                            HCV Treatment Referral Protocol Checklist

	□ Patient identified by their medical provider as appropriate for, interested in, and would benefit from HCV treatment
□ Referral made for HCV treatment per protocol

                  □ HCV Viral load 
                  □ HCV Genotype 
□ Hepatitis immunizations completed:

□ Twinrix #1, □Twinrix #2, □ Twinrix #3  
        OR
                  □ Hepatitis A #1,  □ Hepatitis A #2 

                  □ Hepatitis B #1,  □ Hepatitis B #2, □ Hepatitis B #3 

□ Attended HCV treatment group education: Date ___________

□ *Two methods of birth control discussion (note in dictation)

□ *Two barrier methods of birth control discussion if on protease inhibitors

□ If still interested in treatment patient needs appt with provider and may continue on with the rest of the referral protocol.

□ Baseline mental health assessment completed by social services
                  □ IF NOT APPROPRIATE NOTE REASON AND PLAN: _________

                ___________________________________________________________

                  □ If appropriate for treatment continue with protocol (BELOW)

□ Baseline Ophthalmoscopic examination completed:
                  □ Date: _____________

                  □ Doctor: _____________

                  □ Copy of results on file

□ *Provider orders HCV treatment medications:

□ Insurance

□ Patient Assistance with Deb in SCHC pharmacy. 

□ Date application completed _________

□ expected arrival date of medications to SCHC Pharmacy: _____
* After HCV treatment medications arrive patient must:

□ Meet with medical provider to have baseline labs completed (if not done)

□ Provider to reinforce the need for 2 methods of birth control use while on HCV treatment and for 6 months after treatment is completed if on standard interferon/ribavirin regimen, 2 BARRIER methods discussed if patient is on standard HCV treatment with a protease inhibitor-note in dictation

□Meet with HCV case manager for a review of expected side effects and injection techniques

□ HCV Treatment agreement signed

 HCV Treatment start date: __________________________
                                                       If COINFECTED:

□ HIV stable       

□ HAART regimen: ________________________________________________



