SERVICE COORDINATION ASSESSMENT

Assessment Date:
     
Service Coordinator:
     
PARTICIPANT

Name: Last
     

 First:

      Middle:
     
Date of Birth:
      DCN:
     
PARTICIPANT MISCELLANEOUS
Income: SSI:       SSDI:      Trust Fund:       Employment:       Other:      
Perinatal Substance Abuse (PSA): Yes FORMCHECKBOX 
 No FORMCHECKBOX 



Information Sources: Caregiver  FORMCHECKBOX 
 Alternate Contact  FORMCHECKBOX 
 Parent FORMCHECKBOX 
 Medical Record FORMCHECKBOX 
 Foster Parent FORMCHECKBOX 
 Participant FORMCHECKBOX 
 Other:      
Comments Regarding Participant Miscellaneous:      
HEALTH CARE TEAM
Provider Type/Specialty:       


Provider Name:      
Address:       


City:       


State:       Zip:       Phone:      
Last Visit:      Next Visit:      
Provider Type/Specialty:       


Provider Name:      
Address:       


City:       


State:       Zip:       Phone:      
Last Visit:      Next Visit:      
Provider Type/Specialty:       


Provider Name:      
Address:       


City:       


State:       Zip:       Phone:      
Last Visit:      Next Visit:      
Provider Type/Specialty:       


Provider Name:      
Address:       


City:       


State:       Zip:       Phone:      
Last Visit:      Next Visit:      
Provider Type/Specialty:       


Provider Name:      
Address:       


City:       


State:       Zip:       Phone:      
Last Visit:      Next Visit:      
Comments Regarding Health Care Team:      
-In the past twelve (12) months, have you seen a doctor, nurse, or other health care professional for preventive medical care such as a physical exam or well child/person checkup? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

-In the past twelve (12) months, have you seen a dental provider (for example: dentist, orthodontist, oral surgeon, or any other dental specialist? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

-In the past twelve (12) months, have you accessed the Elks dental unit? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

INSURANCE MEDICAL / DENTAL / VISION
Medical Insurance (Check all that apply) 
 FORMCHECKBOX 
 MO HealthNet (Medicaid)  FORMCHECKBOX 
 Medicare  FORMCHECKBOX 
 Private Insurance  FORMCHECKBOX 
 Other        FORMCHECKBOX 
 None      
 FORMCHECKBOX 
 Managed Care
 FORMCHECKBOX 
Fee for Service
1. -Does your insurance offer benefits and services that meet your needs?
 FORMCHECKBOX 
Never  FORMCHECKBOX 
Sometimes  FORMCHECKBOX 
Usually  FORMCHECKBOX 
Always

2. -Do you consider the cost reasonable?  FORMCHECKBOX 
 Never  FORMCHECKBOX 
Sometimes  FORMCHECKBOX 
Usually  FORMCHECKBOX 
Always
3. -Does the plan allow you to see the provider you need?  FORMCHECKBOX 
Never  FORMCHECKBOX 
Sometimes  FORMCHECKBOX 
Usually  FORMCHECKBOX 
Always
4. -Were you covered by health insurance during all of the last 12 months?
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
(Those with answers of "Usually" or "Always" to 1-3 and "Yes" to question 4 are considered to have adequate insurance)
Dental Insurance (Check all that apply)

 FORMCHECKBOX 
MO HealthNet (Medicaid)  FORMCHECKBOX 
Medicare  FORMCHECKBOX 
 Private Insurance  FORMCHECKBOX 
Other        FORMCHECKBOX 
None      
 FORMCHECKBOX 
 Managed Care
 FORMCHECKBOX 
Fee for Service
Vision Insurance (Check all that apply)

 FORMCHECKBOX 
MO HealthNet (Medicaid)  FORMCHECKBOX 
Medicare  FORMCHECKBOX 
 Private Insurance  FORMCHECKBOX 
Other        FORMCHECKBOX 
None      
 FORMCHECKBOX 
 Managed Care
 FORMCHECKBOX 
Fee for Service
Comments Regarding Insurance:      
MILITARY
Have you ever served in the military? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

Has anyone in your family ever served in the military? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

If yes to either of the above questions, was Missouri Veteran's Commission contact information provided?

