	ADDENDUM 1:  LEVEL OF NEED SUMMARY EXPLANATION


Each section of the reassessment form contains a Summary of Need question; for this question, the case manager assigns the most appropriate “score” based on his/her assessment of the client’s level of need in the particular area.
At the end of the form, there is a Level of Need Summary.  The case manager transfers the individual’s score from each section of the reassessment to the summary page, which in turn forms a historical snapshot of level of need for the client over a period of up to three years.

	Summary of Need:

	Level of Need
	Description
	Score

Check one (()

	NONE
	No need for assistance in this category.  Few to no barriers. Sufficient resources are available.  Stable.
	· 1 point

	LOW
	Needs referral and/or guidance or has occasional need for assistance, but otherwise stable. Client able to follow up with supported referral.
	· 2 points

	MODERATE TO HIGH
	Referral needed immediately with monitored follow up.  Routinely needs assistance.  Multiple barriers that need to be addressed.  
	· 3 points

	HIGHEST (CRISIS)
	In crisis.  Emergency and/or intensive, requires close monitoring and intensive follow up.
	· 4 points

	Enter SCORE for this section here (
	


	ADDENDUM 2:  INFORMATION TABLES – PROVIDERS / PHARMACY / MEDICATIONS


Various sections of the reassessment form refer to tables or charts that are to be completed by the case manager.  The charts below should be updated regularly to reflect changes in the client’s connection to health care, current medications, insurance/financial resources, and housing status, as applicable.
Providers:
	Provider Type
	Provider’s Name
	Address / Phone / Email
	Last Visit

	Primary Care
	
	
	

	HIV Specialist
	
	
	

	Other (Ob/Gyn, dentist, home health provider, etc.)
	
	
	


Pharmacy:

	Pharmacy
	Address
	Phone
	Fax

	
	
	
	

	
	
	
	

	
	
	
	


Medications:
	Medication Name
	Dosage
	Frequency
	When Prescribed

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	ADDENDUM 2:  INFORMATION TABLES – INSURANCE / FINANCIAL RESOURCES


Insurance Coverage:
	Source of Insurance
	Company / Address
	Policy/Member Number
	Effective Date

	Medicaid (MassHealth)
	
	
	

	CommonHealth
	
	
	

	Medicare Part A
	
	
	

	Medicare Part B
	
	
	

	Medicare Part D
	
	
	

	MA Insurance Connection
	MIC Program Coordinator
600 Washington St

Boston, MA 02111
	
	

	Private Insurance
	
	
	

	HIV Drug Assistance Program (HDAP/CHII)
	CRI of New England
23 Miner St.

Boston, MA 02215
	
	

	Veterans Administration
	
	
	

	Other
	
	
	


Financial Resources:

	Program
	Amount
	Date Applied
	Worker

	Supplemental Security Income (SSI)
	
	
	

	Social Security Disability Insurance (SSDI)
	
	
	

	Unemployment
	
	
	

	Transitional Aid to Families with Dependent Children (TAFDC)
	
	
	

	Emergency Aid to Elderly, Disabled and Children (EAEDC)
	
	
	

	Food Stamps
	
	
	

	Veterans Administration (VA Benefits)
	
	
	

	Out-of-State Benefits

(Transitioning)
	
	
	

	Work
	
	
	


	ADDENDUM 2:  INFORMATION TABLES – HOUSING STATUS


Housing Status (including Homelessness):
	Current Housing

(check all that apply)
	Currently living with
	Aware of HIV Status?

