1
Client Last, First Name _________________________________________________________________

COMPREHENSIVE CLIENT REASSESSMENT

Client’s Full Name _____________________________________________________________________
11-Character Code _________________________________________




Last


First


Middle

Medical Record # _________________________________________




Case Manager Name________________________________________

The following case management client assessment areas require reassessment:

1. Medical Housing/Living Arrangements
(  Y  (  N

2. Functional Assessment – Activities of Daily Living
(  Y  (  N

3. Mental Health                             
(  Y  (  N

4. Substance Abuse                                                
(  Y  (  N

5. Housing
(  Y  (  N

6. Family and Social Support/Spiritual Network
(  Y  (  N

7. Insurance
(  Y  (  N

8. Transportation
(  Y  (  N

9. Legal                             
(  Y  (  N

10. Cultural Preferences
(  Y  (  N

11. Self-Efficacy
(  Y  (  N

12. HIV Education/Prevention 
(  Y  (  N

13. Employment/Income
(  Y  (  N

14. Medication Adherence
(  Y  (  N

Case Manager Signature  _______________________________________________________________
         Month/Day/Year _____________________________
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