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SNBC- UCare Connect- Assessment Tool

Red* = required elements for MMIS.  
If the member is on a DD, CADI or TBI waiver, please use the SNBC Interim Assessment Form.
	*Activity Type:

 FORMCHECKBOX 
 01 Telephonic (use with Assessment result 35)

 FORMCHECKBOX 
 02 Face to Face (use with Assessment result 35)

 FORMCHECKBOX 
 07 Case Mgmt/Admin. Act (use this only when member REFUSES to participate in the assessment-can only be used with Assessment result 39)
	Today’s Date:      


	
	Care Coordinator Name:      
*NPI/UMPI #:      
 FORMCHECKBOX 
 UCare

 FORMCHECKBOX 
 Delegate:      

	Assessment Reason:     FORMCHECKBOX 
 Initial    FORMCHECKBOX 
 Reassessment:     FORMCHECKBOX 
 Annual or  FORMCHECKBOX 
 Change of Condition
*Assessment Result: 

 FORMCHECKBOX 
 35- Health Risk Assessment 

 FORMCHECKBOX 
 39- Refusal of Health Risk Assessment (use when cannot complete mandatory fields. Document reasons in notes.) 

*Effective Date:                                                *Program Type:  FORMCHECKBOX 
 28- SNBC

*Reason for Referral: 

 FORMCHECKBOX 
 11- Reassessment (use for annual and change of condition reassessment)

 FORMCHECKBOX 
 14- Health Risk Assessment (use for initial assessment)

	*Member Name:      
	Member UCare ID #:            * PMI#:      

	Verify Member Address/Phone # on file:   FORMCHECKBOX 
 Correct    FORMCHECKBOX 
 Not Correct

If not correct, update:      
Check Box:  FORMCHECKBOX 
 Update Complete                   
	*County of Residence:      


	*Member DOB:               

Current Age:      
	Source of Information: 

 FORMCHECKBOX 
 Member 
 FORMCHECKBOX 
 Other:      
	Primary Language Spoken:
 FORMCHECKBOX 
 English

 FORMCHECKBOX 
 Other:      

	*Legal Representative (Guardian or Conservator):  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	If yes, Name & Contact Information:      

	PCP Name:      
	PCP Phone:      

	PCC/Health Care Home Name:      


	PCC/Health Care Home Address:      

	On a Waiver?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, list type:   FORMCHECKBOX 
 DD    FORMCHECKBOX 
 TBI    FORMCHECKBOX 
 CADI     FORMCHECKBOX 
 CAC    

	If no, are they appropriate for a referral?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   

	Notes:      

	*County of Service:      
	*County of Financial Responsibility:      


	*Current Primary Dx:      

	*Secondary Dx (s):                                                                                  

	Disability:  (Check all that apply)     FORMCHECKBOX 
 Physical   FORMCHECKBOX 
 Developmental   FORMCHECKBOX 
 Mental Health

	*Current Living Situation:    FORMCHECKBOX 
 01 Alone            FORMCHECKBOX 
 02 Lives with Spouse/Parents
 FORMCHECKBOX 
 03 Lives with Family/Friend/Sig. Other         FORMCHECKBOX 
 04 Lives in Congregational setting

 FORMCHECKBOX 
 05 Homeless                                                    FORMCHECKBOX 
 Other:      
If lives with others, name(s) & contact information?:       

	*Current Housing Type:    FORMCHECKBOX 
 Own   FORMCHECKBOX 
 Rent   FORMCHECKBOX 
 Subsidy   FORMCHECKBOX 
 Section 8  

	 FORMCHECKBOX 
 01 Homeless               FORMCHECKBOX 
 Shelter           FORMCHECKBOX 
  Shelter + Care

	 FORMCHECKBOX 
 02 ICF/MR     Includes RTC  FORMCHECKBOX 
 

	 FORMCHECKBOX 
 03 Hospital     Includes Institution Hospital:  FORMCHECKBOX 
 Inpatient Psych   FORMCHECKBOX 
 Chem Dep Unit

