AIDS Medi-Cal Waiver Program (MCWP)

Nursing

Reassessment


	

SECTION 1

IDENTIFYING INFORMATION

	HIV STATUS/DATE OF DIAGNOSIS:      
	MODE OF TRANSMISSION:      

	ADDRESS:  (IF CHANGED IN PAST 60 DAYS)

STREET     
CITY                                 ZIP CODE     
MAIL OK?      FORMCHECKBOX 
YES    FORMCHECKBOX 
 NO
	DATE OF REASSESSMENT:      

	PHONE:      
IS IT OK TO LEAVE A MESSAGE?           FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
	LOCATION OF REASSESSMENT:      

	 RELATIONSHIP STATUS (IF CHANGED IN PAST 60 DAYS): 
 FORMCHECKBOX 
 MARRIED

 FORMCHECKBOX 
 SINGLE

 FORMCHECKBOX 
 DIVORCED

 FORMCHECKBOX 
 WIDOWED


	 FORMCHECKBOX 
 SEPARATED

 FORMCHECKBOX 
 DOMESTIC PARTNER

 FORMCHECKBOX 
 SIGNIFICANT OTHER  

      NAME:      


	EMERGENCY CONTACT (IF CHANGED IN PAST 60 DAYS):
PRIMARY:
NAME:                                       

RELATIONSHIP:                                   

PHONE:      
AWARE OF STATUS:                           
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO                        

OK TO LEAVE SPECIFIC MESSAGE? 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO


	SECONDARY:
NAME:                                       

RELATIONSHIP:                                   

PHONE:      
AWARE OF STATUS: 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO                        

OK TO LEAVE SPECIFIC MESSAGE? 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO



	WHAT OTHER AGENCIES ARE ASSISTING YOU?        



	

SECTION 2

CURRENT HEALTH STATUS

	HIV DISEASE STATUS:  FORMCHECKBOX 
 PER CLIENT      FORMCHECKBOX 
 PER OTHER  
MOST RECENT CD4 COUNT:      

	MOST RECENT VIRAL LOAD:      


	CURRENT/ANNUAL TUBERCULOSIS STATUS:  


LATEST TST RESULTS:        
DATE:      
LATEST CXR RESULTS:         
DATE:      
PROPHYLACTIC TREATMENT:

 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
	ALLERGIES (IF CHANGES IN PAST 60 DAYS):  
 FORMCHECKBOX 
  NO KNOWN ALLERGIES

 FORMCHECKBOX 
  MEDICATION

 FORMCHECKBOX 
  FOOD

 FORMCHECKBOX 
  ENVIRONMENT

COMMENTS:      




	RECENT HIV RELATED EMERGENCY ROOM VISITS/HOSPITALIZATIONS: 

 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO  

	REASON:      
LOCATIONS:      




COMMENTS:      

	DATE:      
LENGTH OF STAY:      

	

	SECTION 3
SEXUAL ACTIVITY IN PAST 60 DAYS

	FEMALE:

SEXUALLY ACTIVE:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

USES SAFE SEX PRACTICES:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO 
   (REQUIRES DISCUSSION WITH CLIENT)

BIRTH CONTROL: 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO      
METHOD:     
LAST MENSTRUAL PERIOD:
DATE:      
CURRENTLY PREGNANT:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO


PLANS TO CONTINUE PREGNANCY
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO


PLANS TO TERMINATE PREGNANCY
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO


UNDECIDED
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

UNDERSTANDS TREATMENT OPTIONS
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO


FOR VERTICAL TRANSMISSION


RISK REDUCTION

DATE OF LAST PAP:
     
RESULTS OF LAST PAP:         
 FORMCHECKBOX 
 NORMAL  



 FORMCHECKBOX 
 ABNORMAL

PERFORMS SBE MONTHLY:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

DATE OF LAST MAMMOGRAM:
     
RESULTS OF MAMMOGRAM: 
 FORMCHECKBOX 
 NORMAL  



 FORMCHECKBOX 
 ABNORMAL

VAGINAL BURNING, ITCHING, 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO


DISCHARGE

COMMENTS:      




	MALE:
SEXUALLY ACTIVE:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

USES SAFE SEX PRACTICES:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

   (REQUIRES DISCUSSION WITH CLIENT)

