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DEPARTEMENT DE LA SANTE PUBLIQUE
Programme de services communautaires VIH

Triage pour la gestion des dossiers
Nom du client :

Date : [

Si vous avez regu ce document par la poste, veuillez répondre aux questions suivantes et
le retourner dans 'enveloppe ci-jointe. Vos réponses nous aideront a cerner vos besoins
actuels.

Le responsable du dossier
assurera le suivi de toutes
les réponses « oui »
cochées dans cette

ou de la nourriture ?

colonne.
1. Avez-vous recu de nouveaux diagnostics au cours des 12 derniers mois ? [ INon [ ]Oui
2. Avez-vous omis de prendre une de vos doses de médicaments au cours des 30 [ ]Non [ ]Oui
derniers jours ?
3. Avez-vous eu des problémes ou connu des retards pour obtenir vos médicaments ? [ JNon [ ]Oui
4. Au cours des six derniers mois, avez-vous manqué I'un de vos rendez-vous médicaux | [_|Non [ ] Oui
programmés ?
5. Avez-vous observé des changements importants dans vos habitudes alimentaires ou m]Non [ ]Oui
un manque d’appétit au cours des 30 derniers jours ?
6. Avez-vous connu, de maniére inexpliquée, une perte ou un gain de poids appréciable | [ ] Non [_] Oui
au cours des 30 derniers jours ?
7. Cela fait-il plus de 12 mois que vous n’avez pas vu votre médecin ? [ INon [ ]Oui
8. Cela fait-il plus de 12 mois que vous n’avez pas vu votre spécialiste VIH ? [ INon [ ]Oui
9. Cela fait-il plus de 6 mois que vous n'avez pas fait d'examens de laboratoire ? [ INon [ ]Oui
10. Avez-vous de graves problémes ou douleurs dentaires ? [ INon [ ]Oui
11. Si vous consommez/machez du tabac ou fumez des cigarettes, souhaitez-vous
arréter ? [ INon [JOui []S/0
12. Etes-vous préoccupé par votre situation de logement ? [ INon [ ]OQui
13. Avez-vous été dans l'incapacité de payer votre loyer, les services de base, de transport | [ Non [ ] Oui

Au cours des 12 derniers mois :
14. Avez-vous eu peur de manquer de nourriture et d’argent pour en acheter plus ?
[ ] Souvent [_] Parfois [_] Jamais

15. Les aliments que vous avez achetés simplement ne vous ont pas suffi et vous n'aviez
pas les moyens d’en acheter plus ?

[ ] Souvent [_] Parfois [_] Jamais

Réponse « souvent » ou
« parfois aux questions 14
ouls»?

[ JNon [_]Oui

[ INon [_]Oui

16. Etes-vous bénéficiaire des prestations SNAP ?

Si la réponse est Non,
pensez-vous que vous
pourriez en bénéficier ?
[JNon [ Oui
[] Pas sir

17. Etes-vous actuellement sans assurance ?

[ ]Non [ ]Oui

Page 1 sur 2

OHA 8500 (07/22) FR




18. Accumulez-vous des factures médicales impayées depuis les 12 derniers mois, non [ JNon [ ]Oui
encore en procédure de recouvrement ?

19. Souhaitez-vous obtenir de l'aide pour reprendre le travail ou faire du bénévolat ? [ JNon [ ]Oui

Au cours des deux derniéres semaines :

20. Avez-vous éprouvé un faible intérét / plaisir & faire certaines choses ? [_] Non [ ] Oui

21. Vous étes-vous senti abattu, déprimé ou sans plus d’espoir ? [ ]Non [ ] Oui

22. Sivous avez répondu « oui » aux questions 17 ou 18 ci-dessus, consultez-vous
régulierement un professionnel de la santé mentale ?

[ INon [ JOui []S/O

23. Sivous ne consultez pas réguliérement un professionnel de la santé mentale, [CINon [Joui []8/0
souhaitez-vous étre orienté ou aidé a en contacter un ?
24. Sivous consultez régulierement un professionnel de la santé mentale, avez-vous [INon [Joui []S/0

manqué des rendez-vous au cours du dernier mois ?

