Clients Name_______________ D.O.B.​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​___________ date of interview______________ 
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ALL WALKS OF LIFE



“PRESERVATION OF SELF AND COMMUNITY”










 HEALTH HOME ASSESSMENT 
ADULT
107 E. 25th Street Baltimore, MD 21218 | Office: (410) 558-0019/0032 | Fax: (410) 366-2108 | Email: info@awlllc.org
	Primary Care Manager:             title:                         

	Primary Counselor/Therapist:                               if not AWL the agency’s name               phone number:      

	Primary Medication Manager  Provider( if any):                 if not AWL  the agency’s name               phone number :      

	Primary Physician (If any):                              if not AWL the agency’s name               phone number:      

	Comments:  

	PATIENT DEMOGRAPHICS

	Last Name:      
	First Name:                                                      D.O.B                                

	Gender:  Transgender Female      Male     
	Marital Status:  Currently Married Formally Married   Never Married  

	Sexual Orientation:  

UnknownOther   Bisexual   Gay   Lesbian   Heterosexual   
	Ethnicity:  

Non-HispanicHispanic   

	Race:   Native Hawaiian or Other Pacific IslanderBlack or African American  Asian  American Indian or Alaskan Native  

	            Decline to StateUnknown  White  

	Comments:      

	CONSENT

	 FORMCHECKBOX 
 Consent form signed by parent/guardian and included in records if yes enter name below:

	Comments:      

	                                                                                                                 BEST FORM OF COMMUNICATION

	Identifies the verbal and written communication needs of the individual served, including his or her preferred language for discussing health care.  Communication needs include:  
 Hearing Aide

  need a translator

   plain print

 where glasses

  sign language 

   brail 

  need communication board

  computer reader

     Other: 
Comments:      


	QUALIFYING DIAGNOSIS

	Primary Mental Health Condition- Select participant’s primary MH diagnosis type(s) for which they qualified for PRP services*:

	Schizophrenia
	Major depressive disorder
	Delusional Disorder

	Psychotic disorder
	Schizotypal personality disorder
	Impulse control disorder

	Bipolar I disorder 
	Bipolar II disorder
	     Other: 

	Adjustment disorder
	Anxiety disorder
	

	Mood disorder (bipolar, depressive, etc.)
	Personality disorder (boderline, antisocial, narcissistic, paranoid, etc.)
	

	

	Problems                                           Hypertension                                      Learning Disabilities       

Mental Retardation                 Nervous condition                              Schizophrenia      
Seizures                                   Stroke                                                    Substance Abuse                                                          Suicide                                      Thyroid Condition/Disease            Other       
None     


	Comments:      

	CHRONIC CONDITIONS & BASELINE DATA

	Weight (lbs):      
	Height (inches):      
	BMI (calculated automatically):      

	Blood Pressure:      
	
	

	Indicate any chronic condition(s) below. (Must report associated measures*):

	Comments:      

	Medical History:
Current medical illness (diagnosis, treatment):       _____________________________________________

____________________________________________________________________________________

Past medical illness (include surgeries)       ____________________________________________________

Allergies:      _____________________________________________________________________________

Medical Physician/Clinic:       _____________________________________________________________

Address:      _______________________________________________ Phone:      ______________________

Date of last evaluation and results:      

 FORMTEXT 
     ______________________________

Pain Screen:

Are you currently experiencing any pain?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   If yes, explain ____________________________ 

Rate your level of pain on a Scale of 1-10: _ FORMCHECKBOX 
___________________

 0-no pain
 5-moderate
10-severe

Type of pain:  

 FORMCHECKBOX 
Aching    FORMCHECKBOX 
Burning     FORMCHECKBOX 
Throbbing    FORMCHECKBOX 
Pulling      FORMCHECKBOX 
Dull  FORMCHECKBOX 
Sharp      FORMCHECKBOX 
Pressing     FORMCHECKBOX 
Pricking  

 FORMCHECKBOX 
Tingling    FORMCHECKBOX 
Stabbing    FORMCHECKBOX 
Numb     

Location of Pain: ____      ___________________________________________________________________                          
Are you currently receiving treatment? ☐Yes ☐No   If no, do you need a referral ___________________

If yes where and what type of treatment? __________________________________________________

Medication:  Please include over the counter, herbal and nutritional supplements:  ☐None

                             MEDICATION
                                  DOSAGE

     
     
     
     
     
     
     
     
     
     


	Mental Health Condition (one or more)

	Primary SPMI/SED diagnosis
	Adjustment disorder
	Anxiety disorder

	Impulse-control disorder
	Mood disorder (bipolor, depressive, etc.)
	Personality disorder (borderline antisocial, narcissistic, paranoid, etc.)

