	Massachusetts Department of Public Health, Office of HIV/AIDS
Boston Public Health Commission, HIV/AIDS Services Division

	HIV CASE MANAGEMENT REASSESSMENT FORM

	


	( IMPORTANT: Review the Joint Client Information Form, ISP/CAP, Release of Information and other program documents for needed/required updates.


	Case Manager:  This form is intended to be used as an update to your clients’ assessment and any previous reassessments.  Please review the completed assessment form and any previous reassessments for this client and refer to them as you perform this reassessment.


	Client Name:

     

	Date of Reassessment:

     

	Client Code:

     
	Case Manager:

     



Update Client Contact Information: Record any relevant updates below.
	Street Address:

     

	Mailing Address:

     

	Telephone Number(s):

     
	E-Mail Address:

     



Has there been any change to your emergency contact?  If yes, complete below:

	EMERGENCY CONTACT

	Name:

     

	Relationship:

     

	Telephone Number(s):
	Aware of HIV status?:

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	Home:      
	Work:      
	Cell:      
	


Prior Referrals: Check in with the client as to the status of any referrals that were made during the last visit.

	Referral to:
	Status of Referral:

	
	

	
	

	
	

	
	


Other Services:  Are you receiving case management or other services from another agency?
	Agency:
	Service(s) Provided:
	Case Manager:
	CM Phone or E-Mail:

	
	
	
	

	
	
	
	

	
	
	
	


Planning Notes: List any prompts from your review of prior assessments/reassessment.  Use these prompts as a guide for this reassessment. 
	


Reassessment Summary: Summarize section notes and draw conclusion as to client’s overall status; note areas where follow up is needed.

	

	

	

	


	MEDICAL, ADHERENCE AND INSURANCE


Have you changed doctors or pharmacies since I saw you last?  If yes, update the medical table in addendum 2.
When was the last time you saw your doctor? 
Have there been any changes to your health since we talked last? 
How are you feeling today?  Do you have any particular health concerns? 
If yes, is it a new or recent concern?  How much is it bothering you?  Have you talked to a doctor about these concerns?  If no, do you plan to?  If client has experienced changes in his/her health status since last visit, record this updated information in the medical table and progress notes.  For Opportunistic Infections (OIs), note if new or recent concern, how it affects the client and whether the client has discussed this concern with his/her doctor, and if not, if a discussion is planned in the near future.

Have there been any changes to your medications? 
Do you experience any side effects from your medications?  If yes, how are you managing these side effects?  Do you talk about them with your health care provider?
What other forms of treatment (e.g. acupuncture, herbal therapy, hormone therapy), if any, do you receive?  Who provides this treatment?  Have you talked to your doctor about this treatment?  Would you like information on other types of treatments?
How are you doing with taking your HIV and other medications?  Do you miss doses?  What do you think causes you to miss doses?





If a client misses doses, attempt to determine barriers to taking medications as prescribed (e.g. difficulty remembering to take medications, difficulty obtaining medications, insurance problems, side effects as noted above).  Encourage the client to contact his/her medical provider to discuss these barriers and obtain adherence support.

Depending upon Hepatitis C status from assessment, ask either:
Have you been screened for hepatitis C recently – or – How is your treatment for hepatitis C going?
Is there any chance that you or your partner might be pregnant – or – are you thinking about getting pregnant?  If yes, are you in prenatal care?  Does your prenatal care provider know that you have HIV?
Do you smoke cigarettes or use other tobacco products?  How much do you usually smoke or use?  Do you ever think about quitting?  Would you like help with that?
Insurance   
Have there been any changes to your health insurance?  If yes, complete table in addendum 2.
If you are enrolled in HDAP or MassHealth, is it time for your 6-month recertification?  Would you like help with that?
	SECTION NOTES:  Record notes here for the section above.  Summarize in progress notes.

