HPTN 052 History and Physical 

	PTID:_________________                                                                  Date:________________
History of Present Illness 
History from:
Reason for visit (circle one):    Enrollment   Monthly    Quarterly    Annual    Interim
Other:
Risk Factors 
Tobacco use (cigs/day/yrs): 
Passive smoke exposure:
Alcohol use (drinks/day/yrs): 
Recreational Drug Use (specify):

HIV high risk behavior (specify): 
Caffeine use (drinks/day): 
Exercise (times/week): 



Family History 
A. Has anyone in your immediate family had...

B. thyroid disease? 
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

C. diabetes or other endocrine or hormone problems? 
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

D. heart disease? 
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

E. hypertension (high blood pressure)? 
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

F. cancer?
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

G. mental illness/depression? 
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

H. blood disorders? 
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

I. congenital abnormalities? 
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

J. autoimmune disease (Lupus, M.S., etc.)? 
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

Explanations of Yes responses above:
Allergies
Have you ever had an allergic or anaphylactic reaction (tightening in your chest, difficulty breathing, or hives) to...
	
	
	Month/Year, cause, and description of reaction:

	vaccines?
	 FORMCHECKBOX 
 yes      FORMCHECKBOX 
 no    FORMCHECKBOX 
 don’t know
	

	other medicines?
	 FORMCHECKBOX 
 yes      FORMCHECKBOX 
 no
	

	other substances?
	 FORMCHECKBOX 
 yes      FORMCHECKBOX 
 no
	



If yes to any, complete Pre-existing Conditions form.

Medications
	Are you currently taking/receiving...
	
	Notes: Dose, Freq and Date started.

	medications to treat or prevent tuberculosis?
	 Y        N
	

	other prescription medications?

	 Y        N
	

	non-prescription medications?

	  Y       N
	

	vitamins or herbs?

	  Y      N
	

	hormones or steroids?

	  Y      N
	

	experimental agents?

	  Y      N
	

	other medications?

	  Y      N
	


Note: A participant is INELIGIBLE if s/he is taking (1) immunosuppressive medications within 168 days, or (2) has taken an investigational research agent within 30 days prior to initial study vaccine administration, or (3) is currently taking anti-TB prophylaxis or therapy. Document all medications here and on the Concomitant Medications Log including vitamins, herbal products, and recreational drugs, if the participant is enrolled. 

Occupational/Social
Are there any occupational or social reasons that may prevent the participant from 
participating in and completing this study (e.g., frequent travel, out of town)? 
  FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

If yes, please describe:


Does the participant have access to the study site? 
Yes ____  No ___

Is the participant willing to be followed for the duration of the study? 

 Yes ____ No ___
Is the participant willing to receive HIV test results and disclose these results to their partner?  Yes  _____    No ____
REVIEW OF SYSTEMS 
General:   Changes or symptoms of:

· fever
· chills
· night sweats
· change in weight
· appetite  
· energy level

If positive complaint state when started, when resolved.

Head and Neck: Denies or complains of:

· headache

· vision changes

· hearing loss

· tinnitus

· nasal congestion 
· epistaxis 
· hoarseness

· dysphagia

Respiratory: Denies or complains of:

· cough
· hemoptysis

· asthma / wheezing
· bronchitis

· pneumonia 
· industrial exposure to asbestos

· history of TB
Cardiovascular: Denies or complains of:

· exertional chest pain

· dyspnea heart murmur
· palpitation
· rheumatic fever

· leg edema or claudication
Gastrointestinal: Denies or complains of:

· abdominal pain

· nausea or vomiting
· diarrhea or constipation

· hematemesis

· melena

· hematochezia

· liver disease

· gallbladder disease
· peptic ulcer disease
*If positive complaint state when started, when resolved.
Genitourinary: Denies or complains of:

· hematuria

· urinary frequency or urgency
· dysuria

· urinary tract infections or stones
· ,excessive nocturia
Musculoskeletal: Denies or complains of:

· joint swelling

· stiffness or pain
Neurologic: Denies or complains of:

· headache

· blackouts

· convulsions

· diplopia

· dizziness

· weakness or numbness
Hematologic: Denies or complains of:

· anemia

· abnormal bleeding 
· abnormal blood clot
Endocrine: Denies or complains of:

· excessive thirst

· hunger or urination

· denies excess sweat
· heat or cold intolerance

· denies hair loss or abnormal hair growth
Dermatologic: Denies or complains of:

· skin rash

· denies new lesions
· abnormal growth of existing moles

Psychiatric: Denies or complains of:

· depression
· anxiety

· loss of interest

· insomnia or excessive lethargy
Notes:

Medical History continued: WOMEN ONLY
Are you currently pregnant? 
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
Are you currently breastfeeding? 
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

Note: A participant is INELIGIBLE if she is pregnant or lactating / breastfeeding.

Menstruation
When did your last period start?


OR don’t know   FORMCHECKBOX 

Do you have regularly spaced periods? 
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

If no, what is the reason? Is it…

hysterectomy?
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
 FORMCHECKBOX 
 don’t know
menopause? 
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
 FORMCHECKBOX 
 don’t know
other reason? 
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
 FORMCHECKBOX 
 don’t know

If other, specify reason:


Record date of any surgeries and description on Pre-existing Conditions form. 

	
	
	Notes

	Have you had a bilateral tubal ligation? 

	Y      N
	

	Do you have bleeding between periods?
	Y     N
	

	Do you think you might be pregnant?
	Y      N
	

	Are you planning to become pregnant in the next 2 years? 
	Y      N
	

	Do you use a birth control method?
	Y      N
	

	If yes, type and frequency of use:
	

	If no, discuss plans for birth control use with this participant. See description below. If participant identifies as lesbian, discuss plan to use birth control should she have sex with men any time during the trial.


· Medical History continued: WOMEN ONLY
If you decide to join the study, would you be willing to use birth control from 
now through the end of the study?
   Y     N

Note: Consistent use of the birth control methods described in the HPTN MOP is considered adequate. Women who report no sexual activity with a man must articulate a plan to begin “adequate” birth control if they become sexually active with a man during the course of the study.
Pregnancy
How many times have you been pregnant?
If 00, go to “Any Gynecological Problems.”
How many…

live births? 
elective abortions? 
miscarriages?
still births?

Caesarean sections? 
Record date of surgery and description on Pre-existing Conditions form.
Any Gynecological Problems
Have you had any gynecological problems (e.g., an abnormal Pap smear)? 
 Y      N
Vitals:  BP:      Pulse:       Weight:         Height:           Temperature:            Respirations:

Describe normal findings.  Describe and identify any abnormal findings:
Physical Exam 
General appearance: 
Eyes 
Ears, Nose and Throat 
Neck 
Breasts 
Respiratory 
Cardiovascular 
Gastrointestinal 
Genitourinary 
Lymphatic 
Musculoskeletal 
 Skin 
Neurologic 
Mental Status Exam 
LABS:
Assessment:

Plan:

Follow-Up:

History and PE performed by:

Date:
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