MEMBER DEMOGRAPHICS HEALTH NEEDS ASSESSMENT

Primary Caregiver: I

Primary Language: | [~

Heed for an Interpreter ?

) Yes
) Mo

Hew To Pcp:

C:' Yes
) Mo

Hew To Health Center?

{:} Yes
Mo

if ye=, have you scheduled an initial appointment yet?

e
Mo

HEALTH I MEDICAL CONDITIONS

What do yourour child usually go to the doctors for?

|:| Meurolodical Prokblem
|:| Musculoskeletal Problems
|:| Chronic Pain

|

|

|

|:| Cardiovascular Problem |

[] respiratory |

[] eastrointestinal |

[ irtegumentary |

[] Endoctine |

[] cenitourinary |
[] Hematologicalimmunalogics | |:|

|

|

|

|

|

|

|

|

|:| Cancer

|:| Cognitive

[] @rowdthimiutritional prokblem
|:| Sensory deficit

] severe slergies

[] Tobacco use

|:| Mental HeatthiBehavioral izsues (pasthresent)
|:| Substance Abuze lzsues

Premature/Sick newborn

i IYes If yes, gestational age; I [in wweeks)
Mo

Pregnant ?

'D Yes
1 Mo

Pregnant EDC I

Comments |

PRIMARY, SPECIALTY, and BEHAVIORAL HEALTH CARE
when was your/child's last physical exam/visit to PCP? IUDJ'DDJ'DUUD Crnmsdo iy

Are your'/child's immunizations up to date?
ives
Mo
Do yousyour child see another doctor or health care provider (other than PCP) on a regular basis?
i) Yes
2 Mo
What kind of provider ? |

Medical Specialist Hames: |
Mental Health Provider:

Substance Abuse Provider:

MEDICATIONS
Do youyour child need or use any prescribed medications?

i) Yes
i) Mo

If yes, list here: |

Do yousyour child use any over-the-counter medications (including herbs, vitamins, etc.)?

i) Yes
i Mo

If ves, list here: |

Comments: I

FUNCTIONAL F ADL, IADL
Are you'is your child limited or prevented from doing things that most people of the game age can do?

'D Yes
) Mo

If ves, explain: I

Do youyour child need assistance with any of the following:
[ Ambulsting

[ ] Bathing
|:| Dreszing
[ ] Toileting
|:| Tranzferring
[ ] Eating
[] shopping
[] meal preparation
|:| Housekesping
[] Transportation
[] Medication Management
] managing Finances
Do you'does your child participate in reqular phy=ical activity?

'D Yes
2 Mo

For child: How many hours per day does your child spend watching TV and/or playing video/computer games: I

MEDICAL EQUIPMENT { SUPPLIES

Do youidoes your child need or use any special medical equipment/supplies?

