	CADI  /  CAC / DD / TBI  (CCDT) ASSESSMENT

	Member Information

	Member Name:  

                                                    


	Health Plan ID Number:

     
	Health Plan Name: 
     
          
	Assessment Date:
     
  
	6 Month Update Date: 

     

	Member Phone # (Optional):       
Member Address (Optional):                       
	DOB:                  

                                        

	Care Coordinator/Case Manager:  
Name:     
Phone #:                                   
	Emergency Contact Name:        
Phone #:                                                        

	Clinic:       
                                             
	Primary Physician:       
Phone #:                                                               
Fax #:      

	Assessment Type: 
 FORMCHECKBOX 
   Initial CCDT  

 FORMCHECKBOX 
  Annual CCDT                 
 FORMCHECKBOX 
  Change of Condition CCDT                         
	Assessment Tool (obtained by waiver case manager):
 FORMCHECKBOX 
  Health Risk Assessment (HRA) 
 FORMCHECKBOX 
  LTCC (May be used as HRA)                    
 FORMCHECKBOX 
  Other :           
Date Completed:       



	Mental Health Diagnosis:  (If applicable) 
                                                
Being Managed by Health Professionals: (Psychiatrist, Psychologist, PCP)

 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No  
	Advance Directive Discussed? 

 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

If No, Reason:       
Does member have an Advance Directive?
  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No      
	Primary Language:

      FORMCHECKBOX 
 English    FORMCHECKBOX 
Hmong          FORMCHECKBOX 
Spanish

      FORMCHECKBOX 
 Somali     FORMCHECKBOX 
Vietnamese   FORMCHECKBOX 
Russian

      FORMCHECKBOX 
 Other  (Type in the “other” language)        
Is an Interpreter Needed?                                                           
     FORMCHECKBOX 
  Yes           FORMCHECKBOX 
 No 

If specific interpreter is preferred, type name and number of that interpreter:      


	Mental Health Targeted Case Manager: 

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  FORMCHECKBOX 
 Declined 
Name of MHTCM:     
Phone Number of MHTCM:      
	
	


	Disease Management Referral:                                  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     FORMCHECKBOX 
 N/A      Diagnosis      


	Aspirin

Rx for Aspirin?

(as directed by physician)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Blood Pressure:

(Blood Pressure Goal is <140/80 to age 75.  After 75 based on individual)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Cholesterol check 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Diabetic routine checks as recommended by physician
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Other:       

	Medication Compliant?

	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No (If not compliant with medications please create a goal).


	Disease Management Referral

	 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
No    Diagnosis:       

	List of Medications (If not on LTCC)

	     

	Hospitalizations  (In past year number and reason, date(s) if available)
	     

	ER visits (In past year number and reason for visit; dates, if available)

	     


	


	Emergency Plan:  

As discussed with member and/or family, in the event of an emergency member will (Check all that apply):
 FORMCHECKBOX 
    Call 911      

 FORMCHECKBOX 
    Call Emergency Contact             

 FORMCHECKBOX 
    Call Other Informal Support Person       Name:                                 Phone:                             
 FORMCHECKBOX 
    Use Emergency Response Monitoring System

 FORMCHECKBOX 
    Other (Describe)      
Self Preservation/Evacuation Plan:

If member unable to evacuate independently in an emergency, describe evacuation plan.                         
If other self preservation concerns or plans, describe.       



	Essential Services Backup Plan: (When providers of essential services are unavailable)
Member is receiving essential services?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No                                                        
If Yes, briefly describe member’s backup plan:      



Completed by Signature: 
 Date: 

Date Faxed to the Primary Care Physician: 

Date Faxed to the Waiver Case Manager:   

Date Member Bill of Rights provided to the member: ___________
PAGE  
Updated August 2011                                                                                                                                                                                                 Page 2