PROSTATE DISORDER:
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

LAST RECTAL/PROSTATE EXAM:
     
RESULTS OF RECTAL/PROSTATE EXAM: 
 FORMCHECKBOX 
 NORMAL

                                                                        
 FORMCHECKBOX 
 ABNORMAL

LAST PSA TEST:

     
RESULTS OF PSA TEST:
 FORMCHECKBOX 
 NORMAL



 FORMCHECKBOX 
 ABNORMAL

PERFORMS SELF TESTICULAR 
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

EXAM MONTHLY:
COMMENTS:      


	

SECTION 4
SERVICE PROVIDERS

	PRIMARY MEDICAL PROVIDER:  CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

IF YES, COMPLETE INFORMATION BELOW:
NAME:      
STREET ADDRESS:      
CITY AND ZIP CODE            
PHONE NUMBER:      

	PHARMACY:  CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

IF YES, COMPLETE INFORMATION BELOW:
NAME:      
STREET ADDRESS:      
CITY AND ZIP CODE            
PHONE NUMBER:      


	DENTIST:  CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

IF YES, COMPLETE INFORMATION BELOW:
NAME:      
STREET ADDRESS:      
CITY AND ZIP CODE            
PHONE NUMBER:      

	OTHER PROVIDERS:  CHANGES:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

IF YES, COMPLETE INFORMATION BELOW:
NAME:      
STREET ADDRESS:      
CITY AND ZIP CODE            
PHONE NUMBER:      



	

SECTION 5
SYSTEMS REVIEW OF PAST 60 DAYS

	GENERAL APPEARANCE:       


	CHIEF COMPLAINT:       

	CLIENT’S PERCEPTION OF ILLNESS:       


	VITAL SIGNS AS INDICATED:

TEMPERATURE:       
BLOOD PRESSURE:       

	PULSE:       
RESPIRATIONS:       


	HEAD AND NECK:  (CHECK ALL THAT APPLY)
 FORMCHECKBOX 
  NO PROBLEMS IDENTIFIED

 FORMCHECKBOX 
  HEADACHES           

 FORMCHECKBOX 
  MASSES/NODES

COMMENTS/SEVERITY/FREQUENCY:      

	EYES:  (CHECK ALL THAT APPLY)
 FORMCHECKBOX 
  NO PROBLEMS IDENTIFIED

 FORMCHECKBOX 
  VISUAL CHANGE
 FORMCHECKBOX 
  FLOATERS
 FORMCHECKBOX 
  ITCHING/DISCHARGE
 FORMCHECKBOX 
  REDNESS
 FORMCHECKBOX 
  GLASSES/CONTACTS
 FORMCHECKBOX 
  BLIND R/L
 FORMCHECKBOX 
  BLURRED VISION
 FORMCHECKBOX 
  LIGHT FLASHES
 FORMCHECKBOX 
  GLAUCOMA                  
 FORMCHECKBOX 
  PERRLA    
COMMENTS/SEVERITY/FREQUENCY:      



	SECTION 5

SYSTEMS REVIEW OF PAST 60 DAYS (CONT’D)

	EARS/NOSE:  (CHECK ALL THAT APPLY)
 FORMCHECKBOX 
  NO PROBLEMS IDENTIFIED

 FORMCHECKBOX 
  TINNITUS

 FORMCHECKBOX 
  DEAF R/L

 FORMCHECKBOX 
  HARD OF HEARING R/L

 FORMCHECKBOX 
  DRAINAGE

 FORMCHECKBOX 
  REDNESS

COMMENTS/SEVERITY/FREQUENCY:      

	MOUTH/THROAT:  (CHECK ALL THAT APPLY)
 FORMCHECKBOX 
  NO PROBLEMS IDENTIFIED

 FORMCHECKBOX 
  BLEEDING GUMS                      

 FORMCHECKBOX 
  ORAL LESIONS                          

 FORMCHECKBOX 
  CANDIDIASIS

 FORMCHECKBOX 
  DIFFICULTY SWALLOWING    

 FORMCHECKBOX 
  WHITE PLAQUES

 FORMCHECKBOX 
  VESICLE

 FORMCHECKBOX 
  HOARSENESS  
COMMENTS/SEVERITY/FREQUENCY:      