25. Au cours de I'année passée :
Hommel/identification masculine — Combien de fois avez-vous consommé 5 boissons
alcoolisées ou plus au cours d’'une méme journée ?
Femmel/identification féminine - Combien de fois avez-vous consommeé 4 boissons
alcoolisées ou plus au cours d'une méme journée ?

[ ] Aucune [m] 1 fois ouplus

26. Au cours de 'année écoulée, avez-vous consommeé une drogue récréative autre que le
cannabis ou pris un médicament délivré sur ordonnance mais pour des raisons non
médicales? [ ]Non [ _]Oui

27. Sivous avez répondu « oui » a la question 23 ci-dessus, consultez-vous régulierement
un professionnel de la toxicomanie ?

[ INon [JOui []S/O

28. Si vous ne consultez pas réguliérement un professionnel en toxicomanie, voulez-vous | [_]Non [ ]JOui [ ]S/O
étre orienté ou aidé a en contacter un ?

29. Si vous consultez réguliérement un professionnel en toxicomanie, avez-vous manqué | [_]Non [ ]JOui [ ]S/O
des rendez-vous au cours du dernier mois ?

30. Avez-vous eu des rapports sexuels non protégés au cours des 6 derniers mois ? [ INon [ ]Oui
31. Avez-vous partagé des aiguilles au cours des 6 derniers mois ? [ JNon [ ]Oui
32. Souhaitez-vous étre informé des ateliers d’éducation sanitaire qui se tiennent dans [ INon []Oui-Nous
votre zone ? vous contacterons si des
formations sont organisées
33. Souhaitez-vous parler au responsable de votre dossier pour toute autre raison ? [ ]Non []Oui
Observations :

Indiquez toutes les fagons dont vous pouvez étre contacté pour le suivi des réponses « oui » ci-dessus (inclure au besoin
les nouvelles coordonnées) :

[] Téléphone [] Courriel
[ ] Courrier

Si vous ne pouvez pas étre contacté par les moyens indiqués ci-dessus et/ou si vous ne souhaitez pas recevoir de
courrier, quand pourrez-vous faire le point avec le responsable de votre dossier au sujet des réponses « oui » ?

Nom du client
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	Client name: 
	Date: 
	Have you had any new diagnoses in the last 12 months? No check box: Off
	Have you had any new diagnoses in the last 12 months? Yes check box: Off
	Have you missed any doses of medication in the last 30 days? No check box: Off
	Have you missed any doses of medication in the last 30 days? Yes check box: Off
	Have you had any problems or delays in getting medication? No check box: Off
	Have you had any problems or delays in getting medication? Yes check box: Off
	Have you missed any medical, mental health or substance abuse treatment appointments in the last three months? No check box: Off
	Have you missed any medical, mental health or substance abuse treatment appointments in the last three months? Yes check box: Off
	Have you had any significant changes in your eating habits or lack of appetite in the last 30 days: 
	 No check box: On

