
TRANSFER OF ART PATIENT BETWEEN SERVICE POINTS
COMPREHENSIVE HIV AND AIDS PROGRAMME  

Transfer to:
Service Point: __________________________________________

District/Metro: _________________________________________

DC No.: _______________ Province: ______________________

Tel: __________________ Fax: __________________________

Patient’s contact details:

Transfer from: Public sector
NGO/FBO/CBO GP Other non-public

Facility Name: ___________________________________________

District/Metro: __________________________________________

DC No.: _________________ Province: _____________________

Tel: __________________ Fax: _________________________
Mail address

PATIENT IDENTIFIER

First Name: ________________________ Surname: _____________________________ Date of birth

Sex    
M      F

Tel: __________________ Current file No: ________________________ ID

Parient/guardian: (if applicable) First Name: _____________________ Surname: _________________ Tel: _____________________

dd mm yy

PATIENT HISTORY
Baseline ART Baseline Lab (at start of ART) Baseline clinical status (at start of ART)

ART start date CD4 _________ % CD4 ________ cells/mm3 Weight (kg)

Regimen 1a Any child regimen Height (cm)

Regimen 1b
WHO Clinical Stage Adult

WHO Clinical Stage Child

dd mm yy

(if different to 1a or 1b)

Specify baseline ART regimen if not 1a or 1b:

CurrentART Most recent Lab Current clinical status

Current regimen since CD4 ___________________ % Weight (kg)

Regimen 1a Regimen 2 CD4 _____________ cells/mm3 WHO Clinical Stage Adult
Regimen 1b Any child regimen

VL _________________ copies/ml WHO Clinical Stage Child

ALT ___________ U/l Ery __________ x1012/l

HB ___________ g/dl HCT ____________ l/l Current Prophylaxis:

Leuc _________ x109/l Lymph _______ x109/l Cotrimoxazole No Yes

Neut _________ x109/l Platelet _______ x109/l Fluconazole No Yes

ART drugs issued Gluc ________ mmol/l Cholest _____ mmol/l Prophylaxis issued
will last until will last until

mm yy

Specify current ART regimen if not 1a/b/ or 2:

mm yy

mm yy

dd mm yy

(if different to 1a or 1b)

dd mm yy

ACKNOWLEDGEMENT OF TRANSFER (to be completed by receiving service point)

We have received the transfer notice. Received date:

Please fax        mail        to us: ART Assessment and Baseline form
Any previous Transfer forms ART Patient Follow Up forms/details

Fax/send back copy of whole form to transferring service point immediately after receiving it!

Clinician’s name ___________________ Tel ________________ Fax _________________

REASON FOR TRANSFER / other relevant details:

Transfer date
First appointment made at

No Yes Apointment date

Clinician’s name ______________________ Signature ____________________ Tel ____________________ Fax _______________

dd mm yy dd mm yy

dd mm yy

Patient has attended his/her first visit
at our service point.

Date of visit:

Fax/send back copy of whole form to transferring
service point immediately after first visit!

Clinician’s name ___________________

dd mm yy

receiving service point