	


REFERRALS: ______________________________________________________________________________________
	SUMMARY OF NEED:

	(1 = none; 2 = low; 3 = moderate to high; 4 = highest/crisis)
	(circle one)
	1     2     3     4


	FINANCIAL, HOUSING AND LEGAL


Have there been any changes in your income or benefits?  If yes, complete financial resources table in addendum 2.  
How are you doing with meeting your monthly expenses?  Would you like help working out a budget?
Are you working?  Are you interested in help finding employment or community/volunteer work?  Are you in interested in going back to school?
Housing  
Have there been any changes in your housing situation?  If yes, complete housing status table in addendum 2.
Do you have any problems with your housing?  What would your ideal housing look like? 
Describe any housing concerns in the section notes on the following page (e.g. safety, adequacy of current housing situation, housing subsidy status, satisfaction w/housing situation, behind on rent or utilities, danger of eviction, etc).
Legal

If referrals were made previously, ask:  Did you follow up on any of the legal concerns we talked about the last time you were here?
Do you have any other legal matters that you would like help with?  Check all that apply.
 FORMCHECKBOX 
 Will



 FORMCHECKBOX 
 Health Care Proxy

 FORMCHECKBOX 
 Bankruptcy

 FORMCHECKBOX 
 Immigration

 FORMCHECKBOX 
 Power of Attorney

 FORMCHECKBOX 
 Guardianship

 FORMCHECKBOX 
 Other: ______________________

Do you need any assistance with immigration issues?
	SECTION NOTES:  Record notes here for the section above.  Summarize in progress notes.

	


REFERRALS: ______________________________________________________________________________________
	SUMMARY OF NEED:

	(1 = none; 2 = low; 3 = moderate to high; 4 = highest/crisis)
	(circle one)
	1      2      3      4


	NUTRITION AND OTHER BASIC NEEDS


Tell me how you are meeting your nutritional/food needs.  Do you need any assistance with getting enough nutritious food to eat?  Grocery shopping or cooking?  Food storage?  
Have there been any changes in your use of food assistance?  Do you need any of the following:
 FORMCHECKBOX 
 Food Stamps/EBT
 FORMCHECKBOX 
 Home Delivered Meals
 FORMCHECKBOX 
 Food Vouchers/Gift Cards

 FORMCHECKBOX 
 Food Pantry

 FORMCHECKBOX 
 Congregate Meals

 FORMCHECKBOX 
 Other: ____________________________

How is your appetite?  Do you have any problems eating due to medications?
Have you seen a nutritionist/registered dietician?  Would you like to?

Do you need any assistance with activities of daily living or assistance with housekeeping, laundry, shopping, remembering appointments, using the telephone?

What other basic needs do you have that you need help with?
	SECTION NOTES:  Record notes here for the section above.  Summarize in progress notes.

	


REFERRALS: ______________________________________________________________________________________
	SUMMARY OF NEED:

	(1 = none; 2 = low; 3 = moderate to high; 4 = highest/crisis)
	(circle one)
	1      2      3      4


	TRANSPORTATION


Have your transportation needs changed since our last visit? Are you having difficulty arranging transportation?  If yes, why?
How do you get to your medical or support service visits? 

 FORMCHECKBOX 
 Public Transportation (if available)
 FORMCHECKBOX 
 PT-1 / Medicaid taxi/van
 FORMCHECKBOX 
 Taxi (non-Medicaid)

 FORMCHECKBOX 
 Volunteer Ride (if available)



Are you eligible for a discounted pass for public transportation?   
	SECTION NOTES:  Record notes here for the section above.  Summarize in progress notes.

	


REFERRALS: ______________________________________________________________________________________
	SUMMARY OF NEED:

	(1 = none; 2 = low; 3 = moderate to high; 4 = highest/crisis)
	(circle one)
	1      2      3      4


	MENTAL HEALTH


How are you feeling emotionally these days?   
Based on the client’s previous assessment/treatment history, if they have been in treatment for a mental health condition ask: 
Have you been seeing your counselor/provider?  Have there been any changes to your provider or any hospitalizations?  If referral was made:  How did it go with the therapist I referred you to?
How are you managing difficult feelings or situations?

Would you like to speak with a mental health counselor or therapist for any reason?

A brief Mental Health screening tool is included in the addenda to this document to help the case manager assess whether or not the client could benefit from a mental health referral.  The case manager should use their judgment as to whether or not to complete the screening tool with an individual client.
	SECTION NOTES:  Record notes here for the section above.  Summarize in progress notes.

	


REFERRALS: ______________________________________________________________________________________
	SUMMARY OF NEED:

	(1 = none; 2 = low; 3 = moderate to high; 4 = highest/crisis)
	(circle one)
	1      2      3      4

	SUPPORT SYSTEMS AND RELATIONSHIPS


Have you had any changes in your relationships, family or friends?
Would you like any help with notifying past or present sexual or drug partners that may have been exposed to HIV and should be tested?  There are people who can notify them without revealing your identity.

