Client ID: ______________________


Case Management Comprehensive Intake/Assessment

Fields indicated with an asterisk (*) are required to be entered in PE.  See intake instructions on how/where to enter in PE. 
This Brief Assessment is being completed for: (Choose one.) ( Intake  ( Reassessment  (Eligibility Verification Only
_________________
_______________________
 _________________                                                        _________
       *Date

        *Case Manager 

*Location of Assessment

                                       Year

If others present:  

Name: ___________________________ Relationship to client: __________________________ Phone: ______________________

I. BRIEF ASSESSMENT/ELIGIBILITY SCREENING
This section determines eligibility for Ryan White (RW) and HOPWA services.  Eligibility is based on the following criteria: a) HIV Status, b) Residence, c) Income, and 4) Payment source for medical care and prescription services.

Client Profile Information
*Legal Name: _____________________________________________________________       ______________________________


First


Middle


Last


             Preferred Name


*SSN: ___________/__________/__________ *DOB: ___________________    
*Current Gender Identity: ( Male (  Female   Transgender:    (  Male-to-Female     ( Female-to-Male
Note:  Gender identity must be client self-report.
Address

*Current Street Address: _____________________________________________________      * City: ______________________

*County: _________________________       *State________    * Zip ___________   *Date Moved In: ______________

*Mailing address/PO Box: ____________________________________________________________________________________
*OK to send discreet email?  ( Yes   ( No     Email address: ________________________________   
For the purpose of treatment, payment or healthcare operations, you may receive discreet mail, phone contacts, calls to your emergency contact and/or visits.  Visits may occur as scheduled or as required if unable to reach you via phone, letter or other means. All contacts will be handled with discretion and no unauthorized information will be shared (i.e. HIV status or other conditions). 
If client is incarcerated, choose the type of facility:  ( Federal Facility   ( State Facility  ( County Facility   ( Municipal (Town or City)__________________ Expected Released Date: ____________________ 



Emergency Contact

CL’s Emergency Contact: _____________________________   Relationship to CL: _______________  OK to contact? (Y (N Dependent?  (Y  (N      Household Member?  (Y ( N     HOPWA Household?  (Y (N  RW Part B Household?  (Y (N    

Phone: _____________________Msg. Type: ________________   Address (optional)____________________________________


Aware of CL’s HIV Status? ( Yes    ( No *Be sure to get a release of information for this person
Household Income Summary

Utilize and attach the MAGI Income Eligibility Screening Tool to preliminarily verify eligibility for RW, SC ADAP, and HOPWA services.  Proof of such eligibility will be required upon completion of the Comprehensive Intake/Assessment.   

* PERCENT (%) OF FPL: ______%
( ELIGIBLE   ( NOT ELIGIBLE FOR RW PART B SERVICES
HOUSEHOLD INCOME LIMITS BY FUNDING SOURCE: 

RW PART A ___  RW PART B___  RW PART C ___  RW PART D ___  HOPWA ___  
SC ADAP HOUSEHOLD INCOME LIMITS: 
Direct Dispensing (DDP): 550%   Medicare Part D (MAP): 550%    Insurance Assistance (IAP): 550%
Demographics
*Race (Check ALL identified with) (Must be client self-report):  

( White  ( Black  (Native American ( Alaskan ( Asian (Native Hawaiian ( Pacific Islander          

If Asian, indicate racial origin below:

 ( Asian Indian  ( Chinese ( Filipino ( Japanese ( Korean  (Vietnamese  ( Other Asian_____________  
If Native Hawaiian or Other Pacific Islander, indicate racial origin below
( Guamanian or Chamorro ( Samoan    ( Other Pacific Islander_____________  
      

*Ethnicity (Must be client self-report):   ( Hispanic/Latino(a)  ( Non-Hispanic/Latino(a)  

If Hispanic, indicate Ethnic origin: ( Mexican   ( Mexican-American   ( Chicano(a)   ( Puerto Rican    ( Cuban    ( Dominican    ( Other Hispanic/Latino(a)_____________  
Marital Status: ( Divorced    ( Married    ( Partnered    ( Separated    ( Single    ( Widowed    ( Unknown
*Primary Language: ( English  ( Spanish   ( Sign   ( Other: ______     
*Other Language Proficiency: ______________________

* Vision: Is client blind or unsighted?    ( Yes   ( No
*Hearing: Is client deaf or hearing impaired?    ( Yes   ( No
Will the client need translation/interpretation services? ( Yes   ( No        If Yes, ( Linguistic   ( TTY 
( Other:_________
HIV Status

Proof of HIV positive status will be required upon completion of the Comprehensive Intake/Assessment.
*Date HIV Diagnosis: _____________________________   *Date of AIDS Diagnosis (if applicable):________________________

*Current Stage of Disease:    (AIDS     (HIV +, AIDS Status Unknown     (HIV+, Not AIDS     (Indeterminate   

*How were you exposed to HIV? (List all Possible Transmission Routes)  

( Blood Transfusion    ( Exposure to Blood     ( Hemophilia     ( Heterosexual Contact     (IV Drug Use    

( Man who has Sex with Men (MSM)
       ( Perinatal
       ( Other 
( Undetermined        ( Refused to Report     

Primary Care Provider: _________________________       Infectious Disease Physician: _____________________________

