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Introduction

« The Georgia Department of Public Health has
developed the Electronic Adult Case Report
Form (eACRF).

« This form is supported by State Electronic
Notifiable Disease Survelllance System (SendSS).

« This form does not replaces the current avenues
that are available for reporting HIV/AIDS.

« This presentation will provide c}g\eneralized steps
for accessing and submitting the eACRF.
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Register or Login to SendSS

« To access the eACRF the reporter will have to login to SendSS .
« If you do not have a login, you will have to register.
« SendSS can be accessed at: https://sendss.state.ga.us/sendss/login.screen

B Google XJI/A https://sends.../login.screen x\| +

b
L BN “Whitps//sendss.state.ga.us/sendss/login.scree

SendSS D=,

State Electronic Notifiuhle Disease Surveillance System

Login

[ sendss Login

Help Contact Us

Login

Welcome to SendSS v4

If you are new to SendSS and have not yet registered for a user account, please Click Here to fill out
the short registration form. Once you have received your account confirmation by email, you will be
able to begin using SendSS.

Register for New
* Forgot Password?
Training Demonstration Hew! A -t
» Registation and Login Procedurcs ccoun

SEN0SS. "Gk Mux' GRITS

[ Login ]
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https://sendss.state.ga.us/sendss/login.screen

Agree with Disclaimer To move
Forward

Google XJI"’&. https://sendss..in.disclaimer A -+

b

€ | @ https://sendss.state.ga.us/sendss/login.disclaimer

SendSS D<=

State Electronic Motifiabhle Disease Surveillance System Help  Cortact Us

| sendss Privacy Statement

This system will allow persons authorized by DHR to access protected health information about individuals for reporting and
treatment purposes. This information is entitied to significant privacy protections under federal and =state law. The Health
Insurance Portability and Accountability Act of 1998 (HIPAA) permits a covered entity to use and disclose protected health
information without written authorization if the use or disclosure is for treatment, payment, or health care operations. However,
HIP&A requires covered entities to have in place appropriate administrative, technical, and physical safeguards to protect the
privacy of protected health information. The disclosure of this information to unauthorized persons or for unautherized purposes
iz prohibited without the written consent of the person who is the subject of the information, unless specifically permitted by
federal or state law. Unauthorized disclosures of this information may result in significant criminal or civil penalies, as well as
punizhment up to and including the termination of employment. Failure to properly logout of SENDSS can result in an unauthorized
disclosure. Any unauthorized dizsclosures will be inwvestigated promptly and thoroughly prosecuted.

Agreeing with the Privacy Statement confirms your status as an authorized SENDSS user who is accessing the database onhy
for reperting and treatment purposes. Agreeing with the Privacy Statement also confirms that as an authorized SEMNDSS user
you will reasonably safeguard protected health information from any use or disclosure that is in violation of the Privacy
Statement or state and federal law.

Source: HIPAA, 45 CFR 58 164.502, 164 508, 154,530,

| agree with this statement "

| dizagree with this statement




Going to the eACRF

./-
Jr &b SendSS Home x(+

B https://sendss.state.ga.us/sendss/!sendssvd.home?pFlag=1
P g priag

SendSS Dr<=—. —

State Electronic Notifiahle Disease Surveillante System Help  ContactUs My Account  Logout

Caze Reporting Ca se
SendSS Home epartpaste ese Reporting

View Patient History
°| Messages: (I View Case Status Ta b

Send a Message

& Send A

There are

HIVIAIDS Case Report <€ b Seatllessages
- * Expired Messages HIV/AIDS
Case
Report

Copyright © 20135 Georgia Department of Public Health. All rights reserved.
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ttps//sendss.state.ga.us/sendss/Thre_reporting.hre_disclaimer
€ & hiip | g lss/lhiv_reporting.hiv_disclai
Wi syIlivilww o a T *—a |

Please notice there are a few

ISmi‘e Electronic Motifiable Disease Surveillante System Help  ContactUs My Acce requ”-ed |tems you must have to
Home Case Reporting Analysis Admin Smeit a Complete report.
Disease:HIV and AIDS Without these the form will not

© [ Form Requirements save and submit.