	Schizophrenia or other psychotic disorder
	 FORMCHECKBOX 
Other:      

	Comments:      

	Substance Use disorder

	Alcohol dependence
	Drug dependence
	Active tobacco use

	Alcohol and Substance Abuse Screening:

Substance Abuse/Use History      No 
 If no, skip this rest of this section and go to the Mental Status Assessment
  Yes 
If Yes please rate use,

***(Risk 1)

0

1

2

Score

Substance use, including alcohol, benzodiazepines, pain meds, or any other substances

None


Within Past Month
Within last 24 Hours

Drugs of Abuse/Use: alcohol; tobacco; heroin; cocaine; crack; amphetamines; benzodiazepam (i.e. valium); marijuana; other opiates; inhalants; other:        

 Onset of Use:           

Frequency:  ☐several times daily ☐daily ☐several times weekly ☐weekly ☐ several times monthly ☐monthly ☐weekends 
☐ evenings:  Explanation:     
Method of Use: ​​ ☐oral

 injecting snorting
 smoking
 
Money Spent:  monthly   Amt $     
 weekly
  daily
 
Date of Last use: _____________________________________________________________

Substance Abuse Treatment and Hospitalizations: ____________________________________________

	Comments:      

	Asthma (Indicate severity)

	Mild intermittent
	Mild persistent
	Moderate persistent
	Severe persistent

	Comments:      

	Chronic obstructive pulmonary disease (Indicate if supplemental oxygen dependent.)

	Yes
	No

	Comments:      

	Diabetes

	     Hga1C: 
	Glucose Tolerance Test:      
	LDL-C:      

	Comments:      

	Heart Disease

	     LDL-C: 
	Blood Pressure (pre-populated):      

	Comments:      

	Hypertension

	Blood Pressure (pre-populated)

	Comments:      

	Continue to next page
Overweight/Obesity (checked if BMI 25+) (Indicate physical activity level)

	 No Activity
	Less than 3 times per week
	3 times per week
	Greater than 3 times per week

	Nutrition Screen

Are you concerned about your eating habits?      yes        no   

Are you obese/overweight?        yes        no   

Is there any history of an eating disorder?      yes        no   

If the answer is yes to any of these questions please complete nutrition assessment below:

Please circle the appropriate response to each item:

No

Problems

Occasional Problem
Frequent/Daily Problem
Eats fewer than 2 meals per day

Eats few fruits, vegetable, or milk products

0     
1     
2     
Has tooth or mouth problems that make it hard to eat
0     
1     
2     
Eats alone most of the time

0     
1     
2     
Complains of being thirsty all the time

0     
1     
2     
Gastrointestinal Problems:

Chronic Diarrhea

0     
1     
2     
Constipation 

0     
1     
2     
Nausea / Vomiting

0     
1     
2     
Frequent Reflux / Indigestion

0     
1     
2     
Hx. Non-compliance with therapeutic diet (If yes, Score 2)

2     
Current Eating disorder (If yes, Score 2)
2     
Knowledge Deficit of therapeutic diet and / or needs, or patient requires further nutritional education (If yes, Score 2)

2     
Appetite:

Good  (Score 0)

     
     
     
Fair    (Score 1)

     
     
     
Poor   (Score 2)

     
     
     
TOTAL SCORE:  ADD ALL SCORES

                                                                         
Score:  0 & 1’s only = No further action

Any 2’s = Refer to nutritionist or to physician for further evaluation.  (Document referral in Progress 

Notes.)

CARE

ASSESSMENT

WHAT TO DO:
0-  4           
Low Nutritional Risk

Reassess if other issues arise

5-10      
Moderate Nutritional Risk

The goal for Patients at moderate risk is to improve eating habits and lifestyle through Patient and/or caregiver education and referrals.  Recheck the nutrition score in 30 days.

11 or more      
High Nutritional Risk

Refer Patient and/or guardian for a Nutritional Consultation with PCP.

Nutrition risk factors:        low        moderate        high



	  Comments:      
Family Health History: (Place n/a or with the list relationship to client)

 ADHD __:      _________________________                                       Allergies_     ____________________________

Anxiety:      _________________________                                          Bipolar_:      _________________________________

Cancer:      ____________________________                                     Headaches_:      _______________________________                                                          

 Heart Problems_____:      _______________________                    Hypertension__:      ____________________________                                                                         Learning Disabilities__:      ______________________                  Mental Retardation      _____________________                                                     Nervous condition__:      ________________________                   Schizophrenia____:      __________________________                                                                         Seizures ____:      __________________________________                  Stroke___:      ________________________________

Substance Abuse__:      ___________________________                  Suicide__ _________________________________

Thyroid Condition/Disease___:      _______________                 Other ___:      ________________________________

None:      


	Comments:      


	 Infectious Diseases

	Infectious Disease
	HIV/AIDS
	Hepatitis-C

	Comments:      

	SOCIAL INDICATORS

	Employment

	Student
	Employed Full-Time
	Employed Part-Time

	Volunteer
	Self-Employed
	Homemaker

	Retired
	Disabled
	Unemployed (actively seeking)

	Unemployed (not actively seeking)
	Unknown

	Comments:      

	Educational Attainment (Highest level the participant has achieved or is currently pursuing.)