Yes FORMCHECKBOX 
 No FORMCHECKBOX 
 N/A FORMCHECKBOX 
 Phone: 1-866-VET-INFO (1-866-838-4636) web: http://www.mvc.dps.mo.gov

Comments Regarding Military:      
MEDICAL HOME
Individuals with special health care needs will receive coordinated, ongoing, comprehensive care within a medical home.

1. The participant has a usual source for medical care:
A. Does the participant have a usual source of medical care when sick? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

B. Does the participant have a usual source for preventive health care? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

2. The participant has seen a Physician or a specialist in the past year? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

3. Effective service coordination is provided:
A. Do the participant's health care providers share information with each other? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

B. Do the participant's health care providers and other non-medical professionals (e.g., educators, childcare providers, therapists, vocational rehab, other agencies) share information with each other? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

4. The participant receives family-centered care. Does the physician who sees the participant most:

A. Spend enough time with the participant during visits? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

B. Listen carefully? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

C. Consider the participant's/family's values and customs? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

D. Provide needed information? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

E. Make the participant/family feel like a partner? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

5. Community-based services are organized so that they are easy for the participant/family to use:

A. Does the participant/family know whom to call when services are needed? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

B. Can the participant get referrals when they are needed? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

C. Does the participant receive most services in his/her local community? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

D. Does the participant have adequate health insurance to pay for needed services? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

E. Can the participant access language or mobility accommodations needed for provision of services? (e.g., language interpreter is available, office is wheelchair accessible) Yes FORMCHECKBOX 
 No FORMCHECKBOX 

(Medical Home criteria are met if: questions 1A, 1B and 2 are answered "Yes"; And questions 3, 4 and 5 have at least a total of five "Yes" responses WITH at least one "Yes" response in each question 3, 4 and 5)
If Medical Home criteria are not met, was educational material provided? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

Comments Regarding Medical Home:      
HEALTH/MEDICAL
Health History
     
Current Health Status

 FORMCHECKBOX 
Alcoholism/Substance Abuse

 FORMCHECKBOX 
Anemia, Autoimmune Deficiency, Blood Disorders

 FORMCHECKBOX 
Arthritis and Other Joint Limitations or Injuries

 FORMCHECKBOX 
Bowel/Bladder Problems

 FORMCHECKBOX 
Cancer, Leukemia, or Tumor
 FORMCHECKBOX 
Communication – Communication Devices
 FORMCHECKBOX 
Dental Problems

 FORMCHECKBOX 
Developmental Delay

 FORMCHECKBOX 
Diabetes, Nutritional Disorders

 FORMCHECKBOX 
Digestive Disorders (requires gastrostomy tube, short gut syndrome)
 FORMCHECKBOX 
Effects of Brain Injury (Traumatic Brain Injury (TBI); Transient Ischemic Attack (TIA); Memory Loss; Anoxia)
 FORMCHECKBOX 
Hearing Impairment (Hard of Hearing (HOH); Deafness)
 FORMCHECKBOX 
Heart Trouble (Angina, Congenital Defect, Congestive Heart Failure (CHF); Myocardial Infarction (MI)) 
 FORMCHECKBOX 
Hypertension/Renal Disease

 FORMCHECKBOX 
Mental Impairment, Mental Retardation (MR), Cognitive Impairment, Behavioral Illness 
 FORMCHECKBOX 
Respiratory Problems (Cystic Fibrosis, Asthma, Chronic Obstructive Pulmonary Disease (COPD), Pulmonary Dysplasia)
 FORMCHECKBOX 
Skin Problems (Decubitus Ulcer, Lesions, Rashes) 
 FORMCHECKBOX 
Surgery with Residual Effects (Shunt, Drainage, Amputation, Paralysis Pain, Fatigue)
 FORMCHECKBOX 
Seizure Disorders 
 FORMCHECKBOX 
Visual Impairment 
 FORMCHECKBOX 
Other: 
Comments Regarding Health Status:      
Traumatic Brain Injury

Date of TBI      Cause of TBI:  FORMCHECKBOX 
Assault  FORMCHECKBOX 
Fall  FORMCHECKBOX 
MVA  FORMCHECKBOX 
 Other     
If Motor Vehicle Accident (MVA), was participant on a motorcycle? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

If yes, was participant wearing a helmet? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

Last Hospitalization (Date/Place)      Reason for Last Hospitalization      
Do you have any barriers to making or keeping medical/dental appointments?      
Medication (choose the most appropriate selection)

