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Community Health Connections Health Home
Comprehensive Assessment

Member Information

	Member’s Name: ____________________________
	Date of Assessment: __________________________


	Preferred Language: _________________________
	CMA: ______________________________________





General Information

1. Are there any health concerns that have not been discussed?  _________________________________
________________________________________________________________________________________________________________________________________________________________________

2. Are you interested in getting more information on any of those?  ☐ Yes  	☐ No
a. If yes, which diagnoses/conditions? _________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

3. Do you ever have trouble making it to your scheduled appointments? ☐ Yes  	☐ No
b. If yes, how come? _________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

4. Do you have a history of or concern with:  (Check all that apply. Please provide specifics for any alerts checked.)
	☐ Fall Risk: _______________________________________________________________________

	☐ Dementia/Wandering: ____________________________________________________________

	☐ Flight Risk: ______________________________________________________________________

	☐ Offender Status: _________________________________________________________________

	☐ Suicidal History: _________________________________________________________________

	☐ Homicidal History: _______________________________________________________________

	☐ Visual Impairment: _______________________________________________________________

	☐ Hearing Impairment: _____________________________________________________________

	☐ Taking meds as prescribed: ________________________________________________________

	☐ None



5. What assistive devices to you currently use? (Check all that apply)
	☐ Walker
	☐ Cane
	☐ Wheelchair / Motorized Scooter

	☐ Dentures
	☐ Eyeglasses
	☐ Hearing Aid

	☐ Prosthetic, specify:
___________________________
	☐ Other:
___________________________
	☐ Other:
___________________________



6. What activities do you need assistance completing on a daily basis?  (Check all that apply)
	☐ Bathing/Hygiene
	☐ Eating
	☐ Toileting
	☐ Grooming

	☐ Walking
	☐ Dressing
	☐ Laundry
	☐ Using the telephone

	☐ Medications
	☐ Meal Preparation
	☐ Housekeeping
	☐ Shopping

	☐ Transportation
	☐ Money Management
	☐ Advanced Directives
	☐ Legal Issues

	☐ Other:
____________________
	☐ Other:
____________________
	☐ Other:
____________________
	☐ Other:
____________________




Medications

7. Do you know why you are taking your prescribed medications?  ☐ Yes  	☐ No

8. Do you have any barriers to taking your medications as your doctor says?  ☐ Yes  	☐ No

9. Do you run out of your medications?  ☐ Always  	☐ Sometimes		☐ Never

10. Do you have any barriers to getting your medications?	☐ Always	☐ Sometimes	☐ Never

11. Do you feel you need more assistance regarding your medications?  ☐ Yes  	☐ No
10a.   If yes, what kind of help do you think you need? _______________________________________
________________________________________________________________________________________________________________________________________________________________________


Hospitalizations

12. Have you been to the Emergency Department in the past year?  ☐ Yes  	☐ No (Skip to Q13)
a. Approximately how many times? ________________
b. For what reasons (including crisis)? ____________________________________________________
____________________________________________________________________________________

13. Have you been admitted to the hospital in the past year?  ☐ Yes  	☐ No (Skip to Q15)

14. For each admission to the hospital in the past year, please complete the table below. 
	Reason for Admission
(Crisis, surgery, illness, rehabilitation, etc.)
	Date / Year
	Location
	Comments

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	




Long-term Care

15. Do you understand the benefits for Long-term Care / Life Planning?  ☐ Yes  	☐ No

16. Do you have any of the following Advanced Directive in place?  (Check all that apply)
	☐ Health Care Proxy (HCP)
	☐ Medical Orders for Life Sustaining Treatment (MOLST)

	☐ Power of Attorney (POA)
	☐ Living Will



17. Would you like more information on Long-term Care or Advanced Directives?  ☐ Yes  	☐ No


Mental Health Treatment

18. Are you currently engaged in any mental health treatment?  ☐ Yes  	☐ No 
If no, complete the MMS Questionnaire

19. Do you have a history of mental health treatment?  ☐ Yes  	☐ No (Skip to Q22)

20. If applicable, please complete the following table for the three most recent outpatient treatments.
	Provider’s Name 
(If Member can recall)
	Reason for Outpatient Treatment
	Date/Year

	
	
	

	
	
	

	
	
	



21. If applicable, please complete the following table for the three most recent inpatient treatments.
	Provider’s Name 
(If Member can recall)
	Reason for Inpatient Treatment
	Date/Year