	Current K-12 Student
	Less than high school
	High school/GED
	Vocational Training

	Associate’s degree
	Bachelor’s degree
	Graduate’s Degree

	Comments:      

	Continue to next page

Residential status

	Homeless
	Residential care/group home
	Independent living in private residence

	Dependent living in private residence
	Foster Care
	Unknown

	     Other: 

	Comments:      

	Recent Legal Incidents

	     Arrest-Note: 
	Court Appearance- Note:      
	Jail/prison post conviction- Note:      

	Comments:      

	Custody Status

	Not applicable
	Full Custody
	Shared Custody

	No custody (no contact)
	No custody (supervised visitation)
	No custody (visitation)

	Comments:      


Continue to next page
	EDUCATIONAL LEARNING ASSESSMENT / TEACHING NEEDS



	SECTION A: Educational Learning Assessment



	Pre-Treatment Teaching: 
	Did you participate in any pre-treatment education?  ( No   ( Yes, explain _______________



	Knowledge of Disease
	What do you know about your present illness?  _____________________________________

 FORMCHECKBOX 
 Good      FORMCHECKBOX 
  Limited   FORMCHECKBOX 
  Needs education



	Barriers To Learning

(Check all barriers and explain in area provided)
	 FORMCHECKBOX 
 None         FORMCHECKBOX 
 Vision                FORMCHECKBOX 
 Hearing             FORMCHECKBOX 
 Short attention span    FORMCHECKBOX 
 Speech/language 

 FORMCHECKBOX 
 Cultural     FORMCHECKBOX 
 Reading ability  FORMCHECKBOX 
 Writing ability  FORMCHECKBOX 
 Emotional                   FORMCHECKBOX 
 Physical

 FORMCHECKBOX 
 Cognitive Functioning            FORMCHECKBOX 
 Limited formal education                         FORMCHECKBOX 
 Other (specify)                                           
Explain:                                                                                             



	Religious/Cultural Practices
	Do you have any religious or cultural practices that may alter your care?  FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes, explain _________________________



	Language/Cognition
	Communicate in:  FORMCHECKBOX 
 English      FORMCHECKBOX 
 Spanish     FORMCHECKBOX 
  Creole   FORMCHECKBOX 
 Sign-Language   FORMCHECKBOX 
 Other _________

	Reading Ability
	 FORMCHECKBOX 
 Able to read      FORMCHECKBOX 
 Does not read     FORMCHECKBOX 
  Difficulty ready   (specify) _____________________



	Reading Preference
	Reads in:  FORMCHECKBOX 
 English      FORMCHECKBOX 
 Spanish     FORMCHECKBOX 
  Creole   FORMCHECKBOX 
 Braille      FORMCHECKBOX 
 Other __________________



	Readiness for

Learning  (Check all that apply)
	 FORMCHECKBOX 
 Expresses desire or information  ( Indicates Disinterest     ( Not able to concentrate 

 FORMCHECKBOX 
 Concentrates for brief periods     ( Family/significant other requests for information

 FORMCHECKBOX 
 Other (specify):  ________________________________________________________                                            



	Individual Educational Needs / Client & Family (Check all identified needs that apply)
	 FORMCHECKBOX 
 Medication (specify):                         ( Current Medical Issues (specify):_____________                        

 FORMCHECKBOX 
 Psychiatric Issues                               ( ADL (basic) (specify): _____________________                             

 FORMCHECKBOX 
 Nutrition                                             ( Food/Drug Interaction _____________________
 FORMCHECKBOX 
 Community Resources/Support Groups (specify):________________________________

 FORMCHECKBOX 
 Other (specify): ___________________________________________________________                                      



	Preferred Learning Style (Check all that apply)
	 FORMCHECKBOX 
  Discussion with staff      FORMCHECKBOX 
 Pictures     FORMCHECKBOX 
 Videos    FORMCHECKBOX 
 Information sheet    FORMCHECKBOX 
 Computer

 FORMCHECKBOX 
  Ask/answer questions     FORMCHECKBOX 
 Having information read to me by someone else

 FORMCHECKBOX 
Other (specify): ___________________________________________________________                                                



	SECTION B:  Teaching Needs (Includes but not limited to the following) 

	 FORMCHECKBOX 
  Medical Condition (i.e. hypertension, diabetes, heart conditions,           HIV, HCV, etc.)

 FORMCHECKBOX 
  Psychiatric Issues

 FORMCHECKBOX 
  Medical Issues

 FORMCHECKBOX 
  ADL Skills

 FORMCHECKBOX 
  Community Resources/Support Groups

 FORMCHECKBOX 
  Access to follow-up and Aftercare Services


	 FORMCHECKBOX 
 Medication, including: purpose, dosage, side effects

 FORMCHECKBOX 
  Potential Food/Drug Interaction

 FORMCHECKBOX 
  Nutrition

 FORMCHECKBOX 
  Relapse Prevention

 FORMCHECKBOX 
  Anger

 FORMCHECKBOX 
  Stress Management

 FORMCHECKBOX 
  Other ____________________________


Health Literacy Needs:  Please ask and document the client’s understanding of information provided  above by explaining the  Learning Assessment in their own words: 

Identified Health Literary Needs: ________________________________________________________  

Recommendations/Actions: _____________________________________________________________


Completed By: _________________________________________

____________________




           (Signature & Title)




    Date
Updated 10/2019