Telephone Number: _____________________________      Telephone Number:______________________________

medications/treatment adherence—attach patient clinical summary: ***mcm will have 45 days from the completion of the comprehensive intake/assessment to collect and enter medical information needed for patient clinical summary to be generated from the medical encounter in provide enterprise (pe).  if clinical summary is not attached after 45 days,  attach a copy of client’s signed and dated authorization to release form and proof that the authorization was sent to medical provider.
Post- visit Tasks: Post-Brief Assessment:

Documentation in Provide Enterprise:

1) Pre-register the client in Provide Enterprise. Completing this step as soon as possible will help you determine which Authorization forms you will need the client to sign during the next visit.  
2) Use the Progress Log Contact Type “Incoming Referral Services Contact” for all contacts that occur prior to the Comprehensive Intake/Assessment. The minutes entered count toward your productivity but do not report the client as served until eligibility is confirmed. Use only Services Provided that have a Category of “Monitoring.”

Operational: 

1) Pre-fill any Authorization for Release to be signed by the client during the next visit.  You will need : 1) Name/Phone of Medical Provider as indicated in the Brief Assessment and 2) Name/Phone of any RW agency that may have previously provided services and registered the client in Provide Enterprise (i.e. from duplicate client alert).
2) Remind the client to bring the following for the Comprehensive Intake/Assessment: 

a) Income documentation (i.e. check stubs, income statements, tax return etc.)
b) Residency verification (i.e. State issued Identification, utility/other bill in Client’s name with address)
c) Insurance/Medicare/Medicaid card (medical care, oral health, vision, and/or prescriptions)

II. COMPREHENSIVE INTAKE/ASSESSMENT
(  Initial Intake (  Reassessment Start Date: ___________________ 
Challenges to HIV Care 

Education

Reading Ability/Literacy: How difficult is it for you to: 

Understand written instructions on medications in his/her primary language? 

( Not difficult        ( Somewhat difficult       ( Very Difficult        ( Have never done it

Look up information in phone book in his/her primary language?

( Not difficult        ( Somewhat difficult       ( Very Difficult        ( Have never done it

Read fine print on letters in his/her primary language?

( Not difficult        ( Somewhat difficult       ( Very Difficult        ( Have never done it

Fill out forms like at the Doctor’s office in his/her primary language?

( Not difficult        ( Somewhat difficult       ( Very Difficult        ( Have never done it
*Reading Ability/Literacy: ( Cannot Read  ( Very difficult  ( Somewhat difficult ( Not very difficult  ( Can read   
Education Level:   (00- No Schooling        
(01- ≤ 4th grd        (02- 5th or 6th grd.        
  (03- 7th or 8th grd.        


   (04- 9th grd.
           
               (05- 10th grd.        (06- 11th grd.
                 (07- 12th grd., no diploma



   (08- High School Diploma
(09- GED
 



   (10- Educational Degree beyond HS diploma (Circle app. level: Associate degree; Graduate degree; 


                  Undergraduate degree; post-secondary school; Technical/Trade/Vocational degree) 

Currently in School? ( Yes ( No

Employment/Transportation

*Transportation:  Does client have access to transportation? ( Yes   ( No 
           
If yes, please list primary transportation type:   ( Bus     ( Cab     ( Family Member     ( Leases Car     ( Medicaid Van         ( Owns Car           ( Other: ________________
Current Employment Status:

 ( > 35 hrs per week    ( < 35 hrs per week    ( Unemployed/Not Disabled   (Temp Disabled      ( Perm Disabled    ( Retired   

Reason Unemployed or Underemployed: ( Disabled ( HIV/AIDS Symptoms ( Other Illness ( In School ( Incarcerated/Criminal record ( Transportation ( Laid Off ( Other ________________________
Seeking Employment? ( Yes   ( No: 

Medical Assessment

*How do you rate your overall health?     ( Excellent  ( Very Good    ( Good    ( Fair    ( Poor    ( Don’t Know

*Primary Care Source: ( Other Public Clinic    ( Outpatient Clinic (Hospital)   ( Public Comm. Health Center   

( RW Part C Clinic   ( RW Part B Clinic      (Solo/Group Practice
  ( Unknown
 ( VA or Military Hospital

*Primary Care Giver Type: 
(Foster Parent  (Grandparent  (One/Both Parents  (Other  (Other Adult  (Professional  (Self  ( Spouse/Partner
Diagnosed health problems other than HIV:  ( Heart disease    ( Diabetes     ( Hyper/Hypotension (high/low blood pressure)

( TB   ( Hyper/Hypolipidemia   ( Hepatitis _A _ B_ C  ( Other: _____________________

Pregnancy: If Female
*Currently Pregnant?  ( Yes   ( No   ( N/A
If yes, expected due date: _________________

Health Symptoms: 

Current HIV symptoms: (Fevers  (Night sweats  (Tiredness  (Weight loss  (Loss of appetite  (Diarrhea  (Thrush  ( Short term memory loss  (Yeast infections  (Nausea  (Chills  (Change in vision  (Cold sores  (None

Do HIV symptoms affect your ability to work? ( Yes   ( No

Do other health symptoms (non-HIV) affect your ability to work? ( Yes   ( No
Activities of Daily Living (ADLs)/Instrumental Activities of Daily Living (IADLs)

How many meals do you eat per day? ____                                     Is your diet well-balanced/nutritious? ( Yes  ( No                                     Assistance needed with nutrition? ( Yes  ( No    
Is assistance needed with daily activities: ( Walking     ( Feeding     ( Bathing     ( Grooming     ( Dressing     ( Toileting     ( Brushing teeth      ( Preparing meal        ( Other______________________

