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ID Number: ____________________________
_________

(same as survey ID: last 4SSN and Quest identifier)

A) CLIENT  INFORMATION

	First Name: 
	Middle Initial:
	Last Name:


	Date of Birth:


	Primary Language(s):



	Gender

___  Male               ___  Transgender (FTM)

___  Female           ___  Transgender (MTF)

  Are you pregnant now?

      Yes    No     Not sure
	Race: ___Non-Hispanic/Non—Latino  ___Hispanic/Latino
Ethnicity:
__ Chinese        ___ Korean   ____ Japanese            ___ Other A&PI : _________________

__ Vietnamese  ___ Filipino    ____ Pacific Islander   ___ MultiRacial: __________________

____ African American       ____ Latino/Hispanic        ___ Caucasian   

	Sexual Orientation

___  Heterosexual    ___  Gay

___  Bisexual           ___   Lesbian

___  Queer               ___ Questioning


	Country of Birth


	Mother’s Country of Birth


	Father’s Country of Birth
	How many people live in your household in addition to yourself?

	
	Year Arrived in US
	
	
	


B) CONTACT INFORMATION

	Home Phone Number (with area code):


	Work Phone:
	Cell Phone:

	Street  Address:


	Apt #:
	City:              
	State:
	Zip Code:



	e-mail address


	Preferred Primary Contact
	

	
	
	Home Phone
	OK to leave message to contact us?

    ___ Yes     ___  No

	
	
	Work Phone
	

	
	
	Cell Phone
	

	
	
	e-mail
	


C) IMMUNIZATION QUESTIONS

	Have you ever received shots for hepatitis A?


	Yes
	No
	Not Sure
	If yes, how many?

	Have you ever received shots for hepatitis B?


	Yes
	No
	Not Sure
	If yes, how many?

	Have you ever had your blood tested for hepatitis B?

	Yes
	No
	Not Sure
	If yes, does s/he know of result?



	Has a doctor ever told you that you have hepatitis B?


	Yes
	No
	Not Sure
	If yes, assess client’s understanding of their condition.

Refer client to care if needed.

	Does anyone in your family have hepatitis B?


	Yes
	No
	Not Sure
	If yes, indicate who.



	Do you have health insurance now?


	Yes
	No
	Not Sure


	If yes, indicate insurance carrier.

	Do you currently have a medical provider?  


	Yes
	No
	Not Sure


	If yes, indicate provider.


D)  ALLERGY QUESTIONS
	Have you ever had a reaction to vaccines (like a rash)?


	Yes
	No
	Not Sure
	

	Do you have any allergies to any medications/drugs?


	Yes
	No
	Not Sure
	If yes, which drugs/medications?

	Are you allergic to dry natural latex rubber, alcohol swabs, or yeast?


	Yes
	No
	Not Sure
	Other allergies:


DO NOT COMPLETE NEXT SECTION (CLINIC USE ONLY)

E) SCREENING/VACCINATION INFORMATION (CLINIC USE ONLY)

	Date of screening blood draw:


	HepA Status:
	HepBsAg Status:


	HepBsAb Status:


	Lab Accession #:         

Date physician was notified:


	Date results were mailed to patient:

	Date of Hep B vaccination 

	Vaccine #1 date:

 Site:

Initial:
	Vaccine #2 date:

Site:

Initial:
	Vaccine #3 date:

Site:

Initial:
	Notes:

	Date of Hep A vaccination


	Vaccine #1 date:

 Site:

Initial:
	Vaccine #2 date:

Site:

Initial:
	Notes:

	Date of antibody titer:


	Titer HepBsAb Status:
	Notes:

	Comments for database:
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