A confidential HIWVIAIDS Case Report Form should be completed for anyone who is:
= Diagnosed with HV for the 15t time

= Diagnosed with AIDS for the 15t time (i.e., lab results categorizes patient as Stage 3)
= MNew to your facility as a HNV/AIDS patient

= lUpdated health status (i.e., Pregnancy, Mame Change}
= |Updated vital status

WARNING: This form will time
out. All information will be lost if

TO COMPLETE THE FORM YOU MUST HAVE:

Paﬁf:;t'ig:t“::;ﬁ;;"eEreqmd} form iS not finalized inside the
- Patient First Name allotted time frame.

Patient Demographics (reguired)
= Current Sex
= Current Gender
= Date of Birth
= Vital Status
= Race
= Ethnicity

Facility Providing Information (reguired)
= Person Name Completing Form
= Perzon Phone Completing Form

RiskiTransmission Category (highly recommended but not reguired)
= MSM

::—?el-lerusexualtuntact Once you Verify you have a”
= Other . . . . " "
required information, click “Yes

Documented Laboratory Data

At least one of the following: here
= Positive HIW Antibody Test and Date (screening and confirmatory test), AND/IOR
= Positive HI Detection Test and Date, ANDIOR
= Physician Diagnosis and Date

PLEASE SAVE A COPY OF THIS REPORT FOR PATIENT CHART
QUESTIONS on e-ACRF? CALL B00-827-9769.

Do you have the information for the sections listed above? 4 No

We Protect Lives.



,/I g Georgia Adult HIV/AIDS Co., X \\+

(' @ hitps//sendss.state.ga.us/sendss/IHIV_REPORTING. hiv_case_entry?pStage=6

Georgia Adult HIV/AIDS Confidential Case Report Form

(Patients 2 13 years of age at fime of diagnosis) Please do your best to
© | Patient Identification — — com plete every section of
Patient Name th e fo rm.
] Fim Middle Name/ MI:
@ Last Name: Waiden Name: .
Alternate Name(s) (shown Last, First) Th e O n |y Va rl a b | es that a re
Please enter each alias (Limit 5} one at a time and click on the "Add" button .
s Name (P Last | [ | ac required to successfully
Address Type: | Choose One :I Current Street Address: | S u b m i‘t ‘th e eAC R F a re th e
Phone: |-| |-| | . .
core. TRLSHS — o variables with the RED
» ] s et dot beside them.
Prizon ID: | Counseling & Testing #:

©)| Patient Demographics |

@ Sex Assigned - .
ot girth' ) male © Female © Unknown Country of Birth: | Choose One El

Oonateoramn [ I ] O siespateotmitn | [ ]

@ Vital Status: () 1 _ ajive ©) 2 - Dead

@ Date of Death: I:H:H:l State of Death: | Choose One |Z|

@ t:urre.lnhttI S:}:‘l&er P — EI
© Ethnicty: [ChooseOne [ Expanded Ethnicty: | |
[C] American Indian/ Alaska Native [0 Asian
® Race: [ Blacks African American [ Native Hawaian/Pacific Islander
[ white [0 unknown

Expanded Race: |

©)| Facility Providing Information
Provider Facility and Address:
¥ Add/ Edit Facility Address

® Facilty Name: [0
Street Address: Country: | United States El

St ciy. | We Protect Lives.




This is NOT a Pediatric Case Report Form (PCRF)

SendSS <=,

State Electronic Notifiuble Disease Surveillunte System

Uid: labarrineau @& <3

Help Cortact Us My Account Logout

Home Case Reporting Analysis Admin

Georgia Adult HIV/AIDS Confidential Case Report Fy{
(Patients 2 13 years of age at time of diagnosis)

sendss.state.ga.us says:

This DOB indicates a Pediatric Case Report Form must be used. You will

(| Patient Identification |

not be allowed to save this form as it is an Adult Case Report Form.