Is assistance needed with the following activities: ( Housekeeping     ( Shopping     ( Using the telephone     ( Medication management     ( Managing finances     ( Driving

( Other_______________________  

**NOTE: Client may need additional assessment for referral for Disability & Community Long Term Care (CLTC)


Challenges to HIV Medication Adherence
Your Doctor may be prescribing HIV medications.  This means taking every dose of medication and talking to your doctor about problems before you stop taking your medications.  Do you have any concerns about starting/continuing your HIV medications?
 ( Yes  ( No  

Please share:_________________________________________________________________________________________________

Are there any issues that may prevent you from taking medications or accessing medical care such as:  

( I have trouble swallowing pills                                  ( I forget to take my pills                   ( I have concerns about side effects  

( When I start feeling better, I quit taking my pills      ( I worry about someone seeing my pills or seeing me take them   

( I travel a lot                                                                ( I have trouble reading or understanding labels on bottles                                 ( I have a busy life and miss doses                               ( Cultural/Religious beliefs                   
( Other___________________________________________________________________________

Describe client’s ability describe the importance of taking HIV medication(s) due to the possibility of viral resistance? 

( Not important ( Somewhat Important ( Very Important 
Have you begun taking HIV medications?  ( Yes  ( No If client answered “Yes” to taking HIV medications, answer questions below:

Please list your HIV medications (must be client self-report): _____________________________________________
Describe client’s ability to list/name/describe HIV medications: ( Not difficult ( Somewhat difficult ( Very Difficult ( Not able to do it

Have you missed any doses of your medications in the last month?  ( Yes  ( No    If yes, how many? _____________________

Do you have side effects or problems taking any of your medications?  ( Yes  ( No    
Please describe in Action Plan goal:_____________________________________________________________
Domestic Violence (optional)
Refer to your agency’s policy for referral assistance guidelines and/or protocols.  A referral for Domestic Violence is not required for RW/HOPWA DHEC funding.
Legal Documents Status

Legal Problems (indicate legal/criminal history): ( No criminal history ( In criminal justice system (jail/prison):     (Probation     (Felony criminal record     (Prior misdemeanor offense     

Action plan Remark on any pending legal problems or needs : _________________________________________________________________ 

Risk Assessment
Have you had a sexually transmitted infection within the past?: ( 0-3 months    (4-6months   (7-12 months    ( 13-23 months   ( 24+ months   ( Never had an STI other than HIV       
If client indicated a history of STIs, please select: (Syphilis   (Herpes   (Gonorrhea   (Chlamydia   ( Genital warts   (None   (Other:__________ 

*Does the client believe s/he may currently have an STD (Other than HIV)?  ( Yes    ( No   
If yes, has client received treatment? (Self-report): ( Yes    ( No   
Describe client knowledge of ways to avoid HIV Transmission to others: 

Client’s own risk factors? ( No understanding    ( Some understanding (Full understanding  
Transmission to others? ( No understanding    ( Some understanding (Full understanding 

How to use male or female condoms and/or dental dams? ( No understanding    ( Some understanding (Full understanding
What types of sex have you ever had? (Oral     (Anal     (Vaginal    

What types of sex do you currently have? (Oral
 (Anal   (Vaginal      ( None  

Do you currently have sex with?
( Men    (Women   (Both     (NA 

How often do you use condoms for sexual activities?     (NEVER uses condoms     (RARELY uses condoms  (Uses condoms SOME of the time     (Uses condoms MOST of the time    (ALWAYS uses condoms     (Not currently engaging sexual activities     

In the past, what has kept you from using condoms/protection?  (Abusive sex partner   (Cultural barriers   (Physical abuse   (Limited cognitive ability   (Substance Use/Abuse   (Limited income to purchase protection   (Low self esteem   (Mental health issues   (Unaware of safe practices   (Partner unwillingness to practice safer sex   (Client unwillingness to practice safer sex   
If IV drug use was a risk factor, was risk reduction related to clean needles and no sharing needles discussed? (  Yes   ( No
Has the client notified past/current sexual partners of HIV status? ( Yes    ( No  
Has the client been contacted by SC health department in follow-up for reportable conditions (i.e. HIV, Syphilis, Tuberculosis)? ( Yes    ( No  

III. BENEFITS ASSESSMENT TOOL

This portion of the Intake serves to ensure that Ryan White is Payer of Last Resort for services.

VA Benefits 
Veteran: ( Yes   ( No   If yes, is CL eligible for VA benefits?  ( Yes   ( No

*Per HRSA Policy Notice 07-07, clients cannot be denied Ryan White services if they choose not to access VA benefits.  

*Coverage under Tricare is considered Private Insurance.

