SPECIAL HEALTH CARE NEEDS COMPREHENSIVE ASSESSMENT TOOL (CAT)

ADULT LIFE-STAGE (21-65)

NAME:
PARTICIPANT FULL NAME
DOB:
MM/DD/YY
DCN:
8 DIGIT DCN
DATE:

MM/DD/YY
SECTION ONE – PARTICIPANT INFORMATION

Home Address:
STREET ADDRESS
Service Coordinator:
SC FULL NAME
CITY STATE ZIP
Assessment Type:

Mailing Address:
STREET ADDRESS
 FORMCHECKBOX 
 Initial
Date:
CURRENT DATE
CITY STATE ZIP
 FORMCHECKBOX 
 Annual
Date
CURRENT DATE
Phone:
AC/PHONE NUMBER
Medical Records:

Primary Language:
 FORMDROPDOWN 

 FORMCHECKBOX 
 Requested
Date:
CURRENT DATE
Participant/Family requires an interpreter:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Received
Date:
CURRENT DATE
Responsible Party/Substitute Decision Maker/Contact Information (check all that apply):

 FORMCHECKBOX 
 Parent
Name and Address of the person indicated:

 FORMCHECKBOX 
 Guardian/Conservator
Name:
FULL NAME
 FORMCHECKBOX 
 Power of Attorney
Address:
STREET ADDRESS
 FORMCHECKBOX 
 Limited Power of Attorney

CITY STATE ZIP
 FORMCHECKBOX 
 Informal Decision maker
Phone:
AC/PHONE NUMBER
 FORMCHECKBOX 
 Representative of Protective Payee

 FORMCHECKBOX 
 None

 FORMCHECKBOX 
 Other, specify
TEXT
Health Care Team and Information Sources:

Name and Address of the person indicated:

 FORMCHECKBOX 
 Participant
Name:
FULL NAME
 FORMCHECKBOX 
 Parent
Address:
STREET ADDRESS
 FORMCHECKBOX 
 Foster Parent

CITY STATE ZIP
 FORMCHECKBOX 
 Caregiver
Phone:
AC/PHONE NUMBER
 FORMCHECKBOX 
 Physician/Primary Care Physician
 FORMCHECKBOX 
 Physician/Specialist

Name:
FULL NAME
Name:
FULL NAME
Address:
STREET, CITY, STATE, ZIP
Address:
STREET, CITY, STATE, ZIP
Phone:
AC/PHONE NUMBER
Phone:
AC/PHONE NUMBER
 FORMCHECKBOX 
 Physician/Specialist
 FORMCHECKBOX 
 Physician/Specialist

Name:
FULL NAME
Name:
FULL NAME
Address:
STREET, CITY, STATE, ZIP
Address:
STREET, CITY, STATE, ZIP
Phone:
AC/PHONE NUMBER
Phone:
AC/PHONE NUMBER
 FORMCHECKBOX 
 Other
 FORMCHECKBOX 
 Other

Name:
FULL NAME
Name:
FULL NAME
Address:
STREET, CITY, STATE, ZIP
Address:
STREET, CITY, STATE, ZIP
Phone:
AC/PHONE NUMBER
Phone:
AC/PHONE NUMBER
 FORMCHECKBOX 
 Other
 FORMCHECKBOX 
 Other

Name:
FULL NAME
Name:
FULL NAME
Address:
STREET, CITY, STATE, ZIP
Address:
STREET, CITY, STATE, ZIP
Phone:
AC/PHONE NUMBER
Phone:
AC/PHONE NUMBER
 FORMCHECKBOX 
 Medical Records

 FORMCHECKBOX 
 Insurance/Third Party Payer
FULL NAME, ADDRESS, CITY, STATE, ZIP
Comments:
TEXT
SECTION TWO – GENERAL HEALTH AND CURRENT TREATMENT

MEDICAL HOME

Individuals with special health care needs (SHCN) will receive coordinated, ongoing, comprehensive care within a medical home.