	 FORMCHECKBOX 
 None (living on street, in vehicle, etc.)
 FORMCHECKBOX 
 Shelter
 FORMCHECKBOX 
 Permanent house/apartment
 FORMCHECKBOX 
 Temporary house/apartment
 FORMCHECKBOX 
 Jail
 FORMCHECKBOX 
 Residential Program
 FORMCHECKBOX 
 Hospice/chronic care
 FORMCHECKBOX 
 Doubled up
 FORMCHECKBOX 
 Supportive housing
 FORMCHECKBOX 
 Recovery housing
 FORMCHECKBOX 
 Subsidized housing 

(subsidy type:                        )

 FORMCHECKBOX 
 Other      _______________________


	 FORMCHECKBOX 
 Alone
 FORMCHECKBOX 
 Friends/roommate
 FORMCHECKBOX 
 Spouse/partner
 FORMCHECKBOX 
 Children
 FORMCHECKBOX 
 Parents
 FORMCHECKBOX 
 Relatives
 FORMCHECKBOX 
 Other:      ___________


	 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	
	Rent and Landlord Information:

	
	Monthly Rent (if applicable):

$     
Landlord’s Name

Address

Telephone:

  


	ADDENDUM 3:  MENTAL HEALTH ASSESSMENT / SAFETY ASSESSMENT


Mental Health Assessment

The following assessment is intended for use if the client does not currently receive mental health treatment.  Based on information collected during the assessment/reassessment and through ongoing discussion with the client, conduct the following mental health assessment, as indicated.  Make any necessary referrals to clinical, psychiatric, or crisis-based care as needed.

1. Do you ever feel anxious, depressed, or confused?        



 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
2. Do you ever find yourself feeling sad, or hopeless? 
   



 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

3. Do you worry so much that it keeps you from doing activities you would like to do? 
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

4. Is it difficult to enjoy or engage in activities you have enjoyed in the past?  

 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
5. Do you have any significant difficulties sleeping? 




 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

6. Do you often find yourself reliving bad experiences from the past 

(flashbacks, feeling as if you are re-experiencing the event?) 


 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

7. Have you ever thought about hurting yourself or others?



 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
If the client answers “yes” to items 1, 6 or 7, offer to make a referral for a more thorough mental health assessment.  If the client answers “yes” to two or more of the remaining items, or if the client states that s/he would like to speak with a mental health counselor, offer to make a supported referral.  Record any notes about mental health treatment in the space below, if applicable.  Note willingness and any barriers to receiving mental health care.

Safety Assessment

Based on information collected during the assessment/reassessment and through ongoing discussion with the client, conduct the following safety assessment, as indicated.  Make any necessary crisis-intervention referrals.

1. Do you feel safe at home?







 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

2. Is anyone hurting you, threatening you, or making you feel afraid?


 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

If yes, is this person a current or former partner? Family member? Co-worker, etc?

3. Have you ever felt afraid or unsafe because of the way you’ve been spoken to or treated by a partner or other individual?








 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

4. Has your partner ever physically hurt or threatened you in any way?


 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

5. Has your partner ever tried to control any of your daily activities?


 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

6. Has your partner ever forced you to have sex when you didn’t want to?

 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

7. Has your partner ever refused to practice safer sex when you wanted to?

 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
8. Have you ever been, or are you currently concerned about harming your partner or someone close to you?









 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

Have you or your partner ever had domestic abuse/violence charges filed?

 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

Have you ever filed for or been issued a restraining order?



 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
	ADDENDUM 4:  RISK REDUCTION SCALES


SEXUAL RISK REDUCTION SPECTRUM
	EFFECTIVE

[image: image1]NOT EFFECTIVE

	Abstinence
Non-penetrating sexual activities
Using condoms or other barrier
Lower-risk sexual activities
   (oral sex)
Reducing number of partners
Reducing amount of fluid
    (withdrawal, pulling out)
No Protection


INJECTION DRUG USE RISK REDUCTION SPECTRUM
	EFFECTIVE

[image: image2]
NOT EFFECTIVE

	Abstinence
Using only new or sterile needles
Using one’s own works and not sharing with others
Disinfecting works with bleach
Cleaning works with water or another liquid (soda, alcohol, hydrogen peroxide)
Using first
Sharing works