      

SSI/SSDI (http://www.ssa.gov)

Does client receive Social Security benefits at this time?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No  If yes, check type:  SSI_________SSDI_______

Was this client applied for Social Security benefits?         FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

       If client was applied to Social Security: Date Applied:_______________      Date Effective (If Applicable):______________ 

       Date Denied (If Applicable):______________                     Reason for Denial:_______________________________________

MEDICAID (https://www.scdhhs.gov/income-limits)
Does client currently have Medicaid?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No     Medicaid ID #  _______________ Copy of card in file?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If client has Medicaid,

· What is the Medicaid Benefit Level?  FORMCHECKBOX 
 Comprehensive Coverage    FORMCHECKBOX 
 Emergency Svcs. Only     FORMCHECKBOX 
 Family Planning Only    

· Does the client have coverage for the following?    FORMCHECKBOX 
Oral Health?   FORMCHECKBOX 
 Vision Care?  FORMCHECKBOX 
 Client’s Prescribed HIV Meds? 
· Is the client on the CLTC Medicaid Waiver program?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No    

· Is this a Medicaid Managed Care Organization/Plan?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No     If yes, which company? ___________________

If client does not have Medicaid, does client meet Medicaid Program eligibility criteria?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  

· If yes, was client applied to the Medicaid Program?      FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No                   

If client was applied to Medicaid: 

Date Applied: ______________  Date Effective (If applicable):____________Date Denied (If Applicable): _____________      

(If client was applied to Medicaid, you must obtain and file a copy of the Medicaid application.)

If client was not applied to Medicaid, indicate all applicable reasons from the list below:

(  Does not meet SC Aged/Blind/Disabled eligibility criteria

(  Aged/Blind/Disabled, but does not meet income criteria 
(  Not custodial parent

(  Disabled, but does not qualify for CLTC-HIV waiver Program 

(  Not a US citizen

(  Does not have SSI

MEDICARE (http://www.medicare.gov)
Does client meet Medicare Program eligibility criteria?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No (65 years and older or SSDI for two years)

Is the client currently enrolled in one or more of the following Medicare Benefits Programs (check all that apply):
(  Medicare Part A (hospital coverage)


Is a copy of the Medicare card in the chart?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

(  Medicare Part B (Medicare program that client pays premium for coverage of medical visits, but offers no Rx coverage).

(  SLMB - Medicare Part B (SC Medicaid program which assists with premiums for Medicare Part B) 
 Date:____________________     
( Medicare – Part D Basic Coverage (Medicare program to cover Rx’s, but client does not qualify for Low Income or Full Low Income Subsidy. (Client is eligible for ADAP MAP Services.)


Is a copy of the Medicare Part D card in the chart?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

( FLIS (“Extra Help”) (Full Low Income Subsidy) assists with Medicare Part D (Client is not eligible for ADAP MAP services.)  Pharmacy co-pays would be $6.60 or less. 


Application Date:_________________

( LIS (“Extra Help”) (Low Income Subsidy) (Client is eligible for ADAP MAP.)

Does the client have Medicare coverage for the following?   
 FORMCHECKBOX 
Oral Health?    FORMCHECKBOX 
 Vision Care?  FORMCHECKBOX 
 Client’s Prescribed HIV Meds? 

PRIVATE INSURANCE www.healthcare.gov
Active Private Insurance Coverage:

Primary Insurance Source:  FORMCHECKBOX 
Individual Plan   FORMCHECKBOX 
Family Plan  FORMCHECKBOX 
  Employer    FORMCHECKBOX 
  COBRA  
If COBRA, Coverage End Date: ___________
If Individual or Family plan, is the plan from the ACA Exchange/Health Insurance Marketplace:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
  No
* If plan is from the ACA Exchange/Health Insurance Marketplace, provide updated income/household size information in healthcare.gov as part of the Intake/Reassessment process to ensure accurate computation of premium tax credit and eligibility for cost-sharing assistance. 
 Does this client have Private Insurance coverage for?

 FORMCHECKBOX 
  Medical Care?   FORMCHECKBOX 
  Prescriptions?  FORMCHECKBOX 
   HIV Meds?  FORMCHECKBOX 
  Oral Health?  FORMCHECKBOX 
 Vision Care? 

Private Insurance Company Name: _________________________ ID#________________________Copy in file?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

No Coverage or Gap in Coverage: (www.healthcare.gov)
Did the client experience any of the following “Life-changing Events” in past 60 days?   

(  Loss of job or reduction in number of hours of work

(  Change in income
(  Change in Marriage Status (Marriage/Divorce)

(  Change in dependents (new baby, adoption)

(  Moved to a new state that has different coverage

(  No longer eligible for coverage under parents’ plan

(  Native American and registered tribal member
(  Were charged an IRS penalty for not having coverage
These are considered “qualifying events.”  Client may be able to enroll in an ACA Plan during a “Special Enrollment Period”.
Contact healthcare.gov if other circumstances arise that may qualify for a Special Enrollment Period.
SC AIDS DRUG ASSISTANCE PROGRAM (ADAP) www.scdhec.gov/adap
Is client currently on:

ADAP Direct Dispensing?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No      
ADAP Insurance Program:  Co-pay?     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No    Continuation? (Premiums/COBRA)  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

ADAP Medicare Assistance Program (MAP)  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

SC ADAP Recertification Due: ______________________

* SC ADAP will accept recertification up to 60 days early.

ADAP Pharmacy: _________________________________
Is there a valid Informed Consent from ADAP to your organization on file?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

*If No, obtain the client’s authorization so that you can receive updates on recertifcation status, enrollment status, refill history and adherence.

If “No” to all the above, has client ever been on ADAP?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No  

If yes, what was closure reason and date?
 FORMCHECKBOX 
 ______________ Reason  Date ________________________________
See “SC AIDS Drugs Assistance Program Income Eligibility Guidelines” for income eligibility:   http://www.scdhec.gov/ADAP.
OTHER PRESCRIPTION ASSISTANCE PROGRAMS

Does client need additional assistance for prescriptions while waiting for a pending application to one of the above mentioned prescription coverage or benefit programs?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

Does the client need assistance applying for other compassionate care/indigent care programs related to medical needs? 

