CHW Client Assessment Form
[bookmark: _GoBack]Client Name:_______________________________________   |_| Male  |_| Female   DOB:_______/________/________NN Chart # ________________

Date of visit: _______/_______/_______  Time spent with client: ________ minutes   Interpreter Needed?   |_|Yes   |_|No
Spoken Language(s): ___________________________________ Written language(s): ____________________________
Race: ________________________________________________ 
Address: ___________________________________________________________________________________________
Phone number: ___________________________________   Alternate Phone: ___________________________________  
Emergency Contact Name: ___________________________  Emergency Contact Phone #: ________________________

Client Form Checklist:           |_|  Health Authorization for Release of Information Form (client signature)    
                   |_|  Notice of Privacy Practices (no signature needed, give client a copy)

Type of visit: 
|_|  One on One (Home visit, office or other place in the community)				
|_|  Group Education with CHW
|_|  By Phone
|_|  With a Provider

	Insurance Provider & Subscriber ID: 


Reminder: Make a copy of the client’s insurance card(s) and upload into the Files tab in Nightingale Notes 

|_| Medical Assistance: ____________________________
|_|  Private Insurance: _____________________________
|_|  UCare: ______________________________________
|_|  Blue Plus: ___________________________________
|_|  Other: ______________________________________
|_|  No Insurance

	Household Information 



Lives: |_| Alone    |_| Family    |_| Friends/Acquaintance            Number in household: ________

Housing type: (e.g. Apartment, Own House, Rent House, Group Home, None-living on street or in a vehicle)
Notes:_____________________________________________________________________________________________ 

Is your current housing affordable? 	|_| Yes   |_| No  	  Explain: _______________________________________________
Is your current housing safe and stable? |_| Yes   |_| No      Explain: ____________________________________________

	Primary Care Provider  



When was the last time you saw your doctor? ______________________________________________________________
Name of Primary Care Provider: ________________________________________________________________________

How are you feeling today? Do you have any health concerns? ________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
	Medications 



Do you take any medications? |_| Yes   |_| No  
          If yes, what do you take medication for? _____________________________________________________________
          ______________________________________________________________________________________________
          ______________________________________________________________________________________________ 
Reminder:
* Remind the client to bring a list (or the bottles) of their medication to the next appointment with you. 
* If referral is from clinic, ask clinic for med list.

	Tobacco 



Do you smoke cigarettes or use other tobacco products?   |_| Yes   |_| No  
	If yes, how much do you usually smoke or use? ____________________________________________________
	Do you ever think about quitting?   |_| Yes   |_| No 

	Alcohol/Drugs 



Do you drink?   |_| Yes   |_| No             Do you use any other drugs?   |_| Yes   |_| No  
	If yes, have you ever felt you should cut down on your drinking or drug use?  |_| Yes   |_| No  

	Employment 



Are you working? 
	If yes, where? ________________________________________________________________________________
	If no, why not? _______________________________________________________________________________

	Legal  



Do you need assistance with legal or immigration issues?   |_| Yes   |_| No

	Food Access



Do you and your family have enough food to eat?   |_| Yes   |_| No

Do you receive any of the following types of food assistance?
	Type
	How often?
	From where?

	EBT/SNAP
	
	

	WIC
	
	

	Food Shelf
	
	

	Nutrition Assistance Program for Seniors (NAPS) – age 60+
	
	

	Meals on Wheels
	
	



	Transportation 



How do you get to your medical or support service visits? (select all that apply)
|_|  Public transportation (Prairie Transit, Taxi)
|_|  Own Vehicle
|_|  Ride from family, friends/acquaintance
|_|  Walk
|_|  Other ________________________________________________________

Do you have any difficulty arranging transportation?   |_| Yes   |_| No
If yes, why?_________________________________________________________________________________
	Mental Health 



How are you feeling emotionally these days? ______________________________________________________________
___________________________________________________________________________________________________

Have you ever received mental health treatment or counseling?  |_| Yes   |_| No
Provider:__________________________________________   Telephone number:________________________________
Are you currently taking medications?  |_| Yes   |_| No    

	Social Support   



Do you have any family or friends that you are close with?   |_| Yes   |_| No   
Do you have a significant other?   |_| Yes   |_| No          
Do you have any children?  |_| Yes   |_| No
Do you have any pets?   |_| Yes   |_| No
Are you connected to any spiritual or religious support?   |_| Yes   |_| No
          If no, are you interested in connecting with any spiritual or religious communities or any other type of spiritual or    
          religious support?   |_| Yes   |_| No

	Additional Services



Are you receiving any other services from Nobles County or another agency?  
|_|  Yes – Service/Agency _____________________________________________________________________________
|_|  No   


Out of everything we discussed today, what is the most important thing you would like to work on together? 
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
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