COUNTY OF LOS ANGELES DEPARTMENT OF PUBLIC HEALTH

DIVISION OF HIV AND STD PROGRAMS
HIV MEDICAL CARE COORDINATION SERVICES QUESTIONNAIRE  

I. AGENCY INFORMATION:

1. Agency Name:       

2. Clinic Address:      
3. Contact Name:      
3a. Address:
     
3b. Phone:
     
3c. Email:
     
II. PATIENT AND STAFFING INFORMATION:
4. How many clinics does your agency have?      
5. Total number of patients per clinic site?        
6. Total number of HIV-positive patients per clinic site?      
7. Total number of HIV-positive patients seen in the last 24 months at each clinic site?      
8.   Composition of clinical team (how many of each):


8a. MDs/DOs:      

8b. Nurse Practitioners:      

8c. Physician Assistants:      

8d. Registered Nurses:      

8e. Social Workers with MSW:      

8f.  Case Managers:      
III. CLINIC INFORMATION

9. At this clinic site, what are the days and hours of operation?      
10. How many days per week are HIV-positive patients able to see an HIV clinician?      
IV. INTEREST IN POSSIBLE TEMPORARY AGREEMENT WITH DHSP:
11. Yes
 FORMCHECKBOX 

12. No
 FORMCHECKBOX 
   
Please scan and email this form along with your Letter of Interest by October 13, 2016 to:

Ms. True Beck, Office of Planning

tbeck@ph.lacounty.gov