ives
Mo
If ves, zelect equipmentizupplies here:
hakility Equiptment; Cane Uses () Meeds
Crutches {:} Uzesz {:} Meeds
vialker Dilzes  imMeeds
viheelchair Cuses  iMeeds 5 (CO'owns D Rents
Crthotics DUses O Meeds
Cther - Describe Dilses OiNesds ¢ ('Owns () Rents
|
Respiratory Equipment; ORyoen _JUges  (ineeds ¢ Ciowns (Rents
Mekulizer Juses  Meeds ¢ (O'owns  (ORerts
CPAR Dlses  OMeeds ¢ (O'Owns (ORerts
Peak Flow heter (JUses  iNeeds
Cther - Describe iJUses  (peeds ¢ 'owns ('Rents
Fersonal Care Equipment; Hu:usp'rtaIIEIEd uses  (ipeeds ¢ C'Owns 'Rents
Commocde (DilUses  i_Mesds
Showeer Chair Dilzes  iMesds
Grak Bars JUses  _Meeds
Urinary Catheter Uzes  (heeds
Colostomy Uzes  (needs
&hsorbants JUses  _Meeds
Diapers Uses  (_iMeeds
Cther - Describe Dlses  OMeeds ¢ (OOwns (ORerts
Sensory Assizt Equipment: E':.feglaslses Uzes  (heeds
Cortacts Dilzes  Nesds
Yoice Synthesizer  (lzes ) heeds
Cther - Describe Uses  Meeds ¢ (Owns 'Rerts
Speciatty Equipment Glucnm!ter Uges  (_nMeeds
Bresst Pump lzes (i Meeds
Maternity Bett (DUzes  INeeds
wiound Care Supplies (lUses  (Meeds
Infusion Supplies Uses  (_Meeds
Tens Lt Dilzes  iMesds
Mutritional Supplimert (' Uses () Meeds
Other - Describe {:} Uzesz {::' Meeds {:} Owens {:} Fent=
|
Other - Describe Juses  (Meeds  ; ('Owns  (Rerts
|
Cther - Describe Dilzes OMesds ¢ 'Owns (ORents
|
Cther - Describe iJUses  (peeds ¢ 'owns ('Rents
|
DME provider: I
Comments: |
SPECIAL SERVICES
Have youwhas your child received any home or outpatient bazed therapies ! services in the past 12 months?
i Yes
i Mo
Type If current, list provider here:
Physical therapy _) Home () Outpatiert |
Ococupational therapy () Home ) Outpatiert |
Speech therapy i_)Home i Ctpatient I
Skilled nursing ") Home (O Outpatiert |
Haome healtth side { PCA (@ Home ) Outpatiert |
Does your child receive Special Education ?
i Yes
i Mo
If yes, is there an IEP in place ?
) ves
) Mo
Do youtrour child receive any gervices from any £tate or community baged agencies?
i Yes
i Mo

If yes, list agency type and service here:

Do youi/does your child use any complimentary sources of care?

{:} Yes
Mo

If yesz, list sources here:

Do you have any religious, spiritual or cultural practices that may impact your health status andior
use of health care services?

i Yes

i1 Mone known

If yes, explain here: |

HOSPITAL and EMERGENCY ROOM USE
Adult: Have you been admitted to a hospital in the last 12 months?

{:} Yes
Mo

If yesz, number of times: I Reasons:

Child: Has your child ever been admitted to a hospital ?

'l:} Yes
Mo

Have youhas your child been treated in the emergency room in the last 12 months?

'l:} Yes
Mo

If yez, number of times: I Reazons: E

PSYCHOSOCIAL ISSUES
Do you have an income ?

Mo
Ives

If yes, check the sourcels):
[] ==
[] ss00

[] EaEDC

[] social Security

[] TaFDC

|:| wWiorkman's Compensstion
|:| Retirement

|:| Pension

[] other

Have you applied ?

{:} Yes
Mo

Izgsues ? |

Do you have enough food ?

Ives
Mo

Do you have any food suppliments ?

|:| Food Stamps

[] wac

|:| Food Pantry

|:| Meals on wheels §f home delivered meals
Have you applied ?

{:} Yes
Mo

Izgsues ? |

Do you live alone ?

Ives
Mo

If no, list others in the home:

Does anyone elge in the household have a chronic health condition or digability?

{:} Yes
Mo

If yes, explain:

Do you have any dependent care issues?

{:} Yes
Mo

If yes, explain: |

Far Child: who provides care during,

the day? I

the might? |
Is there anyone in your life who can help you with things #

'l:} Yes
Mo

If yesz, who?

Do you have any housing problems ?

D Yes
D Mo

Type of problem: | [~

If yes, explain: |

Are there any conditions in your home that put you or your child at risk?

i_Ives
_I Mo

It wes, explain:

Have you ever applied for housing / housing subsidy?

i_Ives
i

ACTIONS

Do you have any healthcare concerns for your child?

Would you like to work with a case manager to help you meet youryour child's needs andior goals for optimal health?

{:} Yes
{:} Mo

Would you like to be referred to our Parent Consultant (CSHCH only) ?

Ci' Yes
Mo

RESOURCE COORDINATION
|:| Completed PT-1/Ride application
|:| Provided numbers for community resources
[] completed PCA, application
|:| Made community resource referral
|:| Completed Homemaking application
|:| Referral to Case Management
[ ] Referralto HFI
|:| Referral to Beacon
|:| Educated member on benefits
|:| Referral to Parent Consulttant



