Eliminar datos del formulario

Imprimir

DIVISION DE SALUD PUBLICA
Programa de Servicios Comunitarios de VIH

Priorizacién para la coordinacion de casos

Nombre del/de la cliente:

Fecha: [

Si recibi6 este formulario por correo postal, responda las siguientes preguntas y envielo de
regreso en el sobre adjunto. Esto nos ayudara a abordar las necesidades que usted tiene
actualmente.

El coordinador del caso
hara un seguimiento sobre
las respuestas marcadas
con “Si” 0 “No estoy
seguro’, en esta columna.

alimentos?

1. ¢ Ha recibido algun diagnéstico nuevo en los ultimos 12 meses? [ INo []Si
2. ¢ Ha omitido alguna dosis de sus medicamentos en los ultimos 30 dias? [ JNo []Si
3. ¢ Ha tenido problemas o demoras para obtener sus medicamentos? [ INo []Si
4. Enlos ultimos seis meses, ;faltd a alguna de las Gltimas citas médicas programadas? |[[ INo [ ]Si
5. ¢Ha tenido algun cambio significativo en sus habitos alimentarios o falta de apetito en [ INo []Si
los ultimos 30 dias?
6. ¢Ha presentado cierta disminucién o aumento considerable de peso sin causa [ INo []Si
aparente, en los ultimos 30 dias?
7. ¢Han pasado més de 12 meses desde que vio a su médico? [ INo []Si
8. ¢Han pasado mas de 12 meses desde que vio al especialista en VIH? [ INo []Si
9. ¢;Han pasado méas de 6 meses desde sus Ultimos analisis de laboratorio? [ JNo []Si
10. ¢ Tiene actualmente algin problema grave en los dientes o siente dolor? [ INo []Si
11. Si consume/mastica tabaco o fuma cigarrillos, ¢ le gustaria dejar de hacerlo? [ JNo []Si [INA
12. ¢ Tiene alguna inquietud sobre su vivienda? [ JNo []Si
13. ¢No ha podido pagar la renta, los servicios publicos, los medios de transporte ni los [ INo []Si

En los ultimos 12 meses:
14. ;Le preocupaba que su comida se acabara antes de tener dinero para comprar mas?
[ ] Con frecuencia [_] A veces [_] Nunca

15. La comida que compré simplemente no durd ¢y ya no le quedaba dinero para comprar
mas?
[ ] Con frecuencia [_] A veces [_] Nunca

La respuestan.’ 14 o
n.% 15 fue “Con frecuencia”
0 “A veces”

[INo []Si

16. ¢ Esta recibiendo beneficios de SNAP?

[ JNo []Si

Si la respuesta es “No”,
ireune los requisitos para
recibir los beneficios de
SNAP?

[ INo []Si
[ No estoy seguro
17. ¢ Esta sin seguro médico? [ JNo []Si
18. ¢ Tiene facturas médicas que no haya pagado en los Ultimos 12 meses, que no estén [ INo []Si
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asignadas a una agencia de cobros?

19.

i Le gustaria recibir ayuda para volver a trabajar o prestar servicio como voluntario?

20.
21.
22.

Durante las ultimas dos semanas:

¢ Ha tenido poco interés o placer por hacer cosas? [ INo []Si
¢,Se ha sentido decaido, deprimido o desesperanzado? [ INo []Si
Si la respuesta a la pregunta n.° 17 o n.° 18 anterior es “Si”, ; consulta con regularidad a

un profesional de salud mental?

[ INo [ ]Si [ IN/A

23. Si no consulta con regularidad a un profesional de salud mental, ;quiere una remisién o .
ayuda para conectarse con su profesional de atencién mental? [INo [ ]Si LINA
24. Si consulta con regularidad a un profesional de salud mental, ¢ ha faltado a alguna cita CINo []si [NA

de salud mental en el dltimo mes?

25.

En el tltimo afio:

Hombre/persona identificada como hombre: ; Cuéantas veces en el Ultimo afio ha
consumido 5 0 mas bebidas alcohdlicas en un dia?

Mujer/persona identificada como mujer: ; Cuéntas veces en el Ultimo afio ha
consumido 4 o méas bebidas alcohdlicas en un dia?

[INinguna [_]10mas

26.

27.

En el tltimo afio, ¢ ha consumido alguna droga recreativa, que no sea