
Referral Tracking Form

Client ID: _____________________ 

	A.
	Referral Code:
	

	B.
	Referral Date:
	____/____/____ (mm  / dd /  yyyy)

	C.
	Referral Service Type:
	· HIV testing
· HIV confirmatory test
· HIV prevention counseling
· STD screening/treatment
· Viral hepatitis screening/ treatment/immunization
· TB testing
· Syringe exchange services
· Substance abuse prevention or treatment services
· IDU risk reduction services
· Reproductive health services
· Prenatal care
· HIV medical care/treatment 
· General medical care
	· PCRS
· PCM
· Other HIV Prevention services
· Mental health services
· Other support services (specify): __________________________

__________________________

· Other services (specify):
__________________________

__________________________
· Other services (specify):
__________________________

__________________________

	D.
	Referral Follow-up Method:

(Choose only one)
	· None
· Active referral
· Passive referral—agency verification

· Passive referral—client verification

	E.
	Referral Outcome:

(Choose only one)
	· Pending
· Confirmed—accessed service
· Confirmed—did not access service
· Lost to followup

	F.
	Referral Close Date:
	____/____/____ (mm/  dd /  yyyy)

	G.
	Referral Notes:
	_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________
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