STD CASE REPORT & INTERVIEW FORM ‘\
4

South Dakota Department of Health - Office of Disease Prevention Services

615 E. 4th St. Pierre, SD 57501 FAX: (605) 773-5509 PH: (605) 773-4794 Sebarvenor HEALTH
Chart #: Last Name: First Name: AKA:
Date of Birth: / / Gender: [ Male l:] Female O Transgendered MTF l:] Transgendered FTM

Race: [:] Asian/Pacific Islander D American Indian/Alaska Native l:] Black/African American D White [:] Other Ethnicity: D Non-Hispanic D Hispanic

Address: City: State: Zip:
Phone: ( ) - Phone: ( ) - E-mail:
Chlamydia (urine)  Date Collected: / / Result: D Negative D Positive Date: / / If patient is
) . » female, is the
Gonorrhea (urine)  Date Collected: / / Result: D Negative D Positive Date: / / patient
regnant?
HIV (rapid) Date Collected: / / Result: C] Non-reactive D Reactive C] Invalid Tjg
No
HIV (confirmatory)  Date Collected: / / Result: Date: / / C]
Yes
If HIV results not given, why? D Declined notification [:] Could not locate l:] Other
How many
Syphilis (rapid) Date Collected: / / Result: D Negative [:] Positive C] Inconclusive weeks?
Syphilis (confirmatory) Date Collected: / / Result: C] Non-reactive RPR [:] Reactive RPR  Titer Date: / /
(_J Non-reactive TPPA (] Reactive TPPA Date: / /
Symptoms: (] Dysuria (] Vaginal/Penile Discharge (] Abdominal Pain (] Testicular Pain () Other: (U] Asymptomatic
Symptom Onset Date: / /
Estimated Date of Last Sexual Exposure: / /
Reporting Facility: Provider:
Chlamydia Treatment: (] Zithromax (azithromycin) 1 gm PO Treatment Date: / /
() Alternate Treatment given: Treatment Date: / /
Gonorrhea Treatment: D Zithromax (azithromycin) 1 gm PO plus Rocephin (ceftriaxone) 250 mg IM  Treatment Date: / /
() Zithromax (azithromycin) 1 gm PO plus Suprax (cefixime) 400 mg PO Treatment Date: / /
(] Alternate Treatment Given: Treatment Date: / /
Syphilis Treatment: D Bicillin (benzathine penicillin G), Deep I.M., 2.4 million units (2 injections of 1.2 million units each, same visit) Treatment Date: / /
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Original Patient’s Name: Date of Birth: / /

The Department of Health follows up with all reportable conditions in South Dakota, including sexually transmitted infections. We do this to help stop the spread of these
diseases, and to help prevent you from getting the infection back again. By providing information about your sexual partners on this form, we may not need to contact
you further for the information. We do not disclose any of your personal or medical information to these partners, we will contact them confidentially and tell them that
they may need testing for sexually transmitted infections.

List sexual partners for the past two months, and as much information about that person as you can in the space below. If you have not had a partner in the
last two months, list the last sexual partner. Print neatly.

Last Name: First Name: Nickname:

Date of Birth: / / Gender: [:] Male D Female D Transgendered Male To Female D Transgendered Female To Male

Race: (] Asian/Pacific Islander (] American Indian/Alaska Native (] Black/African American () White (] Other ~ Ethnicity: (] Non-Hispanic (] Hispanic

Address: City: State: Zip:
Phone: ( ) - Phone: ( ) - E-mail:
First time you had sex with this person / / Last time : / /

What Type of Sex? (Check all that apply) (] Vaginal Sex (] Received Oral Sex ) Gave Oral Sex (] Received analsex (] Gave anal sex

Has this contact been notified of their exposure? (_JNo [ ]Yes Who notified them?

Has this contact been tested? ? (_JNo (] Yes Date of Test: / / What facility?

Did this partner receive Partner Delivered Therapy? ([ JNo [ ]Yes If Yes: (_)Azthromycin (] Cefixime Date: / /

What is the best way to find this person?

Last Name: First Name: Nickname:

Date of Birth: / / Gender: D Male D Female D Transgendered Male To Female D Transgendered Female To Male

Race: l:] Asian/Pacific Islander D American Indian/Alaska Native D Black/African American D White [:] Other  Ethnicity: D Non-Hispanic l:] Hispanic

Address: City: State: Zip:
Phone: ( ) - Phone: ( ) - E-mail:
First time you had sex with this person / / Last time : / /

What Type of Sex? (Check all that apply) [:] Vaginal Sex (] Received Oral Sex [:] Gave Oral Sex (] Received anal sex l:] Gave anal sex

Has this contact been notified of their exposure? (__JNo (] Yes Who notified them?

Has this contact been tested? ? (_JNo (_]Yes Date of Test: / / What facility?

Did this partner receive Partner Delivered Therapy? ([_JNo (] Yes If Yes: (] Azithromycin (] Cefixime Date: / /

What is the best way to find this person?

If you need to list more than 2 partners from the last 2 months, please ask for another sheet to fill out.