	CARDIAC/CIRCULATORY:  (CHECK ALL THAT APPLY)
 FORMCHECKBOX 
  NO PROBLEMS IDENTIFIED

 FORMCHECKBOX 
  RATE/RHYTHM 
 FORMCHECKBOX 
  ORTHOPNEA 

 FORMCHECKBOX 
  DYSPNEA ON EXERTION

 FORMCHECKBOX 
  PAROXYSMAL NOCTURNAL DYSPNEA

 FORMCHECKBOX 
  CHEST PAIN (DESCRIBE)

 FORMCHECKBOX 
  EDEMA              

 FORMCHECKBOX 
  PERIPHERAL PULSES

 FORMCHECKBOX 
  ASCITES
 FORMCHECKBOX 
  LIPID PANELS
COMMENTS/SEVERITY/FREQUENCY:      

	SKIN:  (CHECK ALL THAT APPLY)
 FORMCHECKBOX 
  NO PROBLEMS IDENTIFIED

 FORMCHECKBOX 
  WARM

 FORMCHECKBOX 
  DRY

 FORMCHECKBOX 
  MOIST

 FORMCHECKBOX 
  COLOR

 FORMCHECKBOX 
  POOR TURGOR

 FORMCHECKBOX 
  LESIONS (LOCATION, SIZE, DRAINAGE)

 FORMCHECKBOX 
  KS LESIONS 

 FORMCHECKBOX 
  VESICLES

 FORMCHECKBOX 
  BRUISING                                                  

 FORMCHECKBOX 
  ITCHING                                     

 FORMCHECKBOX 
  RASH

 FORMCHECKBOX 
  NUMBNESS

 FORMCHECKBOX 
  TINGLING                                                                                          

 FORMCHECKBOX 
  PETECHIAE
COMMENTS/SEVERITY/FREQUENCY:      


	SECTION 5

SYSTEMS REVIEW OF PAST 60 DAYS (CONT’D)

	RESPIRATORY:  (CHECK ALL THAT APPLY)
 FORMCHECKBOX 
 
NO PROBLEMS IDENTIFIED

 FORMCHECKBOX 
 
RATE/RHYTHM 
 FORMCHECKBOX 
 
APNEA
 FORMCHECKBOX 

DYSPNEA AT REST
 FORMCHECKBOX 
 
TACHYPNEA
 FORMCHECKBOX 
 
BREATH SOUNDS (DESCRIBE)
 FORMCHECKBOX 
 
NON-PRODUCTIVE COUGH
 FORMCHECKBOX 
 
PRODUCTIVE COUGH
 FORMCHECKBOX 
 
SOB AT REST

 FORMCHECKBOX 
 
DYSPNEA ON EXERTION              

 FORMCHECKBOX 
 
OXYGEN

 FORMCHECKBOX 
 
CYANOSIS         

COMMENTS/SEVERITY/FREQUENCY:      

	GASTROINTESTINAL:  (CHECK ALL THAT APPLY)
 FORMCHECKBOX 
  NO PROBLEMS IDENTIFIED

 FORMCHECKBOX 
  ABDOMINAL DISTENTION

 FORMCHECKBOX 
  CONSTIPATION

 FORMCHECKBOX 
  CRAMPING

 FORMCHECKBOX 
  BLOODY STOOLS

 FORMCHECKBOX 
  FLATULENCE

 FORMCHECKBOX 
  DIARRHEA                                           

 FORMCHECKBOX 
  NAUSEA/VOMITING

 FORMCHECKBOX 
  HEARTBURN

 FORMCHECKBOX 
  INCONTINENCE 
COMMENTS/SEVERITY/FREQUENCY:      
     

	GENITOURINARY:  (CHECK ALL THAT APPLY)
 FORMCHECKBOX 
  NO PROBLEMS IDENTIFIED

 FORMCHECKBOX 
  FREQUENCY

 FORMCHECKBOX 
  URGENCY

 FORMCHECKBOX 
  DYSURIA

 FORMCHECKBOX 
  HEMATURIA

 FORMCHECKBOX 
  LESION

 FORMCHECKBOX 
  BURNING

 FORMCHECKBOX 
  INCONTINENCE

 FORMCHECKBOX 
  INFLAMMATION

 FORMCHECKBOX 
  DISCHARGE/DRAINAGE

FEMALE:

 FORMCHECKBOX 
  CANDIDIASIS

 FORMCHECKBOX 
  VAGINAL DISCHARGE

 FORMCHECKBOX 
  DYSMENORRHEA

 FORMCHECKBOX 
  ABNORMAL BLEEDING
COMMENTS/SEVERITY/FREQUENCY:      

	ENDOCRINE:  (CHECK ALL THAT APPLY)
 FORMCHECKBOX 
  NO PROBLEMS IDENTIFIED

 FORMCHECKBOX 
  FATIGUE

 FORMCHECKBOX 
  IRRITABILITY

 FORMCHECKBOX 
  MENTAL STATUS CHANGES

 FORMCHECKBOX 
  WEIGHT CHANGE

 FORMCHECKBOX 
  OBESITY
 FORMCHECKBOX 
  BLOOD SUGAR LEVELS

COMMENTS/SEVERITY/FREQUENCY:      


	SECTION 5

SYSTEMS REVIEW OF PAST 60 DAYS (CONT’D)

	CENTRAL NERVOUS SYSTEM:  (CHECK ALL THAT APPLY)
 FORMCHECKBOX 
  NO PROBLEMS IDENTIFIED

 FORMCHECKBOX 
  NEUROPATHY

 FORMCHECKBOX 
  SEIZURES

 FORMCHECKBOX 
  BEHAVIORAL CHANGES

 FORMCHECKBOX 
  DELUSIONS

 FORMCHECKBOX 
  APHASIA

 FORMCHECKBOX 
  FINE MOTOR CHANGES

 FORMCHECKBOX 
  TREMORS

 FORMCHECKBOX 
  SYNCOPE

 FORMCHECKBOX 
  MEMORY LOSS

 FORMCHECKBOX 
  IMPAIRED DECISION MAKING
 FORMCHECKBOX 
  HALLUCINATIONS             

 FORMCHECKBOX 
  ATAXIA

 FORMCHECKBOX 
  GROSS MOTOR CHANGE

 FORMCHECKBOX 
  SLURRED SPEECH

 FORMCHECKBOX 
  VERTIGO
COMMENTS/SEVERITY/FREQUENCY:      

	MUSCULOSKELETAL:  (CHECK ALL THAT APPLY)
 FORMCHECKBOX 
  NO PROBLEMS IDENTIFIED

 FORMCHECKBOX 
  MYALGIA

 FORMCHECKBOX 
  ATAXIA

 FORMCHECKBOX 
  PAIN

 FORMCHECKBOX 
  DEFORMITY (DESCRIBE)

 FORMCHECKBOX 
  PARAPLEGIC

 FORMCHECKBOX 
  SWELLING

 FORMCHECKBOX 
  STIFFNESS                                        

 FORMCHECKBOX 
  HEMIPLEGIC

COMMENTS/SEVERITY/FREQUENCY:      


	PAIN:  (CHECK ALL THAT APPLY)
 FORMCHECKBOX 
 NO PROBLEMS IDENTIFIED
	MENTAL STATUS:  (CHECK ALL THAT APPLY)
 FORMCHECKBOX 
 NO PROBLEMS IDENTIFIED

	TYPE:

 FORMCHECKBOX 
 ACUTE

 FORMCHECKBOX 
 AT REST

 FORMCHECKBOX 
 CONSTANT

 FORMCHECKBOX 
 CHRONIC

 FORMCHECKBOX 
 SPORADIC

 FORMCHECKBOX 
 WITH MOVEMENT
	QUALITY:

 FORMCHECKBOX 
 ACHING

 FORMCHECKBOX 
 THROBBING

 FORMCHECKBOX 
 BURNING

 FORMCHECKBOX 
 DULL

 FORMCHECKBOX 
 SHARP

 FORMCHECKBOX 
 PRESSURE

 FORMCHECKBOX 
 SHOOTING
	 FORMCHECKBOX 
 ALERT
 FORMCHECKBOX 
 ORIENTED:      
 FORMCHECKBOX 
 OTHER (SPECIFY):          