	Have you had any significant changes in your eating habits or lack of appetite in the last 30 days? Yes check box: Off
	Clear Form: 
	Print: 
	Have you had any unexplained significant weight loss or gain in the last 30 days? No check box: Off
	Have you had any unexplained significant weight loss or gain in the last 30 days? Yes check box: Off
	Has it been more than 12 months since you saw your doctor? No check box: Off
	Has it been more than 12 months since you saw your doctor? Yes check box: Off
	Has it been more than 12 months since you saw your HIV specialist? No check box: Off
	Has it been more than 12 months since you saw your HIV specialist? Yes check box: Off
	Has it been more than 6 months since you last had labs? No check box: Off
	Has it been more than 6 months since you last had labs? Yes check box: Off
	Are you experiencing any serious dental issues or pain? No check box: Off
	Are you experiencing any serious dental issues or pain? Yes check box: Off
	If you use/chew tobacco or smoke cigarettes, would you like to quit? No check box: Off
	If you use/chew tobacco or smoke cigarettes, would you like to quit? Yes check box: Off
	If you use/chew tobacco or smoke cigarettes, would you like to quit? N/A, I don’t use tobacco: Off
	Do you have any concerns about your housing? No check box: Off
	Do you have any concerns about your housing? Yes check box: Off
	Have you been unable to pay for your rent, utilities, transportation or food? No check box: Off
	Have you been unable to pay for your rent, utilities, transportation or food? Yes check box: Off
	Were you worried whether your food would run our before you got money to buy more? Often check box: Off
	Were you worried whether your food would run our before you got money to buy more? Sometimes check box: Off
	Were you worried whether your food would run our before you got money to buy more? Never check box: Off
	If yes to # 14 or # 15 answered “Often” or “Sometimes”? No check box: Off
	If yes to # 14 or # 15 answered “Often” or “Sometimes”? Yes check box: Off
	The food you bought just didn’t last and you didn’t have money to get more? Often check box: Off
	The food you bought just didn’t last and you didn’t have money to get more? Sometimes check box: Off
	The food you bought just didn’t last and you didn’t have money to get more? Never check box: Off
	Are you reveiving SNAP benefits? No check box: Off
	Are you reveiving SNAP benefits? Yes check box: Off
	If No, qualifies for SNAP? No check box: Off
	If Yes, qualifies for SNAP? Yes check box: Off
	If Unsure, qualifies for SNAP? No check box: Off
	Are you uninsured? No check box: Off
	Are you uninsured? Yes check box: Off
	Do you have unpaid medical bills within the last 12 months that are not in collection? No check box: Off
	Do you have unpaid medical bills within the last 12 months that are not in collection? Yes check box: Off
	Would you like assistance in going back to work or volunteering?  No check box: Off
	Have you had little interest or pleasure in doing things? No check box: Off
	Have you had little interest or pleasure in doing things? Yes check box: Off
	Have you felt down, depressed or hopeless? No check box: Off
	Have you felt down, depressed or hopeless? Yes check box: Off
	If yes to #17 or #18 above, are you regularly seeing a mental health professional?   Yes check box: Off
	If yes to #17 or #18 above, are you regularly seeing a mental health professional?  N/A: Off
	If yes to #17 or #18 above, are you regularly seeing a mental health professional? No check box: Off
	If you are not regularly seeing a mental health professional, do you want a referral or help connecting with your mental  No check box: Off
	If you are not regularly seeing a mental health professional, do you want a referral or help connecting with your mental? N/A check box: Off
	If you are regularly seeing a mental health professional, have you missed any mental health appointments in the last month: 
	 No check box: Off
	 Yes check box: Off
	 N/A check box: Off

	How many times in the past year have you had (for males) 5 or more drinks in a day -  Females (4 or more)?  None: Off
	How many times in the past year have you had (for males) 5 or more drinks in a day -  Females (4 or more)?   1 or more: On
	In the past year, have you used a recreational drug other than marijuana or used a prescription medication for non-medical reasons?  No: Off
	In the past year, have you used a recreational drug other than marijuana or used a prescription medication for non-medical reasons?  Yes: Off
	If yes to #23 above, are you regularly seeing a substance abuse professional?   No check box: Off
	If yes to #23 above, are you regularly seeing a substance abuse professional?   Yes check box: Off
	If yes to #23 above, are you regularly seeing a substance abuse professional?   N/A check box: Off
	Would you like assistance in going back to work or volunteering?  Yes check box: Off
	During the past two weeks, have you had little interest or pleasure in doing things? No check box: Off
	During the past two weeks, have you had little interest or pleasure in doing things? Yes check box: Off
	If you use tobacco, would you like to quit? N/A, I don’t use tobacco: Off
	Have you had unprotected sex or shared needles in the past 6 months? No check box: Off
	Have you had unprotected sex or shared needles in the past 6 months? Yes check box: Off
	Would you like to be notified about health education classes? No check box: Off
	Would you like to be notified about health education classes? Yes check box: Off
	Would you like to speak to the care coordinator for any other reason? No check box: Off
	Would you like to speak to the care coordinator for any other reason? Yes check box: Off
	Comments: 
	For follow up "yes" responces above how would you liked to be reached? Phone check box: Off
	Enter the phone number: 
	For follow up "yes" responces above how would you liked to be reached? Email check box: Off
	Enter email address here: 
	For follow up "yes" responces above how would you liked to be reached? Mail check box: Off
	Enter mailing address here: 
	If you can't be reach or do not wish to receive mail, when will you check with your case manager regarding the "yes" responses?: 
	Client name 2: 


