
[image: image1.png]



ISTITUTO NAZIONALE PER LO STUDIO DELLE MALATTIE INFETTIVE

IRCCS “LAZZARO SPALLANZANI”

U.O.D.Monitoraggio 

Terapie Antiretrovirali






PLASMA      (
Dirigente Medico Prof. Carlo-Federico Perno


CAMPIONE:
LIQUOR       (
Tel. 06 55170654/656 – Fax. 06 5594555





ALTRO         (
TEST DI GENOTIPIZZAZIONE 





DATA:




NOME PAZIENTE_______________________________________________________________ETA’____________SESSO:        M  (          F  (
DIVISIONE_________REPARTO__________DH_________________MEDICO CURANTE ____________________________    TEL_________

SIEROPOSITIVITA’
   DAL________________________FATTORE DI RISCHIO__________________CLASSIFICAZIONE CDC____________

N. CD4+ ATTUALI _______________________DATA_________                      NADIR_______________________DATA____________________

VIREMIA PRE-HAART______________  _DATA_________________ VIREMIA ATTUALE___________________DATA__________________

ALTRI TEST GENOTIPICI
NO (      SI (
DATA_____________







DATA_____________







DATA_____________







DATA_____________

TERAPIE EFFETTUATE:

DAL__________AL__________FARMACI__________________________________VIREMIA (Nadir)____________________CD4 + *________

DAL__________AL__________FARMACI__________________________________VIREMIA (Nadir)____________________CD4 + *________

DAL__________AL__________FARMACI__________________________________VIREMIA (Nadir)____________________CD4 + *________

DAL__________AL__________FARMACI__________________________________VIREMIA (Nadir)____________________CD4 + *________

DAL__________AL__________FARMACI__________________________________VIREMIA (Nadir)____________________CD4 + *________

DAL__________AL__________FARMACI__________________________________VIREMIA (Nadir)____________________CD4 + *________

DAL__________AL__________FARMACI__________________________________VIREMIA (Nadir)____________________CD4 + *________

DAL__________AL__________FARMACI__________________________________VIREMIA (Nadir)____________________CD4 + *________

TERAPIA IN CORSO:_____________________________ __________________DAL_______________AL________________

INTERRUZIONE :___________________________________________________________________DAL_______________AL______________ 

* Indicare il numero dei CD4+ piu' elevato  in corso di terapia.

Eventuali coinfezioni virali _______________________________

NOTE___________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________ 

    IL RICHIEDENTE









_________________________________________
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