ADDITIONAL CONTACT INFORMATION FORM 

                                 PATIENT NAME:                            DOB:      
	CONTACT INFORMATION

If necessary, please include additional sheets w/patient  and contact’s name(s).
	(Please # each additional contact and collect COMPLETE locating information.  Fill in text fields and required Disposition Code. Check applicable variables.

	Contact Name, City, County or State, Phone Number, Place of Employment and Physical Description 
	Sex
	Date of Last 

Exposure
	Test 

Date
	Date of 

Treatment
	Disposition Code Required *See Below

	4.       
	M   FORMCHECKBOX 
  F    FORMCHECKBOX 
   
	        
	          
	        
	     

	5.       
	M   FORMCHECKBOX 
  F    FORMCHECKBOX 
   
	        
	          
	        
	     

	6.       
	M   FORMCHECKBOX 
  F    FORMCHECKBOX 
   
	        
	          
	        
	     

	7.       
	M   FORMCHECKBOX 
  F    FORMCHECKBOX 
   
	        
	          
	        
	     

	8.       
	M   FORMCHECKBOX 
  F    FORMCHECKBOX 
   
	        
	          
	        
	     


*See DISPOSITION CODES and instructions for STD case reporting online http://.dphhs.mt.gov/publichealth/hivstd/casereporting.shtml
Comment Section:      