1. The participant has a usual source of medical care.

a.) Does the participant have a usual source for medical care when sick?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

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

2. The participant has seen a physician or a specialist within the past year.
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

3. Effective service coordination is provided.

a.)
Do the participant’s health care providers share information with each other?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

b.) Do the participant’s health care providers and other non-medical professionals share information

with each other (e.g., educators, child care providers, therapists, vocational rehab, other agencies)?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

4. The participant receives family-centered care.

Does the physician who sees the participant most:

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

b.)
Listen carefully?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

c.)
Consider the participant/family’s values and customs?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

d.)
Provide needed information?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

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

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?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

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

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

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

e.) Can the participant access language or mobility accommodations needed for provision of services?

(e.g., language interpreter is available, office is wheelchair accessible)
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

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.

Medical Home criteria met?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
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Developed through collaboration of the Missouri Department of Health and Senior Services, Unit of Special Health Care Needs, and the Missouri Partnership for Enhanced Delivery of Services (MO-PEDS), a program of the University of Missouri-Columbia funded by the Missouri Foundation for Health

Health History (Physical and Mental):
TEXT
Current Health Status:
TEXT
Diagnosis (include ICD-9 codes – all that apply):
TEXT
Last hospitalization (Date and Reason):
TEXT
Last Physical Exam (Date/recommendations/next appointment):
TEXT
Last Specialist Exam (Date/recommendations/next appointment):
TEXT
Last Hearing Exam (Date/recommendations/next appointment):
TEXT
Last Vision Exam (Date/recommendations/next appointment):
TEXT
Last Dental Exam (Date/recommendations/next appointment):
TEXT
Immunization Status:
 FORMCHECKBOX 
 Current
 FORMCHECKBOX 
 Immunizations Needed
Comments:
TEXT
Does the participant need to be referred to a physician for a medical problem not being addressed?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Specifics:
TEXT
 FORMCHECKBOX 
 Current Treatments/Therapies/Services:
 FORMCHECKBOX 
 No Current Treatments/Therapies/Services

Treatment/Therapies

(i.e., PT, OT, ST, SN, PCA, APC, PDN, ARN, Counseling, and DME, etc.)

LIST CURRENT TREATMENTS/THERAPIES/SERVICES
Medications

 FORMCHECKBOX 
 Participant takes no prescription medications.
 FORMCHECKBOX 
 Participant has no known allergies.

 FORMCHECKBOX 
 Medications are listed on an attachment.
 FORMCHECKBOX 
 Participants Allergies:
LIST ALLERGIES
	List Medication (include over the counter medication and home remedies)
	Dosage
	Route of Administration
	Frequency
	Prescribing Physician

	MEDICATION NAME
	DOSAGE
	ROUTE
	FREQUENCY
	FULL NAME

	MEDICATION NAME
	DOSAGE
	ROUTE
	FREQUENCY
	FULL NAME

	MEDICATION NAME
	DOSAGE
	ROUTE
	FREQUENCY
	FULL NAME

	MEDICATION NAME
	DOSAGE
	ROUTE
	FREQUENCY
	FULL NAME

	MEDICATION NAME
	DOSAGE
	ROUTE
	FREQUENCY
	FULL NAME

	MEDICATION NAME
	DOSAGE
	ROUTE
	FREQUENCY
	FULL NAME

	MEDICATION NAME
	DOSAGE
	ROUTE
	FREQUENCY
	FULL NAME

	MEDICATION NAME
	DOSAGE
	ROUTE
	FREQUENCY
	FULL NAME

	MEDICATION NAME
	DOSAGE
	ROUTE
	FREQUENCY
	FULL NAME

	MEDICATION NAME
	DOSAGE
	ROUTE
	FREQUENCY
	FULL NAME


Comments regarding medication use:
TEXT
Section Three – Assessment

Health/Medical:

