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	DPH MEDICAL RESPITE Episode Form
City and County of San Francisco Department of Public Health
	LCR Med Rec #


CAUTION: Federal and State laws protecting confidential patient information apply to patient information contained in this completed form.

	MEDICAL RESPITE CLIENT INFORMATION

	LAST NAME


	FIRST NAME
	M.I.

	ALIASES
	SSN


	DOB

	ADMIT DATE
	MONTH
	DAY
	YEAR
	REFERRED BY WHICH HOSPITAL (choose one)

( SFGH    
( St. Francis 
( CPMC Davies  
( CPMC Pacific
( CPMC California   ( St. Luke’s  

( UCSF    ( Kaiser    ( VA Hosp    ( St. Mary’s     ( Other Hosp (specify):

	CLIENT INFO
	ETHNICITY (choose all that apply)
	PRIMARY LANGUAGE

( English        

( Spanish

( Other:


	GENDER

( Male     

( Female

( MTF Transgender

( FTM Transgender

( Other 


( Declined to Answer
	ORIENTATION/PREFERENCE

( Heterosexual     

( Gay     ( Lesbian

( Bisexual     ( Unsure   

( Other 


( Declined to Answer   

	
	( Caucasian       

( African American

( Latino/a

( Filipino/a    

( Other:
	( Asian

( American Indian / Alaskan Native

( Native Hawaiian or Other Pacific Islander 


	
	
	

	ADMIT LIVING SITUATION
	CURRENT LIVING SITUATION

Choose one:  Select situation that applied prior to client’s hospitalization.
	Homeless:

· Shelter, no CM
· Shelter, with CM

· Outdoors

· Encampment

· Abandoned Bldg

· Vehicle 

· Other
	Homeless Transitional:
· SRO Temporary

· Jail/Prison

· LTC or Residential Treatment

· Temp situation w family/friends

· Foster Care

· SRO living with child(ren)
	Permanently Housed:
(with tenancy rights):

· SRO Non-Supported

· SRO Supported

· Board and Care

· Apartment

· House
	LAST TIME CLIENT WAS PERMANENTLY HOUSED:   

MONTH:
___________

YEAR:
___________  

	ADMIT PURPOSE
	REFERRING PRIMARY DIAGNOSIS AT ADMISSION:  

(choose only ONE option from MEDICAL HISTORY below and write here)




	
	REFERRING PRIMARY PURPOSE(S) FOR ADMISSION (choose all that apply):        

(  ARV Initiation     (  Wound Care     (  PO Antibiotics     (  IV Antibiotics     (  Med Mgmnt    (  Reconditioning/Rehab            
(  CM   (  Anticoagulation     (  Med Teaching     (  Chemo/XRT   (  Awaiting Medical Procedure   (  Assisting with Follow-up

(  Other (specify):

	REFERRAL MEDICAL HISTORY
	REFERRAL MH HISTORY
	REFERRAL SA HISTORY

	· Unable / Refused to Answer
· Denies History

· Ambulatory Disability

· Anemia

· Assault

· Asthma

· Autoimmune Disease

· CAD

· Cancer

· Cardiac Arrhythmia

· CHF

· Chronic Pain

· Cirrhosis

· Cognitive Disorder NOS

· COPD

· Dental Condition

· Derm Condition

· Diabetes

· Endocrine

· GI Disease 

· Other (specify):
	· GYN Disease

· Hepatitis C 

· HIV/AIDS

· Hypertension

· Neuro disease

· Open wounds, skin and soft tissue infection

· Ortho Condition

· Osteomyelitis

· Pneumonia

· Post-Op Care

· Renal Disease

· Seizure disorder

· TBI

· Thromboembolic Disease

· Urologic Condition

· UTI

· Vision Disability
	· Unable / Refused to Answer

· Denies History
· None

· Adjustment Disorders

· Substance Related Diagnoses

· Anxiety Disorders

· Delirium, Dementia, and Amnesic and Other Cognitive Disorders

· Disassociative Disorders

· Factitious Disorders

· Impulse Control Disorders Not Elsewhere Classified

· Mood Disorders

· Personality Disorders

· Schizophrenia and Other Psychotic Disorders

· Sexual and Gender Identity Disorder

· Sleep Disorders

· Somatoform Disorders

· Other Conditions (specify):