Patient Name

@ First Name: Il
@ Last Name: I

Alternate Name(s) (shown Last, First)
Fiease enfer each alias {Limit 5) one at a time and clig

Please print off a PCRF from our website at
https://dph.georgia.gov/reporting-forms-data-requests

and mail it in or call 1-800-827-9769 to have it entered directly for you
WARNING: This form will not SAVE if there is a Pediatric DOB present.

lias Name (First, Last): | Il | Al |
Address Type: | Choose One A | Current
Phone: |—| |—| |
Country: | United States r |
City: [
Zip: | |

SSN: H H |

Prison 1D: |

Medical Record #:

Counseling & Testing #:

eet Address: |

State: |GA

County:

DL #:

(©| Patient Demographics

@ Sex Assigned
at Birth: ol = Un

© Date of i - 201 D

oWn

@ Vital Status: () 4 _ Alive o 2- Dead
9 Date of Death: | H H |
@ Current Gender
\denty: Choose One ul
@ Ethnicity: [ Choose One v |

Country of Birth: | Choose One

I 1] 1] ]
% miciia i Fl 1

State of Death: | Choose One

changed

Expanded Ethnicity: | |

The page will not let you
navigate anywhere until
the Year of Birth is

We Protect Lives.




Print, Mail, or Call to Report a Pediatric Case

Print
https://dph.georgia.gov/sites/dph.georgia.gov/files/Pediatric%20Proof%20Fi
nal%202013%20exp 02 29 2016.pdf

(NOTE: this link may expire when a new CDC form is issued. Please check
https://dph.georgia.gov/reporting-forms-data-requests for link to new form)

Mail - Please do NOT write HIV or AIDS on the envelope

Results must be double enveloped and addressed to:

Georgia Division of Public Health, Epi Section
P.O. Box 2107
Atlanta, GA 30301

Phone
1-800-827-9769




Populating a Facllity

© | Facility Providing Information |

— Provid :
» Addl Edit Facilty Address < )Please use this link to auto-fill the fields below Click on Add/Edlt FaC|||ty
® —— [0)
Street Address: Country: | United States v |
State: [GA City: |
County: Zip: | |
@ Phone |-| |-| |
Facility Type:| Choose One ¥ | Sut:rl’g.rpe:
@ Person Completing Form: | Date Form Completed: |DE? H.'E l&[ﬂﬁ |
@ FPhone: |-| |-| |

©)/| Physician Information |

Physician Information

Last Mame: First Mame: |
Middle Mame: Phone: |-| |-| |
Medical Record #: Hospital! Facility : |

© | Residence at Diagnosis |

-!«-’Adcf additional addresses in comments

Residence at AID 5 Diagnosis

Addras s Tume: | Mhones Mine w

We Protect Lives.



Populating a Facllity

& Add/Edit Facility Providing Address - Google Chreme (= [=2][=]
& https://sendss.state.ga.us/sendss/!hiv_reporting.hiv_facilityAddress?pString=%27CP%27 + &pFacAIDS = &pFacHIV=
e ——

flity Nam&f Grady N | .
=) " Type in a keyword to look

[ Search ] [ Cancel ]

-_ | \
our searc h returned thefullowinMyuu want to add. fo r yo u r fa CI | It}/-

* DEKALB GRADY:INTERVIEWER (GADDIDO0400995-7)
1864 Memorial Dr Se
ATLANTA, GA

R el by e T (2000003557007 / Select the best option.

ATLANTA GA

-

-

GRADY - CRESTVIEW NURSING HOME (GADDHOOOODDODS23E)
2800 Springdale Rd Sw
ATLANTA, GA 30315
(404) 616-8177

g;g‘.ﬁ“g.ﬁﬁlg |:lf’E;INT NHC (GADDIDD0394355-T) / ’ If N O SeleCtIO n S a I‘e
iy eranees | accurate or the facility
;%5—%}?}%%%?3%3:%00 NHC FAMILY MEDICINE/LABORATORY (GADDIDO1185161-3) iS O UT O F STAT E p I ea Se
e _ ; exit, return to previous
ngéﬁg:fr;nl:‘gngolgﬁ[flEKALB HEALTH CENTER (GADDIODO372071-4)

CHAMBLEE GA 30341 screen and manually

(770) 454-1144

-

L]

¥

* GRADY - NORTH FULTON NHC (GADDIDDD382250-3) ’ ente r M

We Protect Lives.




Populating a Facllity

[ Georgia Adult HIV/AIDS Confidential Case Report Form - Google Chrome

<« C | B https://sendss.state.ga.us/sendss/ hiv_reporting.hi
(] Other bookmarks

s

EXpanacy race.