	MOOD:      
AFFECT:      


	COMMENTS/SEVERITY/FREQUENCY:      

	COMMENTS/SEVERITY/FREQUENCY:      


	

	SECTION 6
NUTRITION IN PAST 60 DAYS

	PRESENT HEIGHT:       
	CURRENT WEIGHT:         


	WEIGHT GAIN IN PAST 60 DAYS:    
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

WEIGHT LOSS IN PAST 60 DAYS:    
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

COMMENTS:      


	APPETITE:
 FORMCHECKBOX 
 EXCELLENT
 FORMCHECKBOX 
 GOOD

 FORMCHECKBOX 
 FAIR

 FORMCHECKBOX 
 POOR
	ACTIVITY LEVEL:
 FORMCHECKBOX 
 VERY ACTIVE
 FORMCHECKBOX 
 MODERATELY ACTIVE

 FORMCHECKBOX 
 MILDLY ACTIVE

 FORMCHECKBOX 
 MOSTLY SEDENTARY

	CHANGES IN THE PAST 60 DAYS:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
COMMENTS:       

	CHANGES IN THE PAST 60 DAYS:   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

COMMENTS:      

	SECTION 6

NUTRITION IN PAST 60 DAYS (CONT’D)

	NEW FOOD ALLERGIES:

LIST:       

	PRESCRIBED SPECIAL DIET:   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
 FORMCHECKBOX 
 MACROBIOTIC                               FORMCHECKBOX 
 DIABETIC
 FORMCHECKBOX 
 VEGETARIAN                                 FORMCHECKBOX 
 LOW FAT                
 FORMCHECKBOX 
 IMMUNE BOOSTING                      FORMCHECKBOX 
 LOW CHOLESTEROL
 FORMCHECKBOX 
 LOW SODIUM                                 FORMCHECKBOX 
 LOW PROTEIN
FOLLOWING:   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

COMMENTS:       

	PHYSIOLOGICAL ISSUES AFFECTING NUTRITION:  (CHECK ALL THAT APPLY)

	 FORMCHECKBOX 
 NONE

 FORMCHECKBOX 
 CHEWING
 FORMCHECKBOX 
 SWALLOWING

 FORMCHECKBOX 
 NAUSEA

 FORMCHECKBOX 
 VOMITING
	 FORMCHECKBOX 
 CONSTIPATION

 FORMCHECKBOX 
 DIARRHEA

 FORMCHECKBOX 
 ABDOMINAL CRAMPING/BLOATING

 FORMCHECKBOX 
 HEARTBURN/INDIGESTION
	 FORMCHECKBOX 
 DRY MOUTH

 FORMCHECKBOX 
 TASTE PERCEPTION

 FORMCHECKBOX 
 APPETITE CHANGES

 FORMCHECKBOX 
 OTHER (SPECIFY):      

	COMMENTS:       


	MEDICAL ISSUES AFFECTING NUTRITION:  (CHECK ALL THAT APPLY)

	 FORMCHECKBOX 
 NONE

 FORMCHECKBOX 
 ULCER/STOMACH PROBLEMS

 FORMCHECKBOX 
 HEART DISEASE/HYPERTENSION

 FORMCHECKBOX 
 DIABETES
	 FORMCHECKBOX 
 MOUTH SORES/GUM INFECTIONS
 FORMCHECKBOX 
 FATIGUE

 FORMCHECKBOX 
 FEVER
	 FORMCHECKBOX 
 OTHER (SPECIFY):

	COMMENTS:       


	PSYCHOSOCIAL ISSUES AFFECTING NUTRITION:  
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

	COMMENTS:       


	PHYSICAL ISSUES AFFECTING NUTRITION:  

 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

	COMMENTS:       


	FINANCIAL ISSUES AFFECTING NUTRITION:  

 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO
COMMENTS:       


	NUTRITIONAL SUPPLEMENTS:  (CHECK ALL THAT APPLY)

	 FORMCHECKBOX 
 VITAMINS/MINERALS
 FORMCHECKBOX 
 HERBS/OTHER
	 FORMCHECKBOX 
 ENSURE/BOOST
 FORMCHECKBOX 
 OTHER (SPECIFY):      
	

	COMMENTS:       