  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   If yes, explain: _________________________________________________________________________________

____________________________________________________________________________________________________________

Note: Applications for ADAP and other health benefit programs will generate mail to your address for recertifications and other required correspondence. SC ADAP correspondence is discreetly labeled and worded. Other benefit programs may send written correspondence that typically does not contain direct information on HIV disease or other specific disease information. However, the medications may be listed or a summary of insurance utilization may be sent to your mailing address by the insurer or prescription assistance program. 

IV. HOPWA PROGRAM SCREENING

This section is to be completed as part of the Comprehensive Intake/Assessment.

Note:  To obtain HOPWA short-term rent, mortgage, utility or deposit assistance, a home visit may be required to ensure that housing supported with HOPWA funds is suitable for human habitation.
*Current Housing Programs:  (  HOPWA      (  HUD
(  Public Housing        (  Section 8     (  TBRA
(  None
 ! If any box other than “None” is checked, client should be referred to HOPWA Program.  

*Rent/Own: ( Rent    ( Own    ( Unknown    ( Does not contribute                      *Number of Bedrooms:   _________

*Housing Type:
	( 01-Emergency Shelter

( 02-Transitional housing for homeless persons

( 02- Transitional housing for persons at risk for homelessness

( 03-Permanent housing for formerly homeless persons

( 03- Permanent housing for persons at risk for homelessness

( 04-Psychiatric hospital or other psychiatric facility

( 05-Substance abuse treatment facility or detox center

( 06-Hospital (non-psychiatric)

( 07-Jail, prison, or juvenile detention facility

( 08-Don’t Know

( 09-Refused

( 10-Rental by client, no ongoing housing subsidy

( 11-Owned by client, no ongoing housing subsidy

( 12-Staying or living with family, temporary tenure
	(13-Staying or living with friends, temporary tenure

( 14-Hotel or motel, paid for without emergency voucher

( 15-Foster care home or foster care group home

( 16-Place not meant for habitation

( 17-Nursing Home

( 17-Other:_________________________________

( 18-Safe Haven

( 19-Rental by client with VASH housing subsidy

( 20-Rental by client with other housing subsidy

( 21-Owned by client with housing subsidy

( 22-Staying or living with family, permanent tenure

( 23-Staying or living with friends, permanent tenure

( 24-Deceased




! If Client’s Housing Type is one of the following, complete the Homelessness Assessment Tool (separate document) to determine the nature of homelessness and to identify any required actions:  01; 02; 04; 05;06;07;12;13;14;15;16;17;18.    
Housing Assessment

Does the client feel that his/her housing is affordable? (  Yes   ( No

Is the client in danger of losing current housing? (  Yes   ( No   If Yes, refer client to HOPWA Program. 

How does the client feel about his/her current housing arrangements? ( Adequate  ( Not adequate

Are there any structural or functional inadequacies in the client’s home? (  Yes   ( No ( N/A
If yes, please describe:  (  Lacking or inconsistent or unsafe utilities (Gas, Heat, Water, Lights)   (  No/inconsistent hot water (  Plumbing issues (  Mold or other sanitation issue (  Missing appliance (Stove, Refrigerator) (  Missing/broken smoke detector (  Lead-based paint (  Infestation of pests (   Not handicapped accessible (  Not maintained for safety (  Missing or broken windows/doors (  Not structurally stable ( Bathrooms not functioning  (  No locks/not able to secure   (  Air quality issues (  Air quality (  Not habitable for other reason; please specify _________________________
Does the client feel that his/her housing is stable? (  Yes   ( No 

Document other comments regarding housing condition/needs in Action Plan:_________________________________________

____________________________________________________________________________________________________________
! If yes to any question above or CL feels housing conditions are not adequate, CL should be referred to HOPWA Program.    
Homelessness Assessment (Required Action) Summary 
Homelessness is a major client-centered barrier to appointment and medication adherence.  Review the Client’s “Housing Type” selection from above.  Complete the required Homelessness Assessment tool and indicate any required actions based on the Homelessness Assessment results.

Is a Referral for Housing Services required? (  Yes   ( No   

If yes, reason: (  Homeless per HUD (  Losing primary nighttime residence ( Persistent housing instability (  Fleeing domestic violence
Finances

Proof of income is required for all services: HOPWA, RW, & ADAP services** See RW Part B Program Guidelines for acceptable forms of income documentation.

Does the client feel that his/her income is stable? (  Yes   ( No  
	*Source of Income
	Received From
	$ Client
	$ Household/Other

	Earned Income/Employment
	
	
	

	Unemployment
	
	
	

	SS-Retirement
	
	
	

	SSI
	
	
	

	SSDI
	
	
	

	Private Disability
	
	
	

	Veteran’s Pension
	
	
	

	 VA Disability Payment
	
	
	

	TANF/AFDC
	
	
	

	General Assistance (GA)
	
	
	

	Workers Comp
	
	
	

	Former Job Pension
	
	
	

	Child Support
	
	
	

	Alimony or Spousal Support
	
	
	

	Food Stamps
	
	
	

	Other 
	
	
	


	Expense Type
	Paid To
	$ Client
	$ Household Other

	Rent/Mortgage
	
	
	

	Electricity/Gas
	
	
	

	Water
	
	
	

	Phone
	
	
	

	Cable
	
	
	

	Transportation (Gas, etc.)
	