	 FORMCHECKBOX 
 04 Board and Lodge

	 FORMCHECKBOX 
 05 Adult Foster Care        FORMCHECKBOX 
 Corp or  FORMCHECKBOX 
 Family 

	 FORMCHECKBOX 
 09 Home   FORMCHECKBOX 
Apartment
	 FORMCHECKBOX 
 Supported Housing
	 FORMCHECKBOX 
 Condominium  
	 FORMCHECKBOX 
Sr. Housing

	       FORMCHECKBOX 
 Customized Living    HWS Class  FORMCHECKBOX 
 A or  FORMCHECKBOX 
 F
	 FORMCHECKBOX 
 Customized Living Plus

	 FORMCHECKBOX 
 11 Nursing Facility/Certified Boarding Care

	 FORMCHECKBOX 
 12 Non-Certified Boarding Care             

	 FORMCHECKBOX 
 16 Correctional Facility

	 FORMCHECKBOX 
 Other:      

	Are they currently working or in school?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	If yes, details of situation:      

	If applicable, do they have an Individualized Education Plan (IEP) in place?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 NA

	Physical Health History  

	*Emergency Department/Hospital/or Rehab Facility utilization in the past 12 months for physical health concerns?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No       

	If yes, list Reasons/Dates/Facilities:      

	*Emergency Department/Hospital/Detox/Treatment or Rehab Facility utilization in the past 6 months for any other conditions?  (i.e. mental health, intoxication, crisis)  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No       

	If yes, list Reasons/Dates/Facilities:      

	Do they have any of the following health conditions? Check all that apply.

	Neurological:  FORMCHECKBOX 
 CVA  FORMCHECKBOX 
 Parkinson’s  FORMCHECKBOX 
 Seizures    FORMCHECKBOX 
 Other:      
*Orientation is defined as the awareness of an individual to his/her present environment in relation to time, place, and person.
*Have they ever been diagnosed with, or have a history of DD?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

If yes, what is diagnosis?      
*Have they ever been diagnosed with, or have a history of TBI?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

If yes, what is diagnosis?      
Cardiovascular:  FORMCHECKBOX 
CHF   FORMCHECKBOX 
 HTN    FORMCHECKBOX 
 Angina     FORMCHECKBOX 
 Other:      
Respiratory:   FORMCHECKBOX 
COPD   FORMCHECKBOX 
 Asthma     FORMCHECKBOX 
 Other:      
Gastrointestinal:  FORMCHECKBOX 
 Stomach Ulcers  FORMCHECKBOX 
 Hepatitis    FORMCHECKBOX 
 Other:      
Genitourinary:  FORMCHECKBOX 
 Dialysis  FORMCHECKBOX 
 Peritoneal  FORMCHECKBOX 
 Hemodialysis   FORMCHECKBOX 
 Bladder/Kidney Infx    FORMCHECKBOX 
 Other:      
Gynecological:  FORMCHECKBOX 
 Reproductive System problems or concerns
Endocrine:  FORMCHECKBOX 
 *Diabetes    FORMCHECKBOX 
 Thyroid   FORMCHECKBOX 
 Other:      
Musculoskeletal:  FORMCHECKBOX 
 MS  FORMCHECKBOX 
 Arthritis   FORMCHECKBOX 
 Amputation  FORMCHECKBOX 
 Fractures  FORMCHECKBOX 
 Other:      
Blood and/or Immune Disorders:  FORMCHECKBOX 
 Anemia  FORMCHECKBOX 
 Other:      
Cancer:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  Type:          Chemotherapy:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   Radiation:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Sexually active?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Chooses not to answer      FORMCHECKBOX 
 STD’s
Family planning needs?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  
Pregnant?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 NA    If yes, how many weeks?       

If yes, prenatal care?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   If no, why?      

