STD-23 Report Form Instructions

IMPORTANT: Copy the form to your computer.

Click in the first field (Name — Last) to begin data entry. Use the tab key to move to the next field or left click
with the mouse in the field needed to continue entering information. Select boxes by left clicking in the box.
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Data can not be saved, forms must be printed. When the form is completed click the “Print Form” button in
the upper right corner of the form. Be sure to mail or fax one copy to the State of Connecticut,
Department of Public Health, 410 Capitol Avenue MS#11STD, Hartford, CT, 06134-0308 (fax # 860-
509-7910), send one copy to the local health director of the patient’s town of residence, and keep one copy
in the patient’s clinic record. Mailed reports must be sent in envelopes marked “Confidential”
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For more information call: the Department of Public Health, STD Control Program at 860-509-7920.
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