 FORMCHECKBOX 
Participant takes no medications and/or only occasional medications as needed
 FORMCHECKBOX 
Participant takes prescription medications and/or medications as needed on a regular basis
 FORMCHECKBOX 
Participant needs supervision taking medications and/or needs medications set up on a regular basis
 FORMCHECKBOX 
Participant has complex drug regimen requiring high number of medications, varying times, special instructions and/or total assistance to take medications
 FORMCHECKBOX 
Do you have any barriers to obtaining or taking your medications (e.g., affordability, access, supervision, complex regimen)?      
Comments Regarding Medication:      
Health/Medical Un-Met Needs/Goals/Plans

Un-Met Needs:      
Goal(s):      
Plan(s):      
MOBILITY (choose the most appropriate selection)

 FORMCHECKBOX 
Participant does not need any human assistance with mobility
 FORMCHECKBOX 
Participant needs assistance transferring to a wheelchair, getting out of a chair, or cannot climb stairs without assistance
 FORMCHECKBOX 
Participant requires assistance for all ambulation
 FORMCHECKBOX 
Participant is totally dependent on others
Comments Regarding Mobility:      
Assistive Devices
 FORMCHECKBOX 
Braces  FORMCHECKBOX 
Orthotics  FORMCHECKBOX 
Prosthetics  FORMCHECKBOX 
Walker/Cane  FORMCHECKBOX 
Wheelchair  FORMCHECKBOX 
Other:      
Do you have any barriers in obtaining or using Assistive Devices? Yes FORMCHECKBOX 
 No FORMCHECKBOX 

Comments Regarding Assistive Devices:
     
Mobility Un-Met Needs/Goals/Plans

Un-Met Needs:      
Goal(s):      
Plan(s):      
ACTIVITIES OF DAILY LIVING (ADL)/TRANSPORTATION
Activities of Daily Living (ADL): Feeding, Dressing, Toileting, Personal Hygiene, Food Preparation and Household Tasks (choose the most appropriate selection)

 FORMCHECKBOX 
Participant is independent in ADL’s
 FORMCHECKBOX 
Participant requires minimal or occasional assistance with ADL’s
 FORMCHECKBOX 
Participant requires daily assistance with ADL’s and/or is incontinent of bladder or bowel fifty percent of the time
 FORMCHECKBOX 
Participant requires total assistance with ADL’s
Assistance Necessary (as age/development appropriate)

 FORMCHECKBOX 
Feeding  FORMCHECKBOX 
Dressing  FORMCHECKBOX 
Toileting  FORMCHECKBOX 
Personal Hygiene  FORMCHECKBOX 
Food Preparation  FORMCHECKBOX 
Household Tasks

Transportation (participant/family appropriate)

 FORMCHECKBOX 
Can you drive yourself?
 FORMCHECKBOX 
Do you have a driver’s license?
 FORMCHECKBOX 
Do you have resources to provide own transportation?
 FORMCHECKBOX 
Do you rely on other transportation services?
 FORMCHECKBOX 
Do you have other transportation services?
Comments Regarding Activities of Daily Living/Transportation:      
Activities of Daily Living/Transportation Un-Met Needs/Goals/Plans

Un-Met Needs:      
Goal(s):      
Plan(s):      
DIETARY CONCERNS (as age/development appropriate) (choose best statement that applies)

 FORMCHECKBOX 
Participant is on regular diet, can prepare own meals, and does not need assistance eating.
 FORMCHECKBOX 
Participant requires 50% of meals to be prepared by others and needs encouragement or minimal supervision to eat.

 FORMCHECKBOX 
Participant requires all meals to be prepared by others, needs to be fed by someone, or is on calculated diet for unstable condition.
 FORMCHECKBOX 
Participant is unable to eat and requires tube feeding or parenteral fluids.
Concerns:
 FORMCHECKBOX 
Eating Non-Food Items  FORMCHECKBOX 
Eating too Fast  FORMCHECKBOX 
Food Allergy  FORMCHECKBOX 
Forget Having Eaten 
 FORMCHECKBOX 
Gagging/Choking  FORMCHECKBOX 
Nutritional Supplements  FORMCHECKBOX 
Prefer Not to Eat  FORMCHECKBOX 
Special Diet  FORMCHECKBOX 
Vitamins 