	
	
	

	
	
	

	
	
	




Substance Use and Treatment

22. Do you currently use any substances?  ☐ Yes  	☐ No
	Substance
	Amount
	Frequency

	
	
	

	
	
	

	
	
	



23. Did you use substances in the past / Are there substances you used to use but do not anymore?
    ☐ Yes  	☐ No 
	Substance
	Amount
	Frequency

	
	
	

	
	
	

	
	
	



24. If “YES” to 22 or 23: Have you experienced periods of sobriety/abstinence?  If so, when and for how long?
	☐ Yes  	☐ No
	Dates of Sobriety
	How long sobriety lasted

	
	

	
	

	
	



25. If “YES” to 24: What relapse or prevention skills or strategies are you using or have worked for you? 
☐ People  	☐ Places  ☐ Things  ☐ AA / NA  ☐ Medication Assistance  ☐ Other, specify: ______________

26. Do you have a history of substance abuse treatment?  ☐ Yes  	☐ No

27. If applicable, please complete the following table for your history of substance abuse treatment.
	Provider’s Name /Facility
(If Member can recall)
	Duration of Treatment
	Year
	Level of Care
(Inpatient, Outpatient, detox) 
	Successful or Unsuccessful completion?

	
	
	
	☐ In ☐ Out ☐Detox
	☐ Successful 	☐ Unsuccessful

	
	
	
	☐ In ☐ Out ☐Detox
	☐ Successful 	☐ Unsuccessful

	
	
	
	☐ In ☐ Out ☐Detox
	☐ Successful 	☐ Unsuccessful

	
	
	
	☐ In ☐ Out ☐Detox
	☐ Successful 	☐ Unsuccessful

	
	
	
	☐ In ☐ Out ☐Detox
	☐ Successful 	☐ Unsuccessful



At the conclusion of the questions related to Substance Abuse, have the Member complete the CAGE-AID.  Everyone should complete this questionnaire, regardless of the answers provided to the questions above.


HIV Screening

28. Are you familiar with how HIV is transmitted and prevention techniques?  ☐ Yes ☐ No
29. Individual is knowledgeable regarding:
	Basic HIV Transmission
	☐ Yes ☐ No  ☐ Unable to Determine

	Safer Sex / Use of Latex
	☐ Yes ☐ No  ☐ Unable to Determine

	Needle Sharing
	☐ Yes ☐ No  ☐ Unable to Determine

	Effects of Drug / Alcohol Use on Risk
	☐ Yes ☐ No  ☐ Unable to Determine



30. Would you like a referral for a provider who can give you more information or education on HIV?	☐ Yes ☐ No

31. Would you like a referral to be tested for HIV? 	☐ Yes ☐ No

32. Have you experienced any of the following in the past three months?
	Recent STD
	☐ Yes ☐ No  ☐ Refused  

	Incarceration
	☐ Yes ☐ No  ☐ Refused  

	Had sex for drugs or money
	☐ Yes ☐ No  ☐ Refused  

	Shared needles with others
	☐ Yes ☐ No  ☐ Refused  




Nicotine Use

33. Please select all that apply  to your current use of Nicotine or other related products:
	☐ Daily Chewer
	☐ Daily Dipper
	☐ Daily Smoker
	☐ Daily Vaporizer User

	☐ Former Chewer
	☐ Former Dipper
	☐ Former Smoker
	☐ Former Vaporizer User

	☐ Social Chewer
	☐ Social Dipper
	☐ Social Smoker
	☐ Social Vaporizer User

	☐ Never Used
	☐ Trying to Quit
	☐ Replacement Therapy (i.e., gum, patch, etc.)
	☐ Multiple Tobacco User



34. Please select all that apply to your past use  of Nicotine of other related products.
	☐ Daily Chewer
	☐ Daily Dipper
	☐ Daily Smoker
	☐ Daily Vaporizer User

	☐ Former Chewer
	☐ Former Dipper
	☐ Former Smoker
	☐ Former Vaporizer User

	☐ Social Chewer
	☐ Social Dipper
	☐ Social Smoker
	☐ Social Vaporizer User

	☐ Never Used
	☐ Trying to Quit
	☐ Replacement Therapy (i.e., gum, patch, etc.)
	☐ Multiple Tobacco User