Would you like help disclosing your HIV status to family or friends?  



         
Support Groups / Family Support
Are you attending any support groups?  If yes, check all that apply:

 FORMCHECKBOX 
 Hospital-based
 FORMCHECKBOX 
 Faith-based

 FORMCHECKBOX 
 Narcotics Anonymous (NA) / Alcoholics Anonymous (AA)

 FORMCHECKBOX 
 Other: _______________________

 FORMCHECKBOX 
 AIDS Service Organization (ASO) / Community-based (CBO)
Are you interested in receiving information about any support groups?  If yes, what type?  
          
Do you think any family members (parents, partner/spouse, children) might benefit from support groups or other supportive services related to HIV or other issues?  





            
Safety of Self and Others
Do you feel safe at home?  Is anyone hurting you, threatening you, or making you feel afraid?  Would you like to talk to someone about this?
A complete Safety Assessment is provided in the addenda to this document.  The Case Manager should use their judgment as to whether or not to complete the full assessment with an individual client.
	SECTION NOTES:  Record notes here for the section above.  Summarize in progress notes.

	


REFERRALS: ______________________________________________________________________________________
	SUMMARY OF NEED:

	(1 = none; 2 = low; 3 = moderate to high; 4 = highest/crisis)
	(circle one)
	1      2      3      4


	SEXUAL HEALTH


If this is the first time you are having a sexual health conversation with this client, please refer to the Sexual Health section of the Assessment Tool as a guide.
Tell me how important it is to you to protect yourself and others from HIV, STDs and hepatitis (on a scale of 1 to 10, 1 lowest, 10 highest).
Tell me more about that.

Can you tell me what kinds of things you do to reduce the risk of transmitting HIV to others?  
Discuss options and explore ways to reduce risk and harm.  Validate/affirm the individual’s statements that indicate any efforts to reduce risk and harm.

· Do you disclose your HIV status to your partner(s)?  
· Do you make choices about your sexual behavior with particular partners based on your knowledge of their HIV status?  Describe these choices.
Can you tell me what kinds of things you do to reduce your risk of acquiring STDs or hepatitis?
If the client is co-infected with hepatitis and/or has an STD, modify the discussion accordingly
Have there been times when you were concerned about your sexual decisions or that you felt your decisions were unhealthy for you?  

Tell me more about that.
What kinds of things do you think would help support you in order to make different decisions?
	SECTION NOTES:  Record notes here for the section above.  Summarize in progress notes.

	


REFERRALS: ______________________________________________________________________________________
	SUMMARY OF NEED:

	(1 = none; 2 = low; 3 = moderate to high; 4 = highest/crisis)
	(circle one)
	1      2      3      4


	ALCOHOL AND DRUG USE


Tell me about your use of alcohol and recreational drugs.
Additional Questions:

· In the past few months, have you used alcohol or recreational drugs?  
· What did you use and how much?  
· How frequently did you use?  
· What is your usual use of alcohol and/or drugs?  
· How does your drug and/or alcohol use affect other people?
Do you ever inject drugs?
If client answers yes, ask the following questions:

· Do you have access to clean needles?  
· Do you ever share needles or works (cotton, cooker, water)?  
· Do you know how to clean needles and works?  
· Do you use a needle-exchange program?  
· Do you ever buy needles at a pharmacy?

· Would you like any information about needle exchange programs or cleaning needles?

To your knowledge, have any of your current or past sexual partners injected drugs?  How do you feel about that?

Does your drug use ever impact choices that you make about having sex?  How?

Have you sought treatment for drug or alcohol use since we last spoke?  If you have been in treatment or recovery, tell me some of the strategies you use that help you.

What are some of the things that you do to take care of yourself while using?

How important to you now is entering treatment for alcohol and/or drug use?  Would you like to meet with an alcohol/drug use counselor?

	SECTION NOTES:  Record notes here for the section above.  Summarize in progress notes.

	


REFERRALS: ______________________________________________________________________________________
	SUMMARY OF NEED:

	(1 = none; 2 = low; 3 = moderate to high; 4 = highest/crisis)
	(circle one)
	1      2      3      4


	SIGNATURES:

	

	Client:
	
	
	Date:
	

	Case Manager:
	
	
	Date:
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