	*Diabetic?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No                                                              (Add to Med List if current)
If yes, controlled by:  FORMCHECKBOX 
 Diet only   FORMCHECKBOX 
 Oral Meds   FORMCHECKBOX 
 Oral Meds & Sliding Scale Insulin 

 FORMCHECKBOX 
 Scheduled daily insulin   FORMCHECKBOX 
 Scheduled daily insulin & daily sliding scale        FORMCHECKBOX 
 Other:      

	

	Do they have any other physical health problems/concerns:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If yes, list what type and circumstances in which they occur:      

	How long have they had these symptoms?      

	

	Have they seen a MD about these?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No       

	If yes, list MD contact info:      

	If yes, what was done?      

	Did it help?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If no, would they like help?      

	Current or history of acute and/or chronic pain?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If yes, list type of pain/causes if known/circumstances in which pain occurs:      

	Duration of acute or chronic pain?      

	Seen by a Pain Specialist?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No       

	If yes, list MD name/clinic contact info:      

	If yes, what was done?      

	Did it help?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If no, would they like help?      

	Mental Health HISTORY

	Do they have any of the following?  (Check all that apply)   

	 FORMCHECKBOX 
 Anxiety   FORMCHECKBOX 
 Depression   FORMCHECKBOX 
 Mania   FORMCHECKBOX 
 Hallucinations  FORMCHECKBOX 
 Auditory and/or  FORMCHECKBOX 
 Visual       FORMCHECKBOX 
 Phobias

	 FORMCHECKBOX 
 Delusions   FORMCHECKBOX 
 Obsessions/Compulsions    FORMCHECKBOX 
 Confusion/Memory Loss/Forgetful      Other:      

	*Have they ever been diagnosed with, or have a history of Mental Illness?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
If yes, diagnosis?  Check all that apply:    FORMCHECKBOX 
 Depression Disorder     FORMCHECKBOX 
 Bipolar Disorder  
 FORMCHECKBOX 
 Schizophrenia     FORMCHECKBOX 
 Schizoaffective Disorder     FORMCHECKBOX 
 Anxiety Disorder  
 FORMCHECKBOX 
 Borderline Personality Disorder        FORMCHECKBOX 
 Dual MI/CD                    Other:      

	For symptoms/diagnosis checked above, list types/dates/circumstances in which they occur:      

	                      Assessor may also conduct **Supplemental PHQ-9 and/or MSE. 

	*Do they have a MH-TCM?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  FORMCHECKBOX 
 N/A

	If yes, list name/phone:      

	If no, are they appropriate for a referral?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No       

	Notes:      

	Have they seen a Specialist (i.e.-Psychiatrist) about these symptoms/diagnosis?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No       

	If yes, list MD contact info:      

	If yes, what was done?      

	Did it help?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If no, would they like help?      

	Have they ever been Hospitalized/Committed/SOS related to mental health issues?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    

	If yes, list # of times/dates/where/reasons:      

	Was it helpful?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	In their opinion why or why not?      

	Have they ever stopped taking psychotropic medications on their own that were prescribed by a MD?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

	If yes, is the prescribing MD aware?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    

	If yes, have they currently stopped and/or when was the last time?      

	List which meds they stopped and why:      

	Substance Use          

	Currently smokes/uses tobacco?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No      If yes, list approx. start date/age:      

	Interested in programs/educational materials to assist in quitting?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No      

	Currently utilizing mood altering substances not prescribed by a doctor? (i.e. Alcohol, Marijuana, Heroin, Cocaine, Overuse of Rxs)       FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No      

	If yes, list substances and utilization:      

	How often do they currently use these substances?            

	Have they ever been given a Diagnosis of Chemical Dependency or Substance Abuse? 

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If yes, when, by whom, and circumstances involved?      

	What was done, if anything?      

	Have they ever been to Detox, Tx, or Hospital for substance abuse/withdrawal?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If yes, # of times/dates:      

	List where and circumstances:      

	Was it helpful to them?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	In their opinion why or why not?      

	If Alcohol “yes” and further assessment applicable: refer to **Supplemental CAGE Questionnaire. 

	Have they ever felt they should Cut down on drinking?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No      

	Has anyone ever been concerned with their drinking as being a problem?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Have they ever been Annoyed by other peoples concerns over their drinking?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Have they ever felt bad or Guilty about their drinking?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	What time of day do they usually start drinking?      