	
	

	Food
	
	
	

	Child Care
	
	
	

	Car Payment
	
	
	

	Home Owners
	
	
	

	Renter’s Insurance
	
	
	

	Property Taxes
	
	
	

	Car Insurance
	
	
	

	Credit Cards/Loans
	
	
	

	Unreimbursed Medical Expenses
	
	
	

	Child Support
	
	
	

	Health Insurance
	
	
	

	Other
	
	
	


	*Total Monthly Income
	

	Total Monthly Expenses
	

	Total Monthly Cash Flow
	


! If Monthly Cash Flow is less than $50 per month, Client needs to be referred to the HOPWA program.
Other Financial Information/Needs:_____________________________________________________________________________

Household Members 

**Complete in full: All information is required for RW and HOPWA programs**

Contact First Name
Contact Last Name
Relationship to Client

OK to Contact?
                         (Yes
  ( No
             Race (All Identified With): ___________________________________

Emergency Contact?                    ( Yes           ( No                Ethnicity: ( Hispanic/Latino(a)      ( Non-Hispanic/Latino(a)      
Dependent?                                  ( Yes           ( No                 Monthly Income: ___________________________________________  

Household (HH) Member?          ( Yes          ( No
             HIV/AIDS Status: ( AIDS  ( Negative  (HIV+, Status Unknown

HOPWA HH Member?    
          ( Yes          ( No



 ( HIV+, not AIDS  ( Indeterminate    ( Unknown  

Part B/ADAP HH Member?        ( Yes          ( No

Aware of CL Status?                   ( Yes
 ( No
             Phone Number: _____________________________________________

Date of Birth: _____________________________
             Msg. Type:   ( None    ( Any    ( Discreet    ( Name Only
Gender:      ( Male       ( Female      ( Transgender – M to F  ( Transgender – F to M
Contact First Name
Contact Last Name
Relationship to Client

OK to Contact?
                         (Yes
  ( No
             Race (All Identified With): ___________________________________

Emergency Contact?                    ( Yes           ( No                Ethnicity: ( Hispanic/Latino(a)      ( Non-Hispanic/Latino(a)      
Dependent?                                  ( Yes           ( No                 Monthly Income: ___________________________________________  

Household (HH) Member?          ( Yes          ( No
             HIV/AIDS Status: ( AIDS  ( Negative  (HIV+, Status Unknown

HOPWA HH Member?    
          ( Yes          ( No



 ( HIV+, not AIDS  ( Indeterminate    ( Unknown  

Part B/ADAP HH Member?        ( Yes          ( No

Aware of CL Status?                   ( Yes
 ( No
             Phone Number: _____________________________________________

Date of Birth: _____________________________
             Msg. Type:   ( None    ( Any    ( Discreet    ( Name Only
Gender:      ( Male       ( Female      ( Transgender – M to F  ( Transgender – F to M

Contact First Name
Contact Last Name
Relationship to Client

OK to Contact?
                         (Yes
  ( No
             Race (All Identified With): ___________________________________

Emergency Contact?                    ( Yes           ( No                Ethnicity: ( Hispanic/Latino(a)      ( Non-Hispanic/Latino(a)      Dependent?                                  ( Yes           ( No                 Monthly Income: ___________________________________________  

Household (HH) Member?          ( Yes          ( No
             HIV/AIDS Status: ( AIDS  ( Negative  (HIV+, Status Unknown

HOPWA HH Member?    
          ( Yes          ( No



 ( HIV+, not AIDS  ( Indeterminate    ( Unknown  

Part B/ADAP HH Member?        ( Yes          ( No

Aware of CL Status?                   ( Yes
 ( No
             Phone Number: _____________________________________________

Date of Birth: _____________________________
             Msg. Type:   ( None    ( Any    ( Discreet    ( Name Only
Gender:      ( Male       ( Female      ( Transgender – M to F  ( Transgender – F to M

Contact First Name
Contact Last Name
Relationship to Client

OK to Contact?
                         (Yes
  ( No
             Race (All Identified With): ___________________________________

Emergency Contact?                    ( Yes           ( No                Ethnicity: ( Hispanic/Latino(a)      ( Non-Hispanic/Latino(a)      
Dependent?                                  ( Yes           ( No                 Monthly Income: ___________________________________________  

Household (HH) Member?          ( Yes          ( No
             HIV/AIDS Status: ( AIDS  ( Negative  (HIV+, Status Unknown

HOPWA HH Member?    
          ( Yes          ( No



 ( HIV+, not AIDS  ( Indeterminate    ( Unknown  

Part B/ADAP HH Member?        ( Yes          ( No

Aware of CL Status?                   ( Yes
 ( No
             Phone Number: _____________________________________________

Date of Birth: _____________________________
             Msg. Type:   ( None    ( Any    ( Discreet    ( Name Only
Gender:      ( Male       ( Female      ( Transgender – M to F  ( Transgender – F to M

V. SUBSTANCE USE AND MENTAL HEALTH ASSESSMENT(S)

Substance Abuse and Mental Health records have special protection under the SC Code of Laws.  In order to release copies of the Substance Abuse (SA) or Mental Health (MH) portion of this form, the Client’s specific authorization is required. Prior to release, the Client or Client’s Guardian must sign an Authorization to Release form that specifically authorizes the release of the SA or MH portion of the Intake/Assessment and related electronic records. Therefore, it is necessary to restrict the release of these sections without the Client’s specific authorization.
Substance Use

Identify current or past use of any substances including Alcohol, Amphetamines, Steroids, Chew/Snuff, Cigarettes, Club Drugs, Cocaine, Inhalants, Injection Drugs, Hallucinogens, Marijuana, Prescription Drugs, Sedatives, Over-the-counter (OTC) medications, etc.   