©/| Facility Providing Information

Provider Facilty and Address:

b Addl Ed o ifit furich

@ Facility Mame:
Street Address:

State: ity:
County: ip: |
@ Phone |-| H |

Facility Type: Choose One v Subb,‘pe:
————————————— S ——————————

@ Person Completing Form: Date Form Completed:
@ Phone: |: |:

(© | Physician Information

United States

Physician Information

First Mame:
Phone:

Manually enter in the boxes

Last Name:

© [ Residence at Diagnosis .
| : provided

4 Add adcitional addresses in comments

Residence at AIDS Diagnosis

Address Type: | Choose One

Street Address
Country: | United States State:
City: | Choose One A County:
Zip Code:

Residence at HIV Diagnosis

Address Type: | Choose One

Street Address:
Country: | United States State:

City: | Choose One v County:
Zip Code:

(© | Facility of Diagnosis

Y add additional addresses in iment;
m Adult HIV:




Repeat for Facility at HIV Diagnosis and
Facility at AIDS Diagnosis

©)| Facility of Diagnosis

-!/Add additional addresses in comments
m Adult HIV:
— HIW Di i 5

»  Add! Edit Facilty Address ase use this link to auto-fill the fields below

— o if SAME as Facility Providing Information

Facility: [ ()
Street Address: Country: | United States v |
State: [GA City: |
County: Zip: | |
Phone: |-| |-| |
Facility Type: | Choose One ¥ | Sut:rl’g.rpe:l Choose One ¥

Provider Mame (First, Last): || | Provider Phone: | |-| |-|

Provider Speciality: | Choose One b |

#2540 Adult AIDS:
— AIDS Dia i ili

¢ Add) Edit Facility Address

=AME as Facility Providing Informaticn

Facility: ¥
Strest Address: Country: | United States v |
State: [GA City: |
County: Zip: | |
Phone: |-| |-| |
Facility Type: | Choose One v | Sub‘l‘g.rpe:l Choose One ¥
Provider Mame (First, Last): || | Provider Phone: | |-| |-|
Provider Speciality: | Choose One b |

We Protect Lives.



Ever had previous positive HIV test? Tives D ne O unknown

ﬂ Date of first positive HN test: | H H |
Ever had a negative HIV test? Dves O no O Unknown
9 Date of last Negative HIW test: | H H |
MNumber of Negative HN tests within 24 months before first positive & &
tast I:I ! Refused '_/ Dont Know/Unknown
©)| comments
Comments:

Copyright © 2013 Georgia Department % Public Health. All rights reserved.

Once all the information is entered, click the “Save” button at
the very bottom of the form.

We Protect Lives.



LS AR TdiRerl; W Lidls sl Degdll.

9 Date patient reported informat
Ever had previous positive HIY te|
ﬂ Date of first positive HIV test:

Ever had a negative HIV test?

© Date of last Negative HIV test

Number of Negative HIWV tests wil
test:

©)| comments

Comments:

dlE Wl sl Use.
SendSS System Pliessage:

Form Iz Invaligef Cannot Continue

@ Demographics - Sex Assigned at Birth is a reguired
field and must be entered.

@ Demographics - Vital Status is a required field and
mus=t be entered.

@ Lab Tests - At least one Lab Test must be entered or
have Physician diagnosis.

If any mistakes are made, this box

will be appear.

nknown

|

nknown

|

bed ':::' Cont Know/Unknown

We Protect Lives.




HIV Testing and Antiretroviral Use History

i If required by Health Department

Ever taken any antiretroviralz (ART)? Tvesl Mol Refusedl Dont Know/Unknown
If *ez, ART Medications:

Dates ART Taken: 9 Date firzt Began: M 9 Date of last use: o

© pate patient reported information: it

Ever had previous positive HIV test? Tves [ No T unknown

© Date of first positive HIV test: it

Ever had a negative HIV test? Mves Mo TUnknown

© Date of last Megative HIV test: i

Number of Negative HN tests within 24 months before first positive

test g o " Refused [ Dont Know/Unknown
| Comments

Comments;

This information has been saved

[ Eciit ] [Prirrt ‘-.-"ersim] [Finalize Nuw]

Once all information is saved, you
will be given the chance to review
the information you entered. If you
see any mistakes, click “Edit” to
return to the document. If all is
correct, click “Finalize”.

