Ryan White Part B Medical Case Management 
Assessment Form 

Client UCI#:____________________ 
                            
           Date: _________________________ 
Directions:  Page 1 only of Assessment form should be completed by client or Medical Case Manager should provide assistance.  Pages 2 – 4 should be completed by Medical Case Manager only.
1. Medical History

Has or is any of the following happening:
Headaches              

Yes   
  No   

Cough 


Yes   No 
Dizziness                  
           Yes   No   

Rash



Yes   No 
Memory problems 
           Yes   No   

Pain anywhere 

Yes   No 
Visual problems     

Yes   No   

Weight loss or gain 
           Yes   No 
Dental problems 

Yes   No   

Difficulty eating 

Yes   No 
Nausea 


Yes   No   

Loss of appetite 

Yes   No 
Vomiting 


Yes   No   

Alcohol/Substance use         Yes   No   ER care/hospitalization 
Yes   No   

Diarrhea 


Yes   No 
Other specify: ____________________________________________________________________
2. Screening

Has or is any of the following happening: 
Difficulty sleeping 



Always   Never   Sometimes 
Feeling anxious or nervous 

           Always   Never   Sometimes 
Feeling sad or helpless 


Always   Never   Sometimes 
Want to harm myself or others 

Always   Never   Sometimes 
Under or over eat 

 

Always   Never   Sometimes 
See or hear things that are not there 
Always   Never   Sometimes 
Someone threatened you with harm 
     Yes                   No 
Someone assaulted you sexually
      
     Yes   
                No 
Gambling

                                       Yes                 No 
3. Activities of Daily Living 

Are you having problems with?





Stable housing 
      Yes  
  No  

          Walking 
                        Yes   No 
Food/meals 

      Yes   No  

          Shopping                                Yes    No 
Transportation 
      Yes    No   
                     Hygiene 
                        Yes   No 
Other specify: _____________________________________________________________________
Client CAREWare URN#:_________________ Date: _______________ Update due on or before:_______________
Initial Assessment  FORMCHECKBOX 
 Follow-up Assessment  FORMCHECKBOX 
 (Assessments are required to be updated at least every 6 months or as needed)

Section A: Physical Health
1.
Who is the Medical Provider who treats your HIV and their contact information?
___________________________________________________________________________________________________________________




2.
Do you have any other medical providers? (e.g. Primary Care, Gyn) If yes, include name & contact information: ___________________________________________________________________________________________________________________
3.
Name, address, and phone number of pharmacy: 
___________________________________________________________________________________________________________________
4.
Physical Appearance (including Hygiene):_______________________________________________________________________________
5.
Tell me about your physical health: ____________________________________________________________________________________
6.
Tell me about your daily appetite: _____________________________________________________________
Section B: HIV Health Literacy:  (Done once at intake unless client needs repetition) *Ask client to explain in their own words.
1.
What is a CD4 count? _____________________________________________________________________________________________________________
2.
 Is the goal of treatment to make the CD4 count go up or down? _____________________________________________________________________________________________________________
3. 
What is a viral load? _______________________________________________________________________________________________________________
4.
 Is the goal of treatment viral suppression? ________________________________________________________________________________________________________________
Section C: Treatment Adherence Assessment
1.
Are you considering or currently taking any HIV medications?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
2.
If taking HIV medications, which one(s) are you currently taking?    FORMCHECKBOX 
 Don’t Know 
Please list medications: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3.
Are you taking medication to prevent Pneumocystis Pneumonia (PCP)?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No If yes, circle medication: Bactrim (Trimethoprim-          Sulfamethoxazole, TMP/SMX), Dapsone, Clindamycin, Pentamidine, Atovaquone) 
4.
What non-HIV medications are you taking including over- the- counter medications/vitamins/supplements/herbs? 