	Have they ever drank first thing in the morning to steady their nerves and/or get rid of hangover (“Eye Opener”)?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	CAGE Score: (from **Supplemental CAGE Questionnaire)        Check one:  FORMCHECKBOX 
 Positive  FORMCHECKBOX 
 Negative

	If CAGE score is Positive, will member accept referral for further evaluation?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If yes, plan:      

	Medications such as Methadone and/or Saboxone ever utilized?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If yes, list which medication (s) and utilization:                               (Add to Med List if current)

	Have they ever participated in a Recovery Support Group (i.e.- AA, NA)?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If yes, list which type/frequency:      

	Interested in further programs/educational materials to assist in quitting?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	           Assessor may also conduct ** Supplemental MAST, as warranted.        MAST Score:      

	Are they currently on Probation and/or Parole?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    FORMCHECKBOX 
 NA

	If yes, do they currently have a Probation or Parole Officer?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	May we have their contact information and contact them if needed?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If yes, contact information:      

	Do they have any other type of case workers involved or working on their behalf? (i.e.- ARMHS, ACT, financial, social, advocates)?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If yes, list name(s)/contact information:      

	MEDICATIONS (Prescribed and Over-the-Counter)

	*Are they independent with medications/treatments prescribed by MD?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

	If no, what assistance is required?       By whom?      

	Is this working for them?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No          

If no, what changes can be made to assist them?            

	Medication
	Dose/Route/Frequency
	Currently taking?
	Comments

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	*Function 

	*Are they able to perform the following ADL’s independently?      FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No          

	(These are the Activities that are fundamental for self care)

	If no, check all identified areas of difficulty: 

	 FORMCHECKBOX 
 *Dressing  

      (on/off/fastening; includes shoes)
	 FORMCHECKBOX 
 *Personal Hygiene/Grooming 

     (comb hair; makeup; shaving; brush teeth)

	 FORMCHECKBOX 
 *Bathing/Shower 
      (in/out; water on/off; wash hair, face, body)
	 FORMCHECKBOX 
 *Feeding Self/Eating/Drinking

       (cutting; using special utensils; straws)

	 FORMCHECKBOX 
 *Bed Mobility

       FORMCHECKBOX 
 Sitting up in bed  FORMCHECKBOX 
 Moving around in bed
	 FORMCHECKBOX 
 *Transferring

       FORMCHECKBOX 
In/out bed  FORMCHECKBOX 
 In/out chair

	 FORMCHECKBOX 
 *Ambulation/Walking 

      (ability to walk short distances; cane/walker)
	 FORMCHECKBOX 
 *Behavior interfering with ADL’s 

 FORMCHECKBOX 
 *Vision impairing ADL’s

	 FORMCHECKBOX 
 Toileting (physical act of getting to; on/off;  cleaning self) Not entered on LTC.
        FORMCHECKBOX 
 Bowel  FORMCHECKBOX 
 Bladder
	 FORMCHECKBOX 
 *Communication 

       FORMCHECKBOX 
 *Language Barrier 
       FORMCHECKBOX 
 *Hard of Hearing       FORMCHECKBOX 
 Unable to speak

	 FORMCHECKBOX 
 Assistive Device Care:  
 FORMCHECKBOX 
 Hearing Aids   FORMCHECKBOX 
 *Glasses/Contacts   FORMCHECKBOX 
 Brace/Splint/Prosthetics   FORMCHECKBOX 
 Dentures   Other:      

	Note levels of assistance required for above ADL’s (if applicable):      

	*Any Falls?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  FORMCHECKBOX 
 NA   Details:

	*Are they able to perform the following IADL’s independently?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	(These include activities not necessary for fundamental functioning, but still very useful in community)

	If “no”, check all identified areas of difficulty: 

	 FORMCHECKBOX 
 Telephone Answer & Use
	 FORMCHECKBOX 
 Shopping (food, other)

