Client’s Last Name, First Name: __________________________________________________________________________________________

BRIEF CLIENT ASSESSMENT

Client’s Full Name ____________________________
11-Character Code ____________________
Medical Record # _________________________________________





Case Manager Name________________________________________

Address:

__________________________________________________________

Mailing Address:

_________________________________________________________________________________________________________________________________

Phone: home: __________________________        work:  _______________________     cell:______________________        pager:___________________
Social Security  #: __________________________     Date of Birth: _________________________

Gender:____________________________________             Gender Self- Identification:   ____________________________________
Is it OK to contact you?  Yes  ⁪ No

If yes, how can you be contacted: (Please list)

________________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________________

Emergency Contact:

Name:_______________________________________________________________________________                                                                                                                          
          (Last)                                            First                                          Middle          

Address:

___________________________________________________________________________________________________
Phone:  home:______________________   work:___________  Cell:_____________________  Pager: _________________

Relationship to Client: ______ Spouse _______ Child _______ Legal Guardian

                              ____ Partner    ______Parent   _____Buddy   ________Other (Specify):_________________
Is emergency contact aware of your HIV status?  Yes     No

Is there a signed Consent for Release of Information?  Yes  No   

Demographic Information:

Race/Ethnicity (optional):  _________Caucasian   __________ African American   _________Hispanic/Latino   _________Asian American

________ Native American ___________Asian/Pacific Islander   _________ African   _________Other (specify)_____________
Languages Spoken: __________ English    __________Spanish    ______________ Other (Specify):____________

Relationship status: ____ Single ____Married ___ Committed relationship  ______Divorced _____Separated   ___Widowed   _____Other (specify): _____________ 

Veteran      Yes     No

Health Insurance Information

Do you have Medicaid?
( Y  ( N  ( NA

If yes, copy of  this month’s Medicaid card obtained?

( Y  ( N

Do you have Medicare?
( Y  ( N  ( NA

If yes, copy of client’s Medicare card obtained?

( Y  ( N

If unable to obtain copy of current card(s), why not? ____________________________________________________________________________________
Do you have an HCHD Gold card or receive other county public health care assistance?
( Y  ( N  ( N/A



If yes, card/ID# is ___________________________________

SERVICE NEEDS
   REFFERRED TO                                         RESOLUTION
	Service
	Needs 

(circle )
	
	Date
	Resolved (Circle) 
	Comments

	Health Insurance


	Yes         No
	
	
	Yes         No
	

	Housing 


	Yes         No
	
	
	Yes         No
	

	Support Systems


	Yes         No
	
	
	Yes         No
	

	Child Care/Guardianship
	Yes         No
	
	
	Yes        No
	

	Transportation


	Yes         No
	
	
	Yes        No
	

	Legal
	Yes         No
	
	
	Yes        No
	

	General Education/Vocation
	Yes         No
	
	
	Yes         No
	

	Financial Assistance
	Yes         No
	
	
	Yes         No
	

	Medical Care


	Yes         No


	
	
	Yes         No
	

	HIV Medications
	Yes         No
	
	
	Yes         No
	

	Pain Management
	Yes         No
	
	
	Yes         No
	

	Adherence to Treatment


	Yes         No                     
	
	
	Yes         No
	

	Vaccination 


	Yes         No
	
	
	Yes         No
	

	Nutritional Supplements/Food Pantry
	Yes         No
	
	
	Yes         No
	

	Dental Care


	Yes         No
	
	
	Yes         No
	

	Vision Care


	Yes         No
	
	
	Yes         No
	

	Hearing Care


	Yes         No
	
	
	Yes         No
	

	Family Planning/Safer Sex


	Yes         No
	
	
	Yes         No
	

	Mental Health


	
	
	
	
	

	Substance Abuse /Counseling

	Yes         No
	
	
	Yes         No
	

	Abuse History
	Yes         No                   
	
	
	Yes         No


	

	Functional Needs/Home Care Needs
	Yes         No
	
	
	Yes         No


	

	HIV Education/Prevention
	Yes         No
	
	
	Yes         No
	

	Clients Strengths
	
	
	
	
	

	Potential Barriers to Service
	Yes         No
	
	
	Yes         No
	

	Other


	Yes         No
	
	
	
	

	Other


	Yes         No
	
	
	Yes         No
	


Assessment Date:___________________________            Discharge Date: _____________________________________

 Referral to Case Manager                     Referral to SLW         ⁬

Case Manager/SLW’s Signature ____________________________                                    ___________________________________
                                                                                                                                                                              Print Name

Client’s Signature_______________________________                    Date: _____________________

Supervisor’s Signature______________________        _____________________________________          Date: ________________

                                                                                                                   Print Name