 FORMCHECKBOX 
Vomiting/Reflux  FORMCHECKBOX 
Other Concerns:      
Comments Regarding Dietary Concerns:      
Dietary Concerns Un-Met Needs/Goals/Plans

Un-Met Needs:      
Goal(s):      
Plan(s):      
EMOTIONAL (current emotional status)
 FORMCHECKBOX 
Feeling Overly Anxious/Nervous
 FORMCHECKBOX 
Acting Out (yelling at people, hitting, avoiding others because you get angry when around them, etc)

 FORMCHECKBOX 
Feeling Depressed
 FORMCHECKBOX 
Hurting Yourself/Thoughts or Attempts at Suicide
 FORMCHECKBOX 
Self-Preservation/Victimization
 FORMCHECKBOX 
Feeling Neglected or Abused:

How and by whom?      
Has this been a problem for you in the past?      
Comments Regarding Current Emotional Status:      
Emotional Un-Met Needs/Goals/Plans

Un-Met Needs:      
Goal(s):      
Plan(s):      
SOCIAL/ENVIRONMENTAL
Social History: (identify things participant enjoyed/participated in, prior to injury or illness)      
 FORMCHECKBOX 
Social Inactivity  FORMCHECKBOX 
Social Phobia  FORMCHECKBOX 
Socially Inappropriate Behavior  FORMCHECKBOX 
No Other Social Issues

 FORMCHECKBOX 
Are there any barriers keeping the participant from getting out into the community or participating in activities they enjoy?
Comments Regarding Social Issues:      
Home Environment:
 FORMCHECKBOX 
Own/Rent     
 FORMCHECKBOX 
Lives with someone else      
 FORMCHECKBOX 
Stable living conditions      
 FORMCHECKBOX 
Safe home/neighborhood      
 FORMCHECKBOX 
Sanitary environment      
 FORMCHECKBOX 
Free of bugs/rodents     
 FORMCHECKBOX 
Pets      
 FORMCHECKBOX 
Adequate heating/cooling      
Number of persons living in household      
Number of persons in household that are caregivers     
Comments Regarding Home Environment:      
Comments Regarding Social/Environmental:      
Social/Environmental Un-Met Needs/Goals/Plans

Un-Met Needs:      
Goal(s):      
Plan(s):      
COGNITIVE CONCERNS (as age/development appropriate)
Concerns Regarding
 FORMCHECKBOX 
Emergency Response (recognize the need for and seek help)
 FORMCHECKBOX 
Supervision (ability to remain in assigned area)  FORMCHECKBOX 
Memory - Short Term
 FORMCHECKBOX 
Memory - Long Term
 FORMCHECKBOX 
Judgment (ability to use good judgment in simple, familiar situations)
 FORMCHECKBOX 
Planning/Organizing (ability to plan and organize daily life activities)
 FORMCHECKBOX 
Attention/Focus (ability to attend to task at hand)

Comments Regarding Cognitive Concerns:      
Cognitive Concerns Un-Met Needs/Goals/Plans

Un-Met Needs:      
Goal(s):      
Plan(s):      
EDUCATIONAL/VOCATIONAL
What is highest level of education completed?      
Currently Has:
 FORMCHECKBOX 
IEP  FORMCHECKBOX 
504 Health Plan
Currently Receiving: 
 FORMCHECKBOX 
Special Education  FORMCHECKBOX 
Parents as Teachers (PAT) 
Type of Assistance, if Required      
Currently Attending: 
 FORMCHECKBOX 
Day Care      
 FORMCHECKBOX 
Preschool      
 FORMCHECKBOX 
Early Childhood      
 FORMCHECKBOX 
First Steps      
 FORMCHECKBOX 
Head Start      
 FORMCHECKBOX 
State School      
 FORMCHECKBOX 
Grade School      
 FORMCHECKBOX 
Middle School      
 FORMCHECKBOX 
High School      
 FORMCHECKBOX 
Technical School      
 FORMCHECKBOX 
College      
 FORMCHECKBOX 
Home Based      
Current Vocational Level: 
 FORMCHECKBOX 
In School/Training
 FORMCHECKBOX 
Sporadic/Casual Employment
 FORMCHECKBOX 
No Employment
 FORMCHECKBOX 
Independent Competitive Employment 
 FORMCHECKBOX 
Supported Employment
 FORMCHECKBOX 
Volunteer 
 FORMCHECKBOX 
Sheltered Workshop
Type of Work:      
Longest Job Held/Previous Type of Employment/Work:      
Are you currently restricted in any way:
 FORMCHECKBOX 
Do you have a current court case pending?      
 FORMCHECKBOX 
Are you currently restricted in any way?      
 FORMCHECKBOX 
Is there a legal restriction regarding Probation/Parole?      
 FORMCHECKBOX 
Is there a legal restriction on Traveling and/or Work?      
Comments Regarding Educational/Vocational:      
Educational/Vocational Un-Met Needs/Goals/Plans

