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[Do NOT fax HIV/AIDS related patient information]

Include a positive lab report/results and H&P/clinic visit notes with the submission of this form. Please email report to: WacoEpi@wacotx.gov by
secure or encrypted email. The report may also be faxed to 254-750-5405 (a cover sheet is needed). You may call 254-750-5411 with questions,

comments, or concerns. Thank you!




	225 W. Waco Drive, Waco TX 76707 wacomclennanphd.org

	Reported By 1: 
	Reported By 2: 
	Date: 
	l: 
	Phone: 
	Fax: 
	First Name  MI: 
	Last Name 1: 
	Last Name 2: 
	City Zip code: 
	undefined: 
	Age: 
	RaceEthnicity: 
	ace: 
	SchoolDay Care Center: 
	REPORTABLE DISEASEORGANISM 1: 
	REPORTABLE DISEASEORGANISM 2: 
	Date of OnsetRow1: 
	Collection DateRow1: 
	Test Type and ResultRow1: 
	Specimen TypeRow1: 
	Collection DateRow1_2: 
	Test Type and ResultRow1_2: 
	Collection DateRow2: 
	Test Type and ResultRow2: 
	Specimen TypeRow2: 
	Collection DateRow2_2: 
	Test Type and ResultRow2_2: 
	Symptoms: 
	Admission Diagnosis: 
	Discharge Diagnosis: 
	that applyDate: 
	OfficeClinic visit: Off
	EROutpatient: Off
	Admission: Off
	D: Off
	Expired: Off
	undefined_2: 
	1: 
	2: 
	3: 
	undefined_3: 
	1_2: 
	2_2: 
	scharge: 
	undefined_4: 
	undefined_5: 
	CommentsPatient HistoryRisk Factors: 
	1_3: 
	2_3: 
	3_2: 
	4: 
	Check Box1: Off
	Check Box2: Off
	Hospital: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text1: 
	Text2: 