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________
5.
Are you having any difficulties taking your HIV medications?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If yes, which medications/describe the difficulty: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________
6.
How adherent are you to taking your HIV medications?   FORMCHECKBOX 
  0-25%   FORMCHECKBOX 
  25-50%   FORMCHECKBOX 
 50-75%   FORMCHECKBOX 
  75-95%    FORMCHECKBOX 
 95-100%
7.
Are you or would you like to work with an HIV Treatment Adherence Nurse?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, name & contact information: _________________________________________________________________________________________________________________
Section D: Mental Health Screening

1.
Recently have you been feeling down, depressed or hopeless?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  FORMCHECKBOX 
 N/A   
2.
Have you ever been diagnosed or treated for a mental health illness?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If yes, diagnosis: ____________________________
3.
Are you currently receiving mental health treatment or individual or group therapy?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, mental health provider and contact                             information: _________________________________________________________________________________________________________________
4.
Have you been prescribed medication for depression, anxiety, or mood disorder?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No (If yes, list medications in Section B)

5.
Client declines to answer the above questions, why? ______________________________________________________________________
6.
Are you interested in a referral for Mental Health Services?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    FORMCHECKBOX 
 N/A    FORMCHECKBOX 
 Client declined 

Section E: Substance Use
1.
Tell me about your use of alcohol and/or drugs in the past?   FORMCHECKBOX 
 If used, which substance(s): _______________________________________
    When was the last use? _________________________      How old were you when you first started using? _____________   FORMCHECKBOX 
 Never used

2.
Are you currently using any substances?   FORMCHECKBOX 
 Yes, Drug(s) of Choice: _________________________________________________________
    _________________________________How often: _____________________ How much: _________________________     FORMCHECKBOX 
 Not using
3.
Are you currently enrolled in a treatment program:  FORMCHECKBOX 
 Yes (Program): ___________________________________________________   FORMCHECKBOX 
 No

4.
Are you currently on  FORMCHECKBOX 
 Methadone (dosage): _____________________     
 FORMCHECKBOX 
 Suboxone/Buprenorphine (dosage):____________________















                      FORMCHECKBOX 
 Naltrexone (dosage): _____________________      
 FORMCHECKBOX 
 Other (dosage): ___________________________________
5.
Do you feel that alcohol and/or drugs are causing problems in your life:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

6.
Are you interested in a referral for substance use disorder treatment services?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  FORMCHECKBOX 
 N/A  FORMCHECKBOX 
 Client declined, why? _________________________________________________________________________________________________________________ 

   Comments: _______________________________________________________________________________________________________
7.
Tobacco use:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No (If yes, how do you use (smoke/chew): ___________________________ How much: ___________________
Section F: HIV/STDs Risk Counseling, Partner Notification and Other * If client doesn’t know provide education on the following:
1.
HIV/STDs Risk Counseling
· What do you know about HIV transmission and HIV reinfection? __________________________________________________________
_____________________________________________________________________________________________________________
· What do you know about PrEP (Pre-exposure Prophylaxis)?_____________________________________________________________ _____________________________________________________________________________________________________________
· IDU use only: When was the last time that you shared works (needle/syringes, cotton, cooker, water)? __________________________



_____________________________________________________________________________________________________________
· What are you doing right now that may put you at risk for STDs/reinfection? ________________________________________________



_____________________________________________________________________________________________________________
· What have you done in the past to reduce your risk for STDs/ reinfection? __________________________________________________ 



_____________________________________________________________________________________________________________

· Referred for Prevention Education Program (e.g. EBI’s/Prevention for Positives, syringe services (drug user health), etc.):  












 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 N/A    FORMCHECKBOX 
 Client declined
7.
Partner Notification:
· How have you notified past sex/needle sharing partners about HIV/STD risk? _______________________________________________
___________________________________________________________________________________________________________

· How have you notified current sex/needle sharing partners about HIV/STD risk? _____________________________________________
___________________________________________________________________________________________________________
· Are you interested in a referral for Partner Notification Services?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  FORMCHECKBOX 
 Client declined 
8.
Other

·  What do you know about Early Intervention Services (EIS)? ____________________________________________________________

· What do you know about Release of Information and Client Consent forms? _______________________________________________




____________________________________________________________________________________________________________
· Are you aware of CT HIV Planning Consortia (CHPC) and when meetings takes place?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

9.
Client was provided Education in Section E:   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 N/A    FORMCHECKBOX 
 Client declined  

Section G: Referrals (accepted referrals must be in Care Plan)
	Need Identified:
	Client Accepts
	Client Denies
	Referred to:
	Follow-up Method
	Documented in Database

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


_________________________________________________________________________________________________________________ Medical Case Manager’s Signature                                      (required)

                                   Date
9/2017 CR
Adherence Counseling:
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