Un-Met Needs:      
Goal(s):      
Plan(s):      
FAMILY FUNCTIONING
 FORMCHECKBOX 
Custody or Other Legal Issues:      
Risk Factors

 FORMCHECKBOX 
Alcohol/Drug use  FORMCHECKBOX 
Emotional Issues  FORMCHECKBOX 
Family Instability
 FORMCHECKBOX 
Family Lacks Support System  FORMCHECKBOX 
Family Lacks Transportation
 FORMCHECKBOX 
Potential Abuse  FORMCHECKBOX 
Potential Neglect

Family Support Available

 FORMCHECKBOX 
Family Appears Functional and Realistically Supportive of Participant
 FORMCHECKBOX 
Family Has Accommodated for Important Roles and Responsibilities Regarding Participant
 FORMCHECKBOX 
Family Requires Information/Education about Participant Needs
 FORMCHECKBOX 
Outside Family Support is Available

Comments Regarding Family Functioning:      
Family Functioning Un-Met Needs/Goals/Plans

Un-Met Needs:      
Goal(s):      
Plan(s):      
CULTURAL BELIEF SYSTEM
 FORMCHECKBOX 
Do you have any cultural beliefs, preference or practices that we need to be aware of related to the health services?

Comments Regarding Cultural/Belief System:      
Cultural Belief System Un-Met Needs/Goals/Plans

Un-Met Needs:      
Goal(s):      
Plan(s):      
CURRENT TREATMENTS/THERAPIES/SERVICES and NEEDED REFERRALS
Treatments
Dental:  FORMCHECKBOX 
 Receiving  FORMCHECKBOX 
Need Referral
Elks Dental Unit:  FORMCHECKBOX 
 Receiving  FORMCHECKBOX 
Need Referral
Physician:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Other:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Comments Regarding Treatments:      
Therapies

Occupational:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Physical:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Speech:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Other:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Comments Regarding Therapies:      
Services

Community Agency:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Other:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Comments Regarding Services:      
Department of Elementary and Secondary Education (DESE) Programs

First Steps (FS):  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Parents as Teachers (PAT):  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Vocational Rehabilitation:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral

Other:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Comments Regarding DESE:      
Department of Health and Senior Services (DHSS) Programs

Adult Head Injury Program:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Children with Special Health Care Needs Program:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Family Partnership:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral

Healthy Children and Youth Program:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral

Physical Disabilities Waiver Program:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Home and Community Based Services:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Women, Infant and Children (WIC) Program:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Other:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Comments Regarding DHSS:      
Department of Mental Health (DMH) Programs
Community Support Waiver:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Comprehensive Waiver:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
MO Children with Developmental Disabilities Waiver (Sarah Lopez Waiver):  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Comments Regarding DMH:      
Department of Public Safety (DPS)
Missouri Veterans Commission (MVC), Benefits Specialist:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Other:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Comments Regarding DPS:      
Department of Social Services (DSS) Programs
 FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Comments Regarding DSS:      
Other Resources ( i.e., March of Dimes, Temporary Assistance (AFDC), Section VIII, etc.)
 FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Comments Regarding Other Resources:      
Other State Agency

 FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Comments Regarding Other State Agency:      
Social Security Administration

Supplemental Security Income (SSI):  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Social Security Disabilities Insurance (SSDI):  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Other:  FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral
Comments Regarding Social Security Administration:      
Independent Living Center
 FORMCHECKBOX 
Receiving  FORMCHECKBOX 
Need Referral

Comments Regarding Independent Living Center:      
Comments Regarding Current Treatment/Therapies/Services and Referral Needs:      
Current Treatment/Therapies/Services and Needed Referrals Un-Met Needs/Goals/Plans