(  No history of substance use         







	Substance
	Currently Using (Y/N)? 
	Date of last use? 
	Average quantity of use (How much)
	Frequency of use (How often)
	Age of first use?
	Does client identify use as a problem to work on?

	Tobacco 
	
	
	
	
	
	

	Injection Drug Use
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


What does the client report as current Substance Use level?: (  Chronic use interferes with daily function & medication adherence (  Chronic use but able to work and interferes with adherence    ( Casual/ recreation use /may interfere with adherence    (   Substance Abuse History not currently using (  No use 

Substance Use Treatment

Has client ever been in treatment? (Yes    ( No   If yes, when and where? ___________________________________________

Does client feel treatment was effective?   (Yes    ( No   Comments: _________________________________________________
If currently using, is the client willing to receive a referral to a substance abuse counselor or program?    ( Yes    ( No
Explain in Action Plan Goal:______________________________________________________________________________

Mental Health Assessment

What impact does stress have on your ability to manage your health (i.e. keeping medical appointments, taking medications, etc.) ? ( No impact at all    ( Some impact  ( A great deal of impact  
How important is spirituality or religion in your life? ( Not important ( Somewhat Important ( Very Important 
What role does stigma have on your life (how people respond to HIV)? ( Not important ( Somewhat Important ( Very Important 
Patient Health Questionnaire (PHQ-9) – Clinical Depression Screening (Condensed)

In the last month:

Have you often experienced feelings of sadness, hopelessness or depressed?   ( Yes    ( No   
Have you experienced a loss of interest in things you like doing?   ( Yes    ( No   

Have you experienced trouble falling or staying asleep or sleeping too much? ( Yes    ( No   

Have you experienced feeling tired or having little energy that is not related to physical health? ( Yes    ( No   

Have you experienced a change in your appetite (such as eating too much or too little)? ( Yes    ( No   

If Client answered Yes to three (3) or more of the PHQ-9 questions, refer client for Mental Health/Behavioral Health Service as indicated in the Section below. (Referral as needed.)
Mental Health Treatment

Have you experienced any of the following in the past 10 years? (Check all that apply)
(Chronic/persistent paranoia, schizophrenia, bipolar, or personality disorders   (  Clinical depression or anxiety   ( Situational depression based upon event or environmental factor (i.e. death of person close to you, loss of job/income, health diagnosis, etc.) ( No Mental Health concerns    

Have you ever been prescribed an anti-depressant or anti-psychotic medication? (Yes, currently    (Yes, previously ( No          
Have you ever been in treatment with a psychiatrist, psychologist or behavioral health provider? (Yes    ( No   
If yes, when and where? ___________________________________________

Do you feel treatment is/was effective?   (Yes    ( No   Comments: _________________________________________________
Would counseling help you to remain in medical care (i.e. keep your medical appointments, take your meds)?    ( Yes    ( No
If client reports mental health concerns, explain in Action Plan Goal: ________________________________________________

Is the client willing to receive a referral to a mental or behavior provider based on stated need?    ( Yes    ( No
Behavioral Observation(s):
Document your observations of Client’s behavior at time of your interview.
Behavior
(Polite   (Cooperative   (Suspicious/distrustful      (Aggressive   (Hostile   (Agitated   (Nervous   (Withdrawn   (Uncooperative   (Resistant



Speech 
(Slow   (Rapid   (Pressured   (Loud   (Soft   (Slurred   (Mumbled   (Monotone   (Clear/coherent   (Confused   (Stuttering   (Appropriate Speed and volume

Appearance
(Neat/ well groomed   (Unkempt/poor grooming   (Malodorous (bad smelling)   (Unusually Dressed   

(Appears older than age   (appears younger than age   (not remarkable

Movements:
(Steady gait (good balance)   (Unsteady gait (poor balance)   (Tics (involuntary twitches)   (Fidgety/ agitated   (Smooth movements   (Appears stiff or uncomfortable when moves   (Psychomotor retardation (moves slowly) 

Level of Consciousness:  
(Alert   (Drowsy   (Non-responsive

Attention/Concentration: (Good concentration/attn.  (Easily distracted   (Difficulty following interview/answering questions                (Unable to complete interview because of inattention

Orientation: (Oriented to person   (Oriented to place   (Oriented to time    (Non-Oriented    (Oriented to person, place, & time     
Memory:
(Memory intact   (Recent memory intact   (Remote memory intact   (Neither recent nor remote memory intact

Judgment:
(Clear/logical   (Irrational   (Cloudy        Thoughts: (Confused/jumbled   (Clear/logical

Affect (facial expression)
(Expression fits mood   (Expression does not fit mood   (Flat affect (No variety of expression)   

(Blunt affect (less variety of expression than expected)   (Full range of affect (full variety of expression) 

VI. Needs Assessment (should be reflected on action/service plan)
Select below if needs will be addressed by medical case manager (MCM) or via Referral.
Need



            MCM   Referral

Need

          