How do you keep track of knowing when your medical appointments are coming up?
TEXT
If you’re not sure, who helps you remember?
TEXT
Describe how you keep track of when it’s time to go to your doctor for a regular checkup?
TEXT
Is there anything about your health that concerns you or your family right now?
TEXT
What kind of help do you need, and who helps you?
TEXT
Health/Medical Needs:
TEXT
Movement/Mobility:

Is there any equipment you use to get around in your home?
TEXT
Can you transfer to the bed/commode by yourself, or need someone to help you?
TEXT
If so, what kind of help do you need, and who helps you?
TEXT
What about in the community?  How easy is it for you to get to and from stores or to appointments?
TEXT
Can you drive yourself/take a bus or taxi?
TEXT
If not, what kind of help do you need, and who usually helps you?
TEXT
Describe some examples of activities you’ve done this week outside of your home:
TEXT
Current Community Participation Level

 FORMCHECKBOX 

0 – No Community Activities

 FORMCHECKBOX 

1 – Some Community Activities – 50% - 100% supervised/special needs groups

 FORMCHECKBOX 

2 – Some Community Activities – 25% – 50% supervised/SN Groups

 FORMCHECKBOX 

3 – Frequent Integrated Community Activities (Independent or with family)

Movement/Mobility Needs:
TEXT
Daily Living Skills:

Note:
It is necessary to ask for concrete examples to show actual performance of activities, the type of assistance provided by another, and scope of the need.

Do you fix your own meals?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If not, what kind of help do you need, and who helps with this?
TEXT
If you cook, do you use the  FORMCHECKBOX 
 stove or  FORMCHECKBOX 
 microwave?
TEXT
Are you able to get to and from the toilet on your own and clean yourself up?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If not, what kind of help do you need?
TEXT
Who helps you?
TEXT
Do you have any concerns about controlling your bladder or bowels?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If so, what are they?
TEXT
Do you take care of bathing, brushing your own teeth, shaving, combing your hair?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If not, what kind of help do you need, and who helps you?
TEXT
Do you pick out your own clothes each day and dress yourself?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If not, what kind of help do you need, and who helps you?
TEXT
Do you have a checking or savings account in your name?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, have you had any problems being overdrawn in the past six months or so?
TEXT
Do you have a budget so you know how much money you have to spend for certain things?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, do you usually stay within your budget?
TEXT
Do you take care of your own shopping for groceries or other things?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If not, what kind of help do you need, and who helps you?
TEXT
Do you take care of washing and drying your own clothes?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If not, what kind of help do you need, and who helps you?
TEXT
Do you have a  FORMCHECKBOX 
 washer/dryer at home or do you go to the  FORMCHECKBOX 
 Laundromat?
TEXT
Do you take care of cleaning your own house (dishes, floors, garbage, bathroom, etc.)?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If not, what kind of help do you need, and who helps you?
TEXT
Current Independent Living Level

 FORMCHECKBOX 

0 – Group home/supervised living

 FORMCHECKBOX 

1 – Independent with external supports

 FORMCHECKBOX 

2 – Independent with natural supports

 FORMCHECKBOX 

3 – Fully Independent

Daily Living Skill Needs:
TEXT
Nutrition:

Do you have any concerns about your weight or eating?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If so what?
TEXT
Describe your usual eating habits:
TEXT
Do you require a special diet or nutrition supplement?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If so what?
TEXT
Do you require any feeding devices?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If so what?
TEXT
Nutrition Needs:
TEXT
Communication:

Is there any equipment you use to help you communicate?
TEXT
If so, what?
TEXT
Do others in your family or your friends know how to help you communicate?
TEXT
Family Members:
TEXT
Acquaintances or people you see outside the home:
TEXT
Communication Needs:
TEXT
Social/Emotional:

How often do you get out of the house for enjoyment?
TEXT
What kinds of activities do you do?
TEXT
What activities do you enjoy?
TEXT
Who do you do these activities with, friends or family?
TEXT
Describe some entertaining activities you did this past month.
TEXT
Is there anything about your social life that has changed in the last year?
TEXT
Have any of the following been a problem for you in the past year?