	ALTERNATIVE NUTRITION:  

	 FORMCHECKBOX 
 TPN
	 FORMCHECKBOX 
 LIPIDS
	 FORMCHECKBOX 
 TUBE FEEDING

	COMMENTS:       


	OTHER BARRIERS TO ACHIEVING OPTIMAL NUTRITIONAL STATUS:   
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
COMMENTS:       


	DOES CLIENT NEED ASSISTANCE WITH MEALS 

(MEALS ON WHEELS, ATTENDANT CARE, ETC.):
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
COMMENTS:       


	NUTRITIONAL EDUCATION PROVIDED:   

 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
COMMENTS:       


	NUTRITIONAL REFERRAL NEEDED:   

 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
COMMENTS:       


	NUTRITIONAL SUMMARY/PLAN:        


	

SECTION 7
MEDICATION ADHERENCE IN PAST 60 DAYS

	ANY CHANGES IN MEDICATION REGIMEN (HAART OR OTHER):   

 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
IF YES, REFER TO MEDICATION SHEET



	CLIENT UNDERSTANDS MEDICATION REGIMEN:   

 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
COMMENTS:       


	CLIENT ADHERES TO MEDICATION REGIMEN:   

 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
COMMENTS:       


	CLIENT’S ABILITY TO TAKE MEDICATIONS (HAART OR OTHER):

DID THE CLIENT MISS ANY DOSES 

YESTERDAY?  
 FORMCHECKBOX 
 YES      FORMCHECKBOX 
NO

DID THE CLIENT MISS ANY DOSES 
THE DAY BEFORE YESTERDAY?  
 FORMCHECKBOX 
 YES      FORMCHECKBOX 
NO


	 FORMCHECKBOX 
 CLIENT IS ABLE TO INDEPENDENTLY TAKE CORRECT 
MEDICATION(S) & DOSE AT CORRECT TIMES

 FORMCHECKBOX 
 CLIENT IS ABLE TO TAKE CORRECT MEDICATION(S) & 
DOSES AT CORRECT TIMES WITH SUPERVISION OR 
ASSISTANCE

 FORMCHECKBOX 
 CLIENT IS UNABLE TO TAKE MEDICATION(S) UNLESS 
ADMINISTERED BY SOMEONE ELSE
 FORMCHECKBOX 
 UNABLE TO ASSESS CLIENT’S ABILITY TO TAKE  
MEDICATIONS

	COMMENTS:       

	

	ADHERENCE BARRIERS:
 FORMCHECKBOX 
 NO PROBLEMS/BARRIERS
 FORMCHECKBOX 
 MEDICATION REGIMEN IS TOO COMPLEX

 FORMCHECKBOX 
 SCHEDULING PROBLEMS

 FORMCHECKBOX 
 MENTAL STATUS CHANGES

 FORMCHECKBOX 
 ALCOHOL/DRUG USE/ABUSE

 FORMCHECKBOX 
 DEPRESSION

 FORMCHECKBOX 
 MEDICATION SIDE EFFECTS

 FORMCHECKBOX 
 LANGUAGE/CULTURAL BARRIERS
 FORMCHECKBOX 
 DIFFICULTY SWALLOWING MEDICATION
COMMENTS:       

	 FORMCHECKBOX 
 MISUNDERSTANDING REGARDING MEDICATION 
EFFECTIVENESS

 FORMCHECKBOX 
 NO SOCIAL SUPPORT

 FORMCHECKBOX 
 NEEDS ASSISTANCE WITH ADL’S

 FORMCHECKBOX 
 PROBLEMS OBTAINING MEDICATION OR REFILLS

 FORMCHECKBOX 
 CULTURAL BELIEFS

 FORMCHECKBOX 
 LACK OF REFRIGERATION, SAFE STORAGE

 FORMCHECKBOX 
 CURRENT SUBSTANCE USE

	IS THE CLIENT EXPERIENCING ANY OF THE FOLLOWING MEDICATION SIDE EFFECTS:
 FORMCHECKBOX 
  ANOREXIA      
 FORMCHECKBOX 
 DIARRHEA         
 FORMCHECKBOX 
 DIZZINESS      
 FORMCHECKBOX 
 FATIGUE     