MCM   Referral
( Adherence Counseling


(       (

( Medical Case Management
(       (
( Alcohol/Substance Abuse Treatment
(       (

( Medicaid 


(       (
( Dental Care    



(       (

( Medicare


(       (


( Employment Assistance


(       (

( Mental Health Counseling

(       (
( Emergency Financial Assistance   

(       (

( Partner Notification

(       (
( Financial Counseling


(       (

( Peer Services


(       (



( Food Bank



(       (

( Prescription Assistance

(       (

 

( Food Stamps     



(       (

( Risk Reduction Education

(       (
( Home Health & Hospice  


(       (

( SSI/SSD


(       ( 

( Housing Assistance  


(       (

( Support Groups


(       (
( Insurance Premium Assistance

(       (

( Transportation


(       (
( Legal Assistance


(       (

( Volunteering


(       (
( Medical Care



(       (

( Vision


(       (
VII. Summary—attach progress log
I, ______________________________, certify that all the information I have given is true and accurate to the best of my knowledge and belief.  I agree to provide financial and other verification that may be needed to receive services.

I, ______________________________, certify that I have been provided a copy of my Rights and Responsibilities and Notice of Privacy Practice as required by federal, state, and program requirements. 

Client or Guardian Signature  

Date  

Case Manager Signature  

Date  

*Witness Signature (if needed)  

Date  

Supervisor Name

Review Date  

· A witness signature is required if the client is unable sign the form (i.e. due to illness, literacy, or disability).

· If you do not have a third party witness available when signature is indicated by a mark, please write a note of explanation and get your supervisor to initial and date this form.

Comprehensive Assessment Wrap-up with Client:

Operational: 

1) Proof of Eligibility (attachments)

a) Proof of income, residence, HIV positive status

b) Copy of insurance cards/benefit letters

2) Homelessness Assessment

a) Complete and attach the Homelessness Assessment if indicated by the Client’s “Housing Type.”

b) If Referrals are being made for Homelessness, obtain a signed Authorization for Release.

3) HOPWA

a) Identify Referrals/Housing Program Enrollment required based on the Housing Screening section. 

b) If Referrals are being made for HOPWA, obtain a signed Authorization for Release.

4) Other Referrals

a) Identify if any other Referrals are needed based on the Needs Assessment and other portions of the Intake. 

b) If Referrals are being made, obtain signed Authorization(s) for Release.

5) SC ADAP

a) Determine if the Client is already in SC ADAP or needs to be applied/recertified for SC ADAP services. 

b) Complete the application/recertification on paper to obtain the Client’s signature if applicable.

c) If the Client is already in SC ADAP, obtain signed Authorization(s) for Release.

6) Benefits Assessment Tool (ACA)

a) Determine if any Referrals are needed for health insurance services such Affordable Care Act, Medicare, or Medicaid enrollment.

b) If Referrals are being made, obtain signed Authorization(s) for Release.

7) Follow-up visit for Action Plan

a) Establish date for follow-up visit to complete and sign the Action Plan.

b) Remind the Client of any additional items to bring for the follow-up visit.

8) Authorizations

a) Obtain the Client’s signature on any pre-filled Authorizations identified after the Brief Assessment.

b) Submit these Authorizations to the clients current/prior Medical Provider and to the agency that previously registered the client.  If the client record is not released in Provide Enterprise within five (5) days, notify your Supervisor or Lead Case Manager.

Documentation in Provide Enterprise after the client leaves:

1) Enter Comprehensive Assessment into Provide Enterprise.
2) Create Provider Relationship record in PE for Medical Provider and Medical Case Manager. Close any relationships that no longer apply (i.e. prior Medical Case Manager).
3) Check the SC ADAP status and recertification due date.
4) Create the Program Enrollment Housing if indicated by the Housing Screening section.
5) Create the Action Plan to be signed by Client within 45 days. Be sure to include a Housing goal if indicated by the Housing Screening Tool or Homelessness Assessment.
6) Create a Progress Log with Ryan White as the Funding Source.
a. Use the Progress Log Sample Text, All Providers – Intake to capture the required information.
b. Enter any Services, Applications, Care Actions, and Referrals.
c. You will follow up on Referral during the Pre-visit process prior to the next visit. 
7) Create a Progress Log with HOPWA as a Funding Source (based Housing Screening).

8) Run the “Action –Check for Completeness” and fill in any missing fields.
Phone 2: __________________________   Primary? ( Yes  ( No    


Message?     ( None    ( Any    ( Discreet    ( Name Only 


Phone Type?( Home           ( Mobile/Cell      OK to text: Y   N


        ( Work/Bus.   (Friend/Relative   








Phone 1: _________________________ Primary? ( Yes  ( No    


Message?     ( None    ( Any    ( Discreet    ( Name Only 


Phone Type?( Home          ( Mobile/Cell    OK to text:   Y   N


        ( Work/Bus.   (Friend/Relative   


             











Phone 3: __________________________Primary? ( Yes  ( No    


Message?     ( None    ( Any    ( Discreet    ( Name Only 


Phone Type?( Home          ( Mobile/Cell     OK to text:  Y   N


        ( Work/Bus.   (Friend/Relative   








Phone 4: __________________________   Primary? ( Yes  ( No    


Message?     ( None    ( Any    ( Discreet    ( Name Only 


Phone Type?( Home           ( Mobile/Cell     OK to text:  Y   N


        ( Work/Bus.    (Friend/Relative   
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