	 FORMCHECKBOX 
 Meal Preparation/Clean Up

	 FORMCHECKBOX 
 Light Housekeeping/
Cleaning (dusting/sweeping)
	 FORMCHECKBOX 
 Heavy Housekeeping

(yard work, empty garbage)
	 FORMCHECKBOX 
 Laundry 

(in/out; run washer/dryer)

	 FORMCHECKBOX 
 *Financial Management (pay bills, balance check book)
	 FORMCHECKBOX 
 Driving

       FORMCHECKBOX 
 Safety with Driving

	 FORMCHECKBOX 
 *Public Transportation Use

	Note levels of assistance required for above IADL’s if applicable):       

	Preventative Care 

	Annual Preventative Visit:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Last Date Completed:                
	Notes:      

	Dental Exam:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Last Date Completed:                
	Notes:      

	Vision Exam:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 NA
	Last Date Completed:                
	Notes:      

	Hearing Exam:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 NA
	Last Date Completed:                
	Notes:      

	Mammogram:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 NA
	Last Date Completed:                
	Notes:      

	Pap Smear:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 NA
	Last Date Completed:                
	Notes:      

	Prostate/PSA:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 NA
	Last Date Completed:                
	Notes:      

	Diabetic Testing:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 NA
	Last Date Completed:                
	Notes:      

	Immunization/Vaccines:  

	Influenza:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 NA
	Last Date Completed:                
	Notes:      

	Pneumovac:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 NA
	Last Date Completed:                
	Notes:      

	Tetanus:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 NA
	Last Date Completed:                
	Notes:      

	Hepatitis Series:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   FORMCHECKBOX 
 NA
	Last Date Completed:                
	Notes:      

	Shingles:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   FORMCHECKBOX 
 NA
	Last Date Completed:                
	Notes:      

	HPV:     FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 NA
	Last Date Completed:                
	Notes:      

	If 18-21years old, have they had an Annual Child/Teen Check-up?  FORMCHECKBOX 
 Yes Date:      
 FORMCHECKBOX 
 No     FORMCHECKBOX 
 NA

	Home Safety

	Do they feel safe within their current living environment?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

	If no, list circumstances:      

	Are they satisfied with where they live?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

	If no, how can we assist?      

	SELF PRESERVATION

	*Do they have the judgment & physical ability to cope, make appropriate decisions, and take action in a changing environment or a potentially harmful situation?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

	If no, explain:      

	Do they feel they have been threatened/mistreated/abused by anyone?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

	If yes, list who & details:      

	If applicable, has anything been done regarding the above on their behalf?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Explain:      

	Is Adult Protection currently involved?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 NA

	If no and applicable, does referral need to be made?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   

	If yes, list why and plan:      

	CareGiver 

	Do they have someone available to provide daily care needs for them if they are ill, or when needed? 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 NA  

	If yes, may we have name/contact info/relationship to member?:      

	Is this plan working for them?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If no, do they want help with this?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No       

	If yes, list plan:      

	Do they provide daily care for someone else?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    FORMCHECKBOX 
 NA  

	If yes, list name(s) and circumstances:      

	  Relationship to member:     FORMCHECKBOX 
 Dependant Minor   FORMCHECKBOX 
 Spouse   FORMCHECKBOX 
 Other Family       Other:      

	Is this working for them?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If no, do they want help with this?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No       

	If yes, list plan:      

	Is Child Protection currently involved?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    FORMCHECKBOX 
 NA

	If no and applicable, does referral need to be made?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   

	If yes, list why and plan:      

	Advanced Directives

	Do they have any of the following in place?      (Check all that apply) 

	 FORMCHECKBOX 
 Advanced Directives                                             
	 FORMCHECKBOX 
 Durable Power of Attorney for Health Care     

	 FORMCHECKBOX 
 Durable Power of Attorney for Financial          
	 FORMCHECKBOX 
 Living Will


	Advance Directive discussion with member completed?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   

	If no, explain why not?      

	1-2 goals they would like to accomplish in order to achieve and/or maintain their wellness?      
How can we assist them in achieving those?      

	Additional Notes:      



CM Signature: 





Date:
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