 FORMCHECKBOX 
 RASH     


 FORMCHECKBOX 
  NEUROPATHY  
 FORMCHECKBOX 
 WEIGHT LOSS 
 FORMCHECKBOX 
 WEIGHT GAIN
 FORMCHECKBOX 
 NAUSEA/VOMITING     

HAS THE MEDICAL PROVIDER BEEN NOTIFIED:  
 FORMCHECKBOX 
 YES      FORMCHECKBOX 
NO

DATE:      

TIME:      
COMMENTS:       


	COMPLIMENTARY ALTERNATIVE THERAPIES:

 FORMCHECKBOX 
 ACUPUNCTURE
 FORMCHECKBOX 
 ACUPRESSURE

 FORMCHECKBOX 
 BIOFEEDBACK

 FORMCHECKBOX 
 HERBAL
COMMENTS:       

	 FORMCHECKBOX 
 HOMEOPATHY

 FORMCHECKBOX 
 HYPNOSIS

 FORMCHECKBOX 
 MASSAGE

 FORMCHECKBOX 
 OTHER:

	IV ACCESS/NAME AND LOCATION:
 FORMCHECKBOX 
 PICC
LOCATION:      
 FORMCHECKBOX 
 PORT-A-CATH
LOCATION:      
INFUSION COMPANY:      
COMMENTS:      


	 FORMCHECKBOX 
 GROSHONG
LOCATION:      
 FORMCHECKBOX 
 HICKMAN
LOCATION:      


	

SECTION 8

RISK FACTORS FOR HIV TRANSMISSION

	NEEDLE SHARING:                          FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO 

COMMENTS:     

	SEX WORK:  
 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO 

COMMENTS:     


	UNPROTECTED SEX WITH MEN:  
 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO 

COMMENTS:     

	UNPROTECTED SEX WITH WOMEN:   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO 

COMMENTS:     


	SEX WITH IDU:
 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO 

COMMENTS:     

	SEX WITH HIV+ INDIVIDUAL:  
 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO 

COMMENTS:     


	DISCUSSION OF CURRENT HARM REDUCTION PRACTICES:  
 FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO 

COMMENTS:     



	SECTION 9
RISK ASSESSMENT AND MITIGATION

	WERE THERE ANY INSTANCES OF ABUSE, NEGLECT, OR EXPLOITATION OF THE CLIENT IN PAST 60 DAYS?

 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO
IF YES, TYPE OF ABUSE:   FORMCHECKBOX 
 PHYSICAL   FORMCHECKBOX 
 ISOLATION   FORMCHECKBOX 
 FINANCIAL   FORMCHECKBOX 
 ABANDONMENT   FORMCHECKBOX 
 SEXUAL   FORMCHECKBOX 
 VERBAL

                                              FORMCHECKBOX 
 NEGLECT BY SELF OR OTHER   FORMCHECKBOX 
 EMOTIONAL  

IDENTIFYING INSTANCE(S):   FORMDROPDOWN 

REPORT MADE TO:   FORMCHECKBOX 
 APS   FORMCHECKBOX 
 CPS   FORMCHECKBOX 
 LAW ENFORCEMENT   FORMCHECKBOX 
 LONG TERM CARE OMBUDSMAN

OUTCOME:     FORMDROPDOWN 

COMMENTS:      



	

SECTION 10
SUMMARY/FOLLOW UP ON PREVIOUSLY IDENTIFIED CONCERNS

	     



	

SECTION 11
PLAN/IDENTIFICATION OF POTENTIAL PROBLEMS OR CONCERNS

	     



	

SECTION 12
DOCUMENTATION OF SERVICE PLAN REVIEW WITH CLIENT

	 FORMCHECKBOX 
 SERVICE PLAN WAS REVIEWED WITH CLIENT DURING THIS REASSESSMENT

COMMENTS:      


	

SECTION 13
CERTIFICATION

	CLIENT MEETS THE MINIMUM NURSING FACILITY LEVEL OF CARE CRITERIA:  
   FORMCHECKBOX 
 YES      FORMCHECKBOX 
NO
________________________________________________________                                       _________________
NURSE CASE MANAGER SIGNATURE/CREDENTIALS


                      DATE


	CLIENT NAME:
	CHART NUMBER:
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