	· Unable / Refused to Answer

· Denies History

· None
· Alcohol

· Barbiturates and other sedatives / hypnotics

· Benzodiazepines and other tranquilizers

· Cocaine / Crack Cocaine

· Ecstasy & other club drugs

· Hallucinogens / PCP

· Heroin

· Inhalants

· Marijuana / Hashish

· Methamphetamine and other amphetamines

· Nicotine

· Other Opiate *

· Over-the-counter *

· Unknown drug(s) *
* Specify:  

	IDENTIFIED DURING STAY:
	IDENTIFIED DURING STAY:
	IDENTIFIED DURING STAY:
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	DPH MEDICAL RESPITE

Episode Form, PAGE 2
	LAST NAME
	FIRST NAME

	ADVERSE EVENT
	DATE:
	TIME

	BRIEF DESCRIPTION OF ADVERSE EVENT


	MEDICAL RESPITE LINKAGES

	( PC Provider:
( Already Active   ( Reconnect  ( New Connect   ( Offered/Refused

( Diagnostics: 
( N/A   ( Already Active   ( Reconnect  ( New Connect   ( Offered/Refused

( Pharmacy:
( N/A   ( Already Active   ( Reconnect  ( New Connect   ( Offered/Refused

( ICM Team:
( N/A   ( Already Active   ( Reconnect  ( New Connect   ( Offered/Refused

( Community Nursing Care:
( N/A   ( Already Active   ( Reconnect  ( New Connect   ( Offered/Refused

( MH Tx:
( N/A   ( Already Active   ( Reconnect  ( New Connect   ( Offered/Refused

( SA Tx: 
( N/A   ( Already Active   ( Reconnect  ( New Connect   ( Offered/Refused
( Specialist:
( N/A   ( Already Active   ( Reconnect  ( New Connect   ( Offered/Refused

( Specialist:
( N/A   ( Already Active   ( Reconnect  ( New Connect   ( Offered/Refused

( Other: 
( N/A   ( Already Active   ( Reconnect  ( New Connect   ( Offered/Refused

( Housing:
( Already Active   ( Applied   ( Offered/Refused
( ID:  CA ID / SS# Card / Other : 
( Already Active   ( Applied   ( Offered/Refused
( Income Benefit: CAAP / SSI / SSDI / VA / Other:   ( Already Active   ( Applied, Award Date:_______________________   ( Offered/Refused

( Medical Coverage Benefit: Medi-Cal / Medicare / VA:     ( Already Active   ( Applied, Award Date: __________________   ( Offered/Refused

	DC LIVING SITUATION
	DID STAY RESULT IN CHANGE OF LIVING SITUATION?   
( NO   ( If YES


check new situation:
COMMENT:
	Homeless:

· Shelter, no CM
· Shelter, with CM

· Outdoors
· Encampment

· Abandoned Bldg
· Vehicle 
· Other
	Homeless Transitional:
· SRO Temporary

· Jail/Prison

· LTC or Residential Treatment

· Temp situation w family/friends
· Foster Care

· SRO living with child(ren)
	Permanently Housed:
(with tenancy rights):

· SRO Non-Supported

· SRO Supported

· Board and Care

· Apartment

· House



	DISCHARGE DISPOSITION
	MEDICAL TREATMENT PLAN COMPLETED BEFORE DISCHARGE?    

	MONTH
	DAY
	YEAR
	( YES   ( NO, COMMENT:

	Discharged to: (review options 1 through 15, select only one)

	1.  
( 
* Psychiatric Emergency Program/Facility:     ( PES   
( Westside Crisis
( Dore Urgent Care Clinic     
5150?  ( Yes  ( No
2.  
( 
* Medical Emergency Department: 

( SFGH    
( St. Francis 
( CPMC Davies  
( CPMC Pacific
( CPMC California
( St. Luke’s 

( UCSF     
( Kaiser
( VA Hosp
( St. Mary’s     
( Other Hospital: ________________________________________

	3.  
( 
Medical Detox Program

4.  
( 
Social Detox Program

5.  
( 
Residential Treatment Program: ____________________
6.  
( 
Hospice: ______________________________________
7.  
( 
Long Term Care: ________________________________ 

8.  
( 
Completed program and discharged to self-care
Address/hotel/room#, if known: 


_________________________________________________
	9. 
( 
AWOL
10. 
( 
* Escorted out due to violent behavior or threat of
11.
( 
* Discharged due to inappropriate behavior

12. 
( 
* AMA 

13. 
( 
* Discharged to Police Custody 

14.
( 
* Death 
15.
( 
Other as follows: ______________________________

(* Requires Adverse Event section to be completed)
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