
 
 
 
 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES 
LHD PARTNER SERVICES FEEDBACK FORM 

February 2016 
Please collect items below from each client during counseling and return to HIV Surveillance staff via fax. 

Pre-program your secure fax to HIV Surveillance: 248-424-9161.  Questions: 248-424-7910 

Date information obtained from client (month/day/year):       ____/____/_____   
 
Person Completing Form:  Last____________________     First_______________ Phone (        ) _____-_________ 

           
          Client Name:  Last__________________________ First______________________ Middle __________________   
 
          Date of Birth: _____/_____/______   Stateno: _____________________ Interview Date: __________________ 
 
 

 

 
Race :  __ Black/AA      __ White      __ Am Indian/Alaskan      __ Asian      __ Native Hawaiian/PI      __ Refused 

 

Ethnicity:   __ Latino/Hispanic      __ Arabic      __ Neither      __ Refused 
 
 

Risk/Exposure Factors (check all that apply): 
 

 
 
Testing and ARV use history per client:   (partial dates acceptable) 
 

 
 
Reason client not counseled by Partner Services: 

___Unable to locate    ___Out of jurisdiction 
___Refused/Declined    ___Incapacitated 

 Other: _________________________________ 
 
Comments:__________________________________________________________________________________________

___________________________________________________________________________________________________

  


