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SNBC – UCare Connect Interim Assessment Form

Complete this form if the member is on a DD, CADI or TBI Waiver.  
Do not enter any information into MMIS.

	Date :       
	Program:  FORMCHECKBOX 
 SNBC

	Member Name:      
	UCare Member Number:      

	On Disability? (check all that apply)

Physical  FORMCHECKBOX 
  Developmental  FORMCHECKBOX 

Mental Illness  FORMCHECKBOX 
  N/A  FORMCHECKBOX 

	On Waiver? (check only one)

EW  FORMCHECKBOX 
   TBI  FORMCHECKBOX 
   DD  FORMCHECKBOX 
   CADI  FORMCHECKBOX 
   CAC  FORMCHECKBOX 
 N/A  FORMCHECKBOX 


	
	On CDCS?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 N/A

	Member address on file correct?    FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No 

If no, list address: (Street, City, State, ZIP)  
              
	Phone # on file correct?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No 

If no, list phone #:       

	Guardian Name (if applicable):                                                           Phone:      

	Reviewed last assessment in MMIS
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

Date of last assessment:       

Note any changes?

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 
	Reviewed care plan?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Not Available:
Date of care plan:      
Note any changes?

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Reviewed ADL’S via MMIS or LTCC:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

Date of LTCC:      
Note any changes?

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Primary Care Physician:       
	Primary Care Clinic:       
Phone:      

	Specialty Physician(s):       
	Specialty Clinic(s):       
Phone:      

	Prior Case Manager Name:                                  From:                                       Phone:      

	Other Case Managers

	Name(s):

     
     
     
	Type:

 FORMCHECKBOX 
 Waiver

 FORMCHECKBOX 
 DH-TCM

 FORMCHECKBOX 
 Social Services

 FORMCHECKBOX 
 N/A   
	Phone:

     
     
     
	Financial Worker Name: 

     
Phone:      

	Social History:

	Are you receiving any services DME, equipment, or supplies at this time?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A

	What services are you using? (List amount, frequency and duration):      
What provider do you use for your supplies, equipment?        
Is there anything else you need at this time?      

	Do you have a care giver?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    FORMCHECKBOX 
 N/A   If yes, Name:                             Phone:      
Do you live alone or with someone?  FORMCHECKBOX 
 Alone  FORMCHECKBOX 
 With Others (List details):      
Do you have any dependants?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    FORMCHECKBOX 
 N/A      If yes, list details:      
How would you get help in an emergency?      
Are you on probation?              FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    FORMCHECKBOX 
 N/A 

If yes, Probation Officer Name:                                                                      Phone:      

	Are you concerned about your safety? FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, list details:      
Are you concerned about your ability to get around at home or in the community?  
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     If yes, list details:      

	Have you ever experienced any falls in the last year? 

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    If yes, list details:      

	Do you use/need a Connect to Fitness Kit?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    FORMCHECKBOX 
 N/A

	Health Risk Assessment

	Have you had any ER visits; Hospitalizations; Stays in Rehab and/or Detox; within the last 6 months? 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  If yes, list details:      

	Primary DX:      
	Secondary DX:      

	Conditions/Diagnoses (check all that apply)


 FORMCHECKBOX 

CAD
 FORMCHECKBOX 
 Chemical Dependency (List chemicals):      

 FORMCHECKBOX 

CHF
 FORMCHECKBOX 
 Dementia

 FORMCHECKBOX 

Hypertension
 FORMCHECKBOX 
 Alzheimer’s Disease                         

 FORMCHECKBOX 

COPD/Emphysema
 FORMCHECKBOX 
 Other Condition/Diagnoses:      

 FORMCHECKBOX 

Diabetes


 FORMCHECKBOX 

Depression     

 FORMCHECKBOX 

Other Mental Illness Dx:


 


 FORMCHECKBOX 
 
Schizophrenia

 FORMCHECKBOX 
 
Bipolar Affective


 FORMCHECKBOX 
 
Borderline Personality



 FORMCHECKBOX 

Obsessive Compulsive



 FORMCHECKBOX 

Schizoaffective



 FORMCHECKBOX 

Other(s) (List):       

	Symptoms 
Current acute or chronic symptoms:  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No 

If  yes, list details:      

	FUNCTION (These are the activities that are fundamental for self care.)

	Is the member able to perform the following ADL’s independently?
Yes  FORMCHECKBOX 

  No  FORMCHECKBOX 

If “No” what are the identified areas of difficulty? (Include level of assistance required)


Ambulation  FORMCHECKBOX 

Feeding Self  FORMCHECKBOX 


Mobility/Transferring  FORMCHECKBOX 

Dressing  FORMCHECKBOX 


 FORMCHECKBOX 
 Bed     FORMCHECKBOX 
  Chair

Communication  FORMCHECKBOX 

Grooming  FORMCHECKBOX 


 FORMCHECKBOX 
 Language Barrier     FORMCHECKBOX 
  Hard of Hearing


Toileting  FORMCHECKBOX 

Bathing  FORMCHECKBOX 


 FORMCHECKBOX 
 Bowel     FORMCHECKBOX 
  Bladder

Assistive device care: FORMCHECKBOX 
 Includes items such as hearing aids, glasses, braces, dentures
Additional Notes:  

     


	MEDICATIONS (Prescription & Over-the-Counter)

Is member independent with medications/treatments ordered by MD?
  Yes  FORMCHECKBOX 

 FORMCHECKBOX 
  No
(If NO, what assistance is required?):      

	Medication(s)
	Dose, Route, Frequency
	Is member currently taking?
	Comments

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	When was your last physician visit?    Date:        

Physician Name:                                          Phone:                              Clinic:      
Details:           

	Do you need help coordinating an Annual Physician Visit for Primary and Preventative Care?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A
If yes, list details:      
Do you need help coordinating Specialty Physician visits?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A         
If yes, list details:      

	Preventative Care

	Last preventative exam:      
	Date of last Influenza/flu shot:      

	Last dental exam:      
	Date of last Tetanus:      

	Last vision exam:      
	Approximate date of Pneumovax:      

	Last mammogram:       N/A  FORMCHECKBOX 

	On Calcium/Vitamin D:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A

	Last Prostate/PSA:       N/A  FORMCHECKBOX 

	On Aspirin Therapy:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A

	Other:      

	Do you have an Advanced Directive? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No  

If No, would you like information?     
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No  


If no, why?      

	Service Back-up Plan discussed: 

 FORMCHECKBOX 
 Yes  
 FORMCHECKBOX 
 No  
 FORMCHECKBOX 
 N/A

Personal Risk Management Plan discussed: 
 FORMCHECKBOX 
 Yes  
 FORMCHECKBOX 
 No  
 FORMCHECKBOX 
 N/A

Referred to Disease Management: 

 FORMCHECKBOX 
 Yes  
 FORMCHECKBOX 
 No  
 FORMCHECKBOX 
 N/A
What does member wish to achieve or accomplish?      

	CC/CM Name:      
	Date:      

	Additional notes/comments:      