35. If applicable, are you interested in trying to quit smoking?  ☐ Yes  	☐ No


Education and Employment

36. Are you currently enrolled in an educational program? ☐ Yes  	☐ No
a. If yes, please explain. _______________________________________________________________
________________________________________________________________________________________________________________________________________________________________________

37. Do you have any educational goals?  ☐ Yes  	☐ No
a. If yes, please explain. _______________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
b. What are the barriers/concerns surrounding these goals? __________________________________
________________________________________________________________________________________________________________________________________________________________________ 

38. Tell me about your employment history. ___________________________________________________
______________________________________________________________________________________________________________________________________________________________________________

39. Do you have any employment goals?  ☐ Yes  	☐ No
a. If yes, please explain. _______________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
b. What are the barriers/concerns surrounding these goals? __________________________________
________________________________________________________________________________________________________________________________________________________________________ 

40. Are you or have you ever volunteered anywhere?  ☐ Yes  	☐ No
a. If yes, tell me about that experience.  __________________________________________________
________________________________________________________________________________________________________________________________________________________________________
b. If no, are you interested in volunteer work?  ☐ Yes  	☐ No


Interpersonal Relationships

41. Do you have a caregiver?	☐ Yes   ☐ No (Skip to 43)
(Be sure to obtain consent via the DOH 5055 for caregiver if Member is willing to provide)
a. If no, should you have a need in the future do you have a caregiver to assist you?   ☐ Yes   ☐ No  (Skip to 43)

42. If yes, who is your caregiver and how often is s/he available to you?
	Name
	Relationship
	Phone Number
	Frequency (in hours)
	Local?
	Will s/he be available in the future?

	
	
	
	
	☐ Yes ☐ No
	☐ Yes ☐ No

	
	
	
	
	☐ Yes ☐ No
	☐ Yes ☐ No

	
	
	
	
	☐ Yes ☐ No
	☐ Yes ☐ No


		
43. Do you feel safe in your current living situation?  ☐ Always   ☐ Sometimes   ☐ Never   ☐ Unsure
a. If sometimes or never, please explain: _________________________________________________
________________________________________________________________________________________________________________________________________________________________________

44. Do you feel safe living alone? ☐ Always   ☐ Sometimes   ☐ Never   ☐ Unsure    ☐ N/A
a. Please explain what makes you feel unsafe, if applicable: __________________________________
________________________________________________________________________________________________________________________________________________________________________

45. Do you feel safe in your current relationship?  ☐ Always   ☐ Sometimes   ☐ Never   ☐ Unsure            ☐ Member is not in a relationship
a. Please explain what makes you feel unsafe, if applicable: __________________________________
________________________________________________________________________________________________________________________________________________________________________

46. Are you currently or have you ever worked with any domestic violence providers / supports?  ☐ Yes   ☐ No  (If yes, complete the table below)
	Agency
	Provider’s Name 
(If Member can recall)
	Provider’s Telephone Number 
(If Member can recall)
	Date/Year

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	




Benefits

47. What are your current sources of income?  (Check all  that apply and specify the monthly amount)
	Source
	Amount per month
	Source
	Amount per month

	☐ Employment
	$
	☐ TA Cash Assistance
	$

	☐ SSI/SSD
	$
	☐ DSS Rental Assistance/Housing Subsidy
	$

	☐ SNAP/WIC
	$
	☐ Other, __________________________
	$

	☐ Child Support
	$
	☐ Other, __________________________
	$




Summary

48. What would you say are your strengths? __________________________________________________
______________________________________________________________________________________________________________________________________________________________________________

49. What do you think are your weaknesses? __________________________________________________
______________________________________________________________________________________________________________________________________________________________________________

50. Of all the things we talked about today, what would you say are the most important things to you right now? __________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________


Care Coordinator Information

51. How would you describe the Member’s cognitive functioning during the assessment process?
☐ Alert/oriented; able to focus and shift attention; comprehends and recalls direction independently
☐ Requires prompting (cuing, repetition, reminders) only under stressful situations or unfamiliar conditions
☐ Requires assistance and some direction in specific situations (e.g., on all tasks involving shifting attention) or consistently requires low stimulus environment due to distractibility.
☐ Requires considerable assistance in routine situations.  Is not alert and oriented or is unable to shift attention and recall directions more than half the time.
☐ Totally dependent due to disturbances such as constant disorientation, coma, persistent vegetative state or delirium.
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