Un-Met Needs:      
Goal(s):      
Plan(s):      
SAFETY
 FORMCHECKBOX 
Was importance of emergency plan discussed with participant/family?
 FORMCHECKBOX 
Were educational materials given to aid in the development of an emergency plan?
 FORMCHECKBOX 
Red Cross Book "Preparing for Disaster for People with Disabilities and Other Special Needs"
 FORMCHECKBOX 
Other:      
 FORMCHECKBOX 
Reviewed Emergency Preparedness Plans

 FORMCHECKBOX 
Reviewed Caregiver Backup Plan 
Comments Regarding Safety:      
Safety Un-Met Needs/Goals/Plans

Un-Met Needs:      
Goal(s):      
Plan(s):      
LEVEL OF INDEPENDENT LIVING & COMMUNITY PARTICIPATION (for AHI only)
Current Independent Living Level

 FORMCHECKBOX 
Group Home/Supervised Living  FORMCHECKBOX 
Independent with External Supports
 FORMCHECKBOX 
Independent with Natural Supports  FORMCHECKBOX 
Fully Independent

Current Community Participation Level

 FORMCHECKBOX 
Primarily Dependent on Specialized Supports  FORMCHECKBOX 
Integrated with Special External Supports
 FORMCHECKBOX 
Integrated with Natural Supports  FORMCHECKBOX 
Fully Integrated

Comments on Level of Independent Living and Community Participation:      
Level of Independent Living and Community Participation Un-Met Needs/Goals/Plans

Un-Met Needs:      
Goal(s):      
Plan(s):      
YOUTH TRANSITIONS (for participant that is 13 to 21 years of age)

 FORMCHECKBOX 
Have doctors or other health care providers talked to the family/participant about how the participant's health care needs might change when the participant becomes an adult?
 FORMCHECKBOX 
Has a plan for addressing these changing needs been developed with the doctor or other health care providers?
 FORMCHECKBOX 
Have doctors or other health care providers discussed having the participant eventually see a doctor who treats adults?
 FORMCHECKBOX 
Has the participant received any vocational or career training to help him/her prepare for a job when he/she becomes an adult?

Comments Regarding Youth Transitions:      
Youth Transitions Un-Met Needs/Goals/Plans

Un-Met Needs:      
Goal(s):      
Plan(s):      
QUALITY ASSURANCE (only when participant has a previous assessment - not very first assessment)

1. How satisfied are you with the general health services you have received? (For example: physicians, hospitals, therapists, etc.)  FORMCHECKBOX 
Very Satisfied  FORMCHECKBOX 
Somewhat Satisfied  FORMCHECKBOX 
Somewhat Dissatisfied  FORMCHECKBOX 
Very Dissatisfied

2. How satisfied are you with the in-home provider agency services you have received?
 FORMCHECKBOX 
Very Satisfied  FORMCHECKBOX 
Somewhat Satisfied  FORMCHECKBOX 
Somewhat Dissatisfied  FORMCHECKBOX 
Very Dissatisfied
3. How satisfied are you with the SHCN services you have received?
 FORMCHECKBOX 
Very Satisfied  FORMCHECKBOX 
Somewhat Satisfied  FORMCHECKBOX 
Somewhat Dissatisfied  FORMCHECKBOX 
Very Dissatisfied
4. Do you feel your quality of life has improved as a result of SHCN service coordination and services? (For example: increased access to resources, increased level of independence, or increased community involvement)
 FORMCHECKBOX 
Great Deal  FORMCHECKBOX 
Some  FORMCHECKBOX 
Very Little  FORMCHECKBOX 
Not At All
5. Do you feel like a partner with your SHCN Service Coordinator in making decisions regarding your services? 
 FORMCHECKBOX 
Always  FORMCHECKBOX 
Usually  FORMCHECKBOX 
 Sometimes  FORMCHECKBOX 
 Never
6. Are the services organized in a way that makes them easy to use?  FORMCHECKBOX 
Always  FORMCHECKBOX 
Usually  FORMCHECKBOX 
 Sometimes  FORMCHECKBOX 
 Never
Comments Regarding Quality Assurance:      
PARTICIPANT/FAMILY STATEMENT
Comments:      
Participant/Family Statement Un-Met Needs/Goals/Plans

Un-Met Needs:      
Goal(s):      
Plan(s):      
Version 3.0.0
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