hard of hearing
	☐  Blind/sight impaired


Homeless Status 
	(Select One)
	⃝ Homeless – No Shelter
	⃝ Substance Abuse Treatment Facility

	
	⃝ Homeless – Transitional Housing
	⃝ Jail/Prison

	
	⃝ Homeless – Living in Shelter
	⃝ Assisted Living / Nursing Home

	
	⃝ Homeless – Staying with others
	⃝ Participant-Owned Housing

	
	⃝ Psychiatric/Mental Health Facility
	⃝ Hospital

	
	⃝ Rental Housing
	⃝ Refused to Answer

	
	⃝ Rented Room
	


Method of Exposure 
	(Check all that apply)
	☐ Mother with / At risk for HIV Infection - Perinatal transmission
	☐ Heterosexual contact
	☐ IDU

	
	☐ Hemophilia/Coagulation Disorder
	☐ Other: risk not reported or identified

	
	☐ Receipt of Transfusion
	☐  Male to male sexual contact


AIDS Medication Program Status 
	(Check all that apply)
	☐ Enrolled in State ADAP
	☐ Enrolled in local AIDS Pharmaceutical Program (APA)

	
	☐Unknown
	☐ Not enrolled in any State/Local medication program


Sexual Orientation / Behavior 
	Sexual Orientation:  (Select One)
	⃝ Declined
	⃝ Heterosexual
	⃝ Pedi / under 13

	
	⃝ Bisexual
	⃝ Gay Male
	⃝ Lesbian
	⃝ Unknown

	Sexual Behavior: (Select One)
	⃝ Declined
	⃝ Male with Female
	⃝ Pedi/under 13
	

	
	⃝ Bisexual
	⃝ Female with Female
	⃝ Male with Male
	⃝ Unknown


	
	
	

	HIV Diagnosis Year:
	
	

	
	
	


Stage of Illness (sent to central site
	 (Select One)
	⃝ HIV+, unk AIDS status
	⃝ HIV+, Not AIDS
	⃝ HIV+, AIDS

	
	⃝ Pediatric (go to Pediatric Updates section to enter SOI)
	

	
	
	
	


Other Health Care Issues – Adult/Adolescent 
	(Check all that apply)
	☐Screened for STDs
	☐Treated for TB
	☐Is Mom?

	
	☐Screened for Hepatitis C
	☐Treated for STDs
	☐Is Pregnant?  Trimester?

	
	☐Received TB skin test
	☐Treated for Hepatitis C
	⃝First   ⃝ Second   ⃝ Third


Needs Assessment 
	(Check all that apply)

	☐ Buddy/Companion Services
	☐ Food Bank/Nutritional Supplement
	☐ Other Services

	☐ Case Management
	☐ Foster Care/Adoption Services
	☐ Outpatient/Ambulatory Primary Care 

	☐ Client Advocacy
	☐ Health Education/Risk Reduction
	☐ Outreach

	☐ Counseling/Other
	☐ Health Insurance
	☐ Rehabilitation

	☐ Day or Respite Care
	☐ Home Health Care
	☐ Substance Abuse Treatment/Counseling

	☐ Dental Care
	☐ Hospice Care
	☐ Transportation

	☐ Drug Reimbursement Pgm.
	☐ Housing Assistance
	

	☐ Durable Medical Equipment
	☐ Housing Coordination
	 

	☐ Emergency Financial Assist
	☐ Mental Health Therapy/Counseling
	 


	HIV Documentation Selections:

	Computer-generated HIV + lab test with name pre-preprinted

	Statement or letter signed by medical professional

	Medical progress note, hospital discharge, or similar document signed by medical professional

	Anonymous HIV test result with identifying information (valid for 60 days)

	Texas Dept. of Criminal Justice (TDCJ) physician-completed medical certification form (MCF)


	Identification Selections:
	

	Texas Driver License
	Credit Card with Picture

	Texas Identification Card
	Employee Badge with Picture

	Birth Certificate (cannot be used by married women)
	Government-issued ID from Country other than US

	US Immigration, Naturalization, or Citizenship Card with Picture
	Letter on Letterhead from another Social Service Agency

	Passport
	Social Security Card

	Driver's License or ID Card from another US State
	Medicaid/Medicare Card

	Texas Department of Corrections ID Card
	Student ID with Picture

	Metro Photo ID Card
	Veterans Administration ID Card


	Residency Selections:
	

	Business Correspondence with client name and address
	Property Tax Documents

	Lease in the name of the client or listing client as occupant
	Supporter Statement with address and signature of supporter

	Letter on Letterhead from social service agency
	Temporary Agency Affidavit signed and dated by client (Valid for 60 days)

	Letter on Letterhead from group/care/transitional living facility
	Utility/Phone/Cable/Credit Card Bill in client's name and address

	Payroll stub/copy of payroll check/ bank statement-with address
	


	Income Selections:
	

	Agency temporary affidavit signed & dated by client (Valid for 60 days)
	Payroll stub/Copy of payroll check/Bank statement 

	Bank/Investment account statements
	Private Disability/Pension letter on company letterhead

	Child or spousal support order with judge's signature
	Proof of application for Social Security

	Food Stamp Award Letter
	Signed Supporter Statement

	Homeless client: Verification letter on company letterhead…
	Social Security Award Letter

	IRS 1040 form(tax return)/W2 form/1099 form
	Temporary Aid to Needy Families (TANF) letter

	Letter from Employer on company letterhead indicating income
	Unemployment benefits letter/copy of check

	Medicaid Letter
	VA Benefits Letter
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