<HEALTH CARE FOR THE HOMELESS, INC.

¥INTERDISCIPLINARY ASSESSMENT FORM DATE:

CONFIDENTIALITY FORM SIGNED? DYESD No

PRESENTING PROBLEM:

WHERE STAYED LAST NIGHT: [J Streer O bousLine Up O Houseo
O Shecrer O TransiTiONAL HousinG O orrer
Income? LJ No O Yes Benerms? LI No [ Yes  (creck ALL THAT AppLY)
U Fooo Stawes O TEMHA U Bus Pass
Q ra O wrc (Pew Q wa
Ova O ssissspl U oner

SocIAL SUPPORT:

FamiLy N Area? [J No O Yes ContacT with Famiy? O No [ Yes

Frienos iIN ArRea? (1 No [J Yes CONTACT WITH FRIENDS d No O Yes

WHAT IS YOUR RELIGIOUS AFFILIATION/PRACTICE ?

ARE THERE ANY CULTURAL/RELIGIOUS BELIEFS OR PRACTICES THAT YOU WANT US TO BE AWARE OF? D No D YES

MEDICAL HISTORY:

History OBTAINED FROM: [ Patient D OTHER:

MEDICATIONS:
DRruUG AiLereies: L No [ YES
COMMENTS COMMENTS

'O No HEALTH D

PROBLEMS IDENTIFIED HEPATITIS
O HIV Disease O Diasetes
U Seizures O KioNEY PROBLEMS
[J strokes [0 stomacH PRoBLEMS
DASTHMA O cancer
] HicH BLoop PRESSURE U omer:
O HEART ATTACK
NUTRITIONAL ASSESSMENT:
Where Do You Eat? [ Soue Kitchen ' Omier (DESCRIBE):
WHAT Dip You EAT FoRr: BREAKFAST LUNCH DINNER SNACK

s THIS TYPICAL? N0 L YES

CLIENT LAST NAME: FIRST:




INTERDISCIPLINARY AssESSMENT FORM PAGE 2

SpecIAL DIETARY NEEDS:

UNEXPLAINED WeicHT CHance: LI No [ Yes/ i YES, HOW MUCH OVER WHAT PERIOD OF TIME ?

FUNCTIONAL STATUS:

INDEPENDENT WiTH AcTmTies of Daiy Livina? L No [ Yes

Waks InoepenpentLy ? L1 ves No a ASsSISTIVE DEVICES: 3 Waiker O Weeechar
O cane O ProstHesss

O crutcres O Other:

SpPeaks EnGLISH? O Yes B No IF NO, PRIMARY LANGUAGE:

O VisuaL IvpaRMENT: [ GLasses OBuno O Orrer:
L Hearie IMPARMENT : HEARNG AID: ORricHr O LeFT
U o <1 SiGN O LeReaos INTERPRETER :
COMMENTS:

O MemorY/CoaNITIVE ProsLems : L Crronie [ Acute

DESCRIBE:

D COMMUNICATION PROBLEMS :

MENTAL HEALTH ASSESSMENT:

1. HAVE YOU EMR HAD OUTPATIENT MENTAL HEALTH SERVICES? O No D YES

2. HAVE YOU EVER SPENT A NIGHT OR MORE ON AN INPATIENT PSYCHIATRIC UNIT? D No D YEs

3.  HAVE YOuU EVER BEEN ON A MEDICATION FOR BAD NERVES, ANXIETY OR DEPRESSION? D No D Yes

4. HAVE YOU EVER THOUGHT ABOUT HURTING YOURSELF OR OTHERS? D No O YES

5.  HAVE YOU EVER TRIED TO HURT YOURSELF OR SOMEONE ELSE? D No D YES

6. HAS ANYONE EVER TOUCHED YOU IN A WAY THAT WAS FRIGHTENING,PAINFUL OR MADE YOU FEEL UNCOMFORTABLE? d ~nd 1YES

7. WHAT HAPPENS WHEN YOU ARGUE WITH OTHERS ?

SUBSTANCE ABUSE ASSESSMENT: [/F vEs To any quesTion, NOTE LAST DRUG/ETOH USE AND SKIP +o NEXT SECTION]

1. HAVE YOU EVER BEEN IN A SUBSTANCE ABUSE PROGRAM BEFORE OR ARE YOU IN ONE NOW ? a No D Yes

2. HAVE YOU FELT YOU OUGHT TO CUT DOWN ON YOUR DRINKING OR DRUG USE ? =J No [ Yes




" _INTERDISCIPLINARY _AssesSMENT FORM PAGE 3
SUBSTANCE ABUSE ASSESSMENT (CONTD.):

3. HAVE peopLE ANNOYED vou By CRITIZING vour bprINkING oR pruc use? L3 No O Yes

4. HAVE You FELT BAD OR GUILTY ABOUT YOUR DRINKING OR pRUG use? OO No OO Yes

5. HAVE YOU EVER HAD A DRINK OR USED DRUGS FIRST THING IN THE MORNING TO STEADY YOUR NERVES, GET RID OF A HANGOVER

OR TO GET THE DAY STARTED? [J No O YES

ADVANCE DIRECTIVE:
DOES CLIENT HAVE ADVANCE DIRECTIVE? DYES/ IF YES, COPY REQUESTED FROM PT./FAMILY

O No, INFORMATION MATERIAL GIVEN? [J YES U o

EpbucATIiON:
IS THERE ANYTHING YOU WOULD LIKE INFORMATION ABOUT TODAY? D No D YES

For ExampLE: L0 mepications O sHELTER O Foop D BENEFIT INFORMATION

D OTHER

EDucATIONAL M ATERIALS GIVEN TO CLIENTS? D N o D YE s

(DOCUMENT/MATERIALS GIVEN)

REFERR AL MADE TO:

AccepT | DECLINE COMMENTS

D ADDICTIONS

D SOCIAL SERVICES

D MEDICAL

D MENTAL HEALTH

SIGNATURE: DATE:

CLIENT LAST NAME: FIRST: I!!!!

i:/brac orms/interdisciplinary 1t/mar2001