 FORMCHECKBOX 

Feeling depressed?
TEXT
 FORMCHECKBOX 

Feeling overly anxious/nervous?
TEXT
 FORMCHECKBOX 

Acting out:  such as yelling at people, hitting, avoiding others because you get angry or upset when around them?

TEXT
 FORMCHECKBOX 

Drinking or taking drugs?
TEXT
 FORMCHECKBOX 

Hurting yourself/thoughts of or attempts at suicide?
TEXT
 FORMCHECKBOX 

Feeling neglected or abused?
TEXT
 FORMCHECKBOX 

If yes, how, and by whom?
TEXT
 FORMCHECKBOX 

If no, have any of these ever been a problem that you had to get professional help for in the past?
TEXT
Social/Emotional Needs:
TEXT
Cognitive:

Describe a problem or situation you’ve had to think through recently, and how you handled it.
TEXT
Was there anyone who helped you?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, what kind of help was given and who helped you?
TEXT
How long do you usually sit and read or watch TV?
TEXT
Can you usually make sense out of what you’ve read or watched, or has this been a problem?
TEXT
Describe what you would do to help yourself remember something important?
TEXT
Describe how you usually go about planning for a regular shopping trip or other activity:
TEXT
What steps do you take to get ready?
TEXT
Are any of those steps that are hard for you?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, which areas do you need help with and what kind of help would you need, and who would help you?
TEXT
Give an example of a situation that required you to use your judgment:
TEXT
How do you feel you handled that situation?
 FORMCHECKBOX 
 As well as you could, or  FORMCHECKBOX 
 do you wish you had handled it differently?

TEXT
If someone else (like your family) were asked, would they give the same answer?
TEXT
Cognitive Needs:
TEXT
Vocational/Educational:

What was the highest grade in school you completed?
TEXT
What were your average grades?
TEXT
Do you have a diploma?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Did you have any Special Education Services?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, what were they?
TEXT
What classes did you like the best or do the best in?
TEXT
Did you participate in extracurricular activities?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, what were they?
TEXT
What kinds of jobs have you done in the past?
TEXT
What was the longest job you held?
TEXT
What was the reason you usually left jobs?
TEXT
What is your present job status?
 FORMCHECKBOX 
 Employed
 FORMCHECKBOX 
 Unemployed
 FORMCHECKBOX 
 Other TEXT
Current Vocational Level

 FORMCHECKBOX 

O – No Employment
 FORMCHECKBOX 

4 – Sporadic/casual employment

 FORMCHECKBOX 

1 – In School/Training
 FORMCHECKBOX 

5 – Supported Employment

 FORMCHECKBOX 

2 – Volunteer
 FORMCHECKBOX 

6 – Independent Competitive Employment

 FORMCHECKBOX 

3 – Sheltered Workshop

Are you currently restricted in any way by the courts ( FORMCHECKBOX 
 probation/parole,  FORMCHECKBOX 
 current court case pending,  FORMCHECKBOX 
 any legal restrictions on traveling, etc.)?
TEXT
Are you interested in going to work or school in the next year or so?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Educational Needs:
TEXT
Family Functioning:

Note:
The following questions are designed to be asked of family members, if available.  The interviewer should reword these questions if no family member is present to ask the participant’s perspective of the family involvement.

Describe what you (family members) understand about the participant’s condition and special needs:
TEXT
How willing and able are you and the rest of the family to assist the participant in becoming more independent?
TEXT
What would interfere with the family helping?
TEXT
Do any key family members have problems now or in the past that might affect the participant’s success in becoming independent ( FORMCHECKBOX 
 abuse,  FORMCHECKBOX 
 neglect,  FORMCHECKBOX 
 alcohol/drug use,  FORMCHECKBOX 
 emotional issues)?
TEXT
Describe a time when your family has been faced with a big problem, and how they handled it:
TEXT
What financial resources are there to assist the participant (insurance, other assets available, etc.):
TEXT
Family Needs:
TEXT
Cultural/Belief System:

Are there any cultural beliefs that others who work with you or your family need to be aware of?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Does your family have a cultural/belief system that makes it difficult or prevents you or your family from?

