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Out of Care Referral Form for HIV Patients  

The Rhode Island Department of Health has been funded by the Centers for Disease Control and 
Prevention to improve the health of persons with HIV by increasing access to HIV medical care and 
retaining patients in care long-term.  Please complete this form on HIV patients who have not been 
seen by you in the last 6 months - or sooner if your client/patient is at an increased risk of being lost 
to HIV medical care and before the case manager has had to close the case.  Thank you for working 
with us to ensure that persons with HIV are fully engaged in HIV medical care. 
 
Please fill out one form per patient and mail forms as patients are identified to:  
Attn:  Category C Out of Care Program (CONFIDENTIAL) 
The Office of HIV/AIDS & Viral Hepatitis 
3 Capitol Hill (Room 106) 
Providence, RI 02908 
         Form ID: ___________________ 
To be completed by Referral Site: 
Person completing form: ____________________________Date of referral: ______/______/______ 

Person to be contacted for follow up: ________________________________________ 

Reporting facility: _______________________________Telephone number: ______-______-_____ 
 
Client name: ____________________________ 
DOB: ______/______/______ 
SSN (whole number):______-____-________ 
Medicaid eligible:  [  ] No [  ] Yes [   ] DK 

Last known address: ____________________________________________________ [  ] Not Available 

Last known telephone number or cell: ______________________________________ [  ] Not Available 
Sex: [  ] Male [  ] Trans M-to-F [  ] Trans F-to-M [  ] Female   Pregnant [  ] No [  ] Yes [   ] DK 
Primary Language: _______________________ 
Ethnicity:    [  ] Hispanic/Latino   [  ] Not Hispanic/Latino    [  ] Unknown 
Race:    [  ] American Indian/Alaska Native   [  ] Asian  [  ] Black/African American 
             [  ] Native Hawaiian/Other Pacific Islander  [  ] White  [  ] Unknown  
Date of last appointment known with case management services:            ______/______/______ 
Date of last known contact with client:                                                     ______/______/______ 
Date of last appointment known with medical provider:                         ______/______/______ 
Date of last Rx Pick up:                                   ______/______/______ 
 
Comments (e.g., other services client receives, WIC, housing, substance abuse counseling, mental 
health services):__________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 