We Protect Lives.



Once you click “Finalize”, the system
will tell you that this is your last
opportunity to review the form
before it is submitted

aln - Wil =N
SendS5S System Message:
“fou are about to finalize this case, after which you will
] and Antiretrov not be able to make any changes to it

If you wish to proceed, please click the "Finalize Now —
button again. If have more changes to make, please click
the "Edit” button.
iny antiretrovirals (ART]| Dont Kno

Medications:
Taken: @ Date first ]

ed by Health Deparime

Press “Edit” if you see a mistake.

ient reported information: i

evious positive HIV test? Mves o T unknown

first positive HIV test: it .

regative HIV test? Mves Mo T Print a copy for your records.
ast Negative HIV test: i

zed [ Dont Know/Unknoy

legative HNV tests within 24 monthe before first positive r
Click ” li
ick “Finalize Now" t

complete subm|55|on
Thiz inf#frmation has beepfaved

Prlnt “ersion | Finalize Mow

We Protect Lives.



Example of Print

/A Georgia Adult HIV/AIDS C X(NewTab

https://sendss.state.ga.us/sendss/!HIV_REPORTING.chng_stg

22016

onfidertial C.

Print

Uid: Isbarrineau @ €3

Total: 4 sheets of paper
State Elecironis Notifinble Disease Swrveillance System Help  ContactUs My Account  Logout

Case Reporting

Georgia Adult HWV/AIDS Confidential Case Report Form
(Patients 2 13 years of age at time of diagnosis)

Print Cancel

[ Dell 2350dn Laser Pr

Destination
© Patient Identification
Change... Patient Name
First Name: TEST Micdle Narned MI:
Last Name: TEST Maiden Name:
P Al Alternate Nameds) (shown Last, First)
ages C)
Adcress Type: Choose Dne Current Sireet Address:
Phore: i}.
Courtry: United States State: GA
Courty:
Mecical Record #:
- OL#
Counseling & Testng #
Copies 1 + ° Patient Demographics
Sex fazired pemaL e Cauntry of Bith: Choose One
@  Daie of Brih: 010111500 € s Dote of Bith:
° Vil Status: 1 ALIVE
. 7 - Date af Death: State of Death: Choose One
Layout Paortrait it
ety
Efniciy: Hispanic! Latina Expanded Ethniciy:
| [ umesican Indiant Alaska Native | Asian
Options Simplify page Race: 'Emuumi:m American ::Nniue HawaianPaciic lskinder
Vihite: Uriknown
. Exganded Race:
Two-sided

@ Facility Providing Information

i — Proviser Faciity and Address:
4+  More settings Facity Name: Dekalb Grady:Ob/Gyn (GALOKOOIZETO0T)
Street Address: 1868 Memarial Dr Se Courttry: United States
State: GA City: ATLANTA

Caurdy: Zio:

Phone (999) 0880008 =
Print using system dialag... (Ctrl+Shift+P) Facily Type:Choosa One bypeChacta Que
Per: Ci ling Fi © testin Date Fi Ci - 02006/2016

son Campleting Foem: tosting orm Completed:

° Physician Information
Physician Information

| Last Name: First Name:
Nidce: Name: Phone: () -
Mecical Record # Haspital Faciley:

° Residence at Diagnosis

Yo aciional accresses i comments

s lisendss state ga usksercssHIV_REPORTNG.chg_sig




Once you completed the eACRF and successfully submitted it, this box will
appear

The caze has been submitted and you can continue entering new cases or exit. To continue entering cases click on
the "Continue" button. You can exit by clicking on "Exit" button.

[Euntinue] [ Exit ]

Contact Us - Georgia HIV Surveillance Section
1-800-827-9769
No Faxing Permitted
Georgia Department of Public Health, Epi Section
PO. Box 2107
http://dph.georgia.gov/georgias-hivaids-epidemiology-surveillance-section



http://dph.georgia.gov/georgias-hivaids-epidemiology-surveillance-section

