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A. GROUP COUNSELLING SESSIONS
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Nutritional Assessment

 CounsellorDue Date Attend Date Attended

/ /

/ /

/ /

/ /

/ /

/ / Yes No

Yes No

Yes No

Positive Living
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Other Patient Training

 CounsellorDue Date Attend Date Attended
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(Specify)

KwaZulu Natal Department of Health
Comprehensive Care Programme

FORM 3: PAEDIATRIC PATIENT COUNSELLING FORM

B. DISCLOSURE

1. To whom has the patient's HIV status been disclosed? (Fill all that apply)

Parent(s)

Family Member

Household Member

Health Care Worker

Other (1)

Other (2)

(Specify)

(Specify)

C. HOME ENVIRONMENT

1. How many people live with the patient?

2. How many are HIV Positive?

3. How many are enrolled in the Treatment Programme?

(Form filled in by Counsellor)

2. Is the patient aware of their HIV Diagnosis? Yes No
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