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Food Outreach

3117 Olive Street

St. Louis, MO 63103

314-652-3663

314-652-3673 fax

HIV/AIDS Client Intake Form

	Name:


	Today’s Date:

	DOB:



	Street Address:


	City:

	State:
	Zip:

	Phone:


	Alternate Phone:
	DCN/Ryan White Number:
	SSN:



	Gender:

       [ ] Male

       [ ] Female

       [ ] Transgender
	Race:   

         [ ] Black     [ ] White    [ ] Asian

         [ ] American Native/Alaskan Native

         [ ] Native Hawaiian/Pacific Islander 

         [ ] Unknown   [ ] Other
	  Ethnicity:

    [ ] Hispanic

    [ ] Non-Hispanic       

	                                 
	Ryan White Eligible:                 

                                       [ ] Yes        [ ] No

	Status:

[ ] HIV 

[ ] AIDS    
	Diagnosis date:
	CD4: 
	Test Date:
	Viral Load:
	 Test Date:
	TB Test:
[ ] Positive

[ ] Negative
	TB Test Date:

	Receiving Food Stamps:

[ ] Yes       [ ] No
	Food Stamp Amount:
	Number of dependants living in household/ages:

	HIV/AIDS Adult Risk Factor:

[ ] Men who have sex with men (MSM)  

[ ] Injection Drug User (IDU)   

[ ] MSM and IDU

[ ] Hemophilia   

[ ] Heterosexual (male and female)  

[ ] Blood Transfusion   

[ ] Unknown     [ ] Other
	HIV/AIDS Pediatric Risk Factor:

[ ] Sexual Abuse   

[ ] Perinatal transmission

[ ] Hemophilia 

[ ] Unknown

[ ] Other

	Medicaid:

    [ ] Yes     [ ] No    [ ] Applied   [ ] Spend down    

    [ ] Unknown    [ ] MC+
	Medicare:

         [ ] Part A        [ ] Part B

	Other Insurance Company:



	Case Manager:
	Agency:
	Phone:



	HIV/AIDS Physician:

	Clinic:
	Phone:

	Household Income Amount:
Percent Below Poverty:  [ ] 300%  [ ] 200% [ ] 100%

                    [ ] No [ ] Client refused to report [ ] Unknown
	Please describe any special needs or circumstances including food allergies and/or special diets: 




How did client hear of Food Outreach? ___________________

Food Storage, Delivery, and Preparation Information:
__Has car





__Has freezer

__Uses public transportation



__Has refrigerator
__Can arrange own pick-up



__Has microwave oven
__Needs delivery




__Has stove








__Microwave waiting list








__Blender
Emergency Contact:

Name:_________________________ Phone:__________________ Relationship:____________

Last Hospitalization Date:  ______________ Diagnosis: ________________________

I verify accuracy of stated information ________________________________Date:_________







Client Signature















  _____________________________________







Food Outreach Employee

Client Number: _____________

Date of Enrollment:  ______________
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