Accessing medical services:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Explain:
TEXT
Accessing community/state services:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Explain:
TEXT
Becoming independent:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Explain:
TEXT
Do you or your family have access to other people in the community that have the same cultural/belief system to provide supports?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Explain:
TEXT
Cultural/ Belief Needs:
TEXT
Section four – Environmental factors
Environment (The primary purpose of this section is to assist the family/participant in recognizing barriers to daily activities, safety concerns, emergency evacuation and community access.)
COMMENTS
Modifications or repairs needed:
COMMENTS
Emergency Plan:

 FORMCHECKBOX 

Emergency Response form completed

 FORMCHECKBOX 

Participant/family can communicate the plan.

 FORMCHECKBOX 

Red Cross Book Disaster Preparedness for People with

Disabilities given to participant/family.

 FORMCHECKBOX 

Authorization for Disclosure (for release of pertinent emergency

information to local emergency management personnel.)

COMMENTS
Section FIVE – PARTICIPANT/FAMILY STATEMENT
Concerns:
TEXT
Goals/Priorities:
TEXT
Resources/Supports:
TEXT
APPENDIX A – ICD-9 REFERENCE GUIDE
For use as a reference when using Section Two.

	Infections and Parasitic Diseases (001-139) – Meningitis, Measles, Chicken Pox, Tuberculosis, Mumps, Cytomegalovirus, etc.
	Diseases of the Genitourinary System (580-629) – Urethral Stricture, Tortion of Testis, etc.

	Neoplasm (140-239) – Malignant Neoplasm, Benign Neoplasm, Neurofibromatosis, Hypothyroidism, etc.
	Complications of Pregnancy/Childbirth/Puerperium (630-677) Suspected Damage to Fetus From Drugs

	Endocrine, Nutritional, and Metabolic Diseases and Immunity Disorders (240-279) – Hypothyroidism, Diabetes, Hypoglycemia, PKU, Cystic Fibrosis, etc.
	Diseases of Skin and Subcutaneous Tissue (680-709) – Erythematous Conditions, Pilonidal Cyst, Psoriasis, Keratoderma, Scar Conditions and Fibrosis of Skin, etc.

	Diseases of the Blood/Blood-Forming Organs (280-289) – Sickle Cell Anemia, Hemophilia, etc.
	Diseases of the Musculoskeletal System & Connective Tissue (710-739) – Systemic Lupus Erythematosus, Juvenile Chronic Polyarthritis, Osteomyelitis, Fractures, Scoliosis, etc.

	Mental Disorders (290-319) – Psychoses, Neurotic Disorders, Mental Retardation, etc.
	Congenital Anormalies (740-759) – Spina Bifida, Microcephalus, Tetralogy of Fallot, Ventricular Septal Defect, Choanal Atresia, Cleft Lip and Palate, Hirschsprung’s Disease, Undescended Testis, etc.

	Diseases of the Nervous System and Sense Organs (320 – 389) – Cerebral Palsy, Multiple Sclerosis, Diplegia, Hemiplegia, Quadriplegia, Epilepsy, Bell’s Palsy, Muscular Dystrophy, Diseases of the Eye, Otitis Media, Hearing Impairments, etc.
	Certain Conditions Originating in the Perinatal Period (760-779) – Fetus or Newborn Affected by Maternal Complications of Pregnancy, Slow Fetal Growth or Malnutrition, Birth Trauma, Intrauterine Hypoxia and Birth Asphyxia, Respiratory Distress Syndrome, etc.

	Diseases of the Circulatory System (390-459) – Rheumatic Fever, Diseases of Mitral Valve, Diseases of Aortic Valve, Intracerebral Hemorrhage, Endocarditis, etc.
	Symptoms, Signs, and Ill-Defined Conditions (780-799) – Persistent Vegetative State, Sleep Disturbances, Chronic Fatigue Syndrome, Failure to Thrive, etc.

	Diseases of the Respiratory System (460-519) – Chronic Tonsillitis and Adenoiditis, Chronic Sinusitus, Pneumonia, Asthma, Chronic Respiratory Failure, etc.
	Injury and Poisoning (800-999) – Intracranial Injury of other and Unspecified Nature.  Head Injury requires E code.


APPENDIX b – summary sheet

	Living Arrangement Summary
	Priority

	 FORMCHECKBOX 
 Current Living Arrangement
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	 FORMCHECKBOX 
 Caregiver Support
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	 FORMCHECKBOX 
 Plan when Caregiver is unavailable
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	Functional Area
	Functional Area

	Health/Medical
	Priority
	Social/Emotional
	Priority

	General Health
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low
	Depression
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	Medication Administration
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low
	Anxiety
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	
	
	Disruptive/Socially 

inappropriate behavior
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	Movement/Mobility
	Priority
	
	

	Equipment
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low
	Alcohol/Drug Abuse
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	Toileting
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low
	Victimization
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	Access to Transportation
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low
	Danger to Self
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	Daily Living Skills
	Priority
	Cognitive
	Priority

	Preparing Meals
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low
	Attention
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	Personal Hygiene
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low
	Memory
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	Dressing
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low
	Judgment
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	Finances
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low
	Planning/Organizing
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	Shopping
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low
	Related Information
	Priority

	Laundry
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low
	Community Activity Level
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	Housework
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low
	Independent Living Level
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	Nutrition
	Priority
	Educational/Vocational 
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	Diet
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low
	Level
	

	Eating Meals
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low
	Family Supports
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	Communication
	Priority
	Cultural/Belief System
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	Equipment
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low
	Environmental
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low

	Social Communication
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low
	Emergency Evacuation
	 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Low


APPENDIX c – shcn service outcomes

Community Participation Outcomes

 FORMCHECKBOX 

Fully Integrated

 FORMCHECKBOX 

Integrated with natural supports*

 FORMCHECKBOX 

Integrated with special external supports **

 FORMCHECKBOX 

Primary dependent on specialized supports

Vocational Outcomes

 FORMCHECKBOX 

Competitive Employment

 FORMCHECKBOX 

Supported Employment

 FORMCHECKBOX 

Sheltered Employment

 FORMCHECKBOX 

Volunteer

Independent Living Outcomes

 FORMCHECKBOX 

Fully Independent

 FORMCHECKBOX 

Independent with natural supports *

 FORMCHECKBOX 

Independent with external supports **

 FORMCHECKBOX 

Group home/supervised living

*
Family, friends, neighbors, coworkers

**
Provided by private or state agencies

SPECIAL HEALTH CARE NEEDS ANNUAL SERVICE PLAN

	Name:
PARTICIPANT NAME
	Date of Plan:
MM/DD/YY

	Address:
STREET ADDRESS
	DCN:
8 DIGIT NUMBER
	Date of Birth:
DOB

	CITY, STATE, ZIP
	Legal Representative:
FULL NAME

	Phone:
AC/PHONE NUMBER
	Service Coordinator:
SERVICE COORDINATOR NAME


 FORMCHECKBOX 
 Current Service - (Services in place with needs being addressed.  List all current services first.)

 FORMCHECKBOX 
 Identified Service Needs - (Services needed but not in place)

	Strategy/Service:
TEXT
	Goal:
TEXT

	Assessment Areas:  (check all that apply)

	 FORMCHECKBOX 

Health/Medical

 FORMCHECKBOX 

Movement/Mobility

 FORMCHECKBOX 

Daily Living Skills

 FORMCHECKBOX 

Nutrition
	 FORMCHECKBOX 

Communication

 FORMCHECKBOX 

Social/Emotional

 FORMCHECKBOX 

Cognitive

 FORMCHECKBOX 

Educational/Vocational
	 FORMCHECKBOX 

Family Functioning

 FORMCHECKBOX 

Cultural/Belief System

	Frequency/Duration:
TEXT
	Funding Source:
 FORMDROPDOWN 


	Provider:
FULL NAME, ADDRESS, CITY, STATE, ZIP
	Re-evaluation Date:
MM/DD/YY


 FORMCHECKBOX 
 Current Service - (Services in place with needs being addressed.  List all current services first.)

 FORMCHECKBOX 
 Identified Service Needs - (Services needed but not in place)

	Strategy/Service:
TEXT
	Goal:
TEXT

	Assessment Areas:  (check all that apply)

	 FORMCHECKBOX 

Health/Medical

 FORMCHECKBOX 

Movement/Mobility

 FORMCHECKBOX 

Daily Living Skills

 FORMCHECKBOX 

Nutrition
	 FORMCHECKBOX 

Communication

 FORMCHECKBOX 

Social/Emotional

 FORMCHECKBOX 

Cognitive

 FORMCHECKBOX 

Educational/Vocational
	 FORMCHECKBOX 

Family Functioning

 FORMCHECKBOX 

Cultural/Belief System

	Frequency/Duration:
TEXT
	Funding Source:
 FORMDROPDOWN 


	Provider:
FULL NAME, ADDRESS, CITY, STATE, ZIP
	Re-evaluation Date:
MM/DD/YY


 FORMCHECKBOX 
 Current Service - (Services in place with needs being addressed.  List all current services first.)

 FORMCHECKBOX 
 Identified Service Needs - (Services needed but not in place)

	Strategy/Service:
TEXT
	Goal:
TEXT

	Assessment Areas:  (check all that apply)

	 FORMCHECKBOX 

Health/Medical

 FORMCHECKBOX 

Movement/Mobility

 FORMCHECKBOX 

Daily Living Skills

 FORMCHECKBOX 

Nutrition
	 FORMCHECKBOX 

Communication

 FORMCHECKBOX 

Social/Emotional

 FORMCHECKBOX 

Cognitive

 FORMCHECKBOX 

Educational/Vocational
	 FORMCHECKBOX 

Family Functioning

 FORMCHECKBOX 

Cultural/Belief System

	Frequency/Duration:
TEXT
	Funding Source:
 FORMDROPDOWN 


	Provider:
FULL NAME, ADDRESS, CITY, STATE, ZIP
	Re-evaluation Date:
MM/DD/YY


 FORMCHECKBOX 
 Current Service - (Services in place with needs being addressed.  List all current services first.)

 FORMCHECKBOX 
 Identified Service Needs - (Services needed but not in place)

	Strategy/Service:
TEXT
	Goal:
TEXT

	Assessment Areas:  (check all that apply)

	 FORMCHECKBOX 

Health/Medical

 FORMCHECKBOX 

Movement/Mobility

 FORMCHECKBOX 

Daily Living Skills

 FORMCHECKBOX 

Nutrition
	 FORMCHECKBOX 

Communication

 FORMCHECKBOX 

Social/Emotional

 FORMCHECKBOX 

Cognitive

 FORMCHECKBOX 

Educational/Vocational
	 FORMCHECKBOX 

Family Functioning

 FORMCHECKBOX 

Cultural/Belief System

	Frequency/Duration:
TEXT
	Funding Source:
 FORMDROPDOWN 


	Provider:
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I have participated in the development of this plan.  The goals have been discussed with me and I agree to follow through with my responsibilities as outlined in the plan.  I understand that the goals will help me work toward the best possible health and the highest level of functioning.

Participant /Legal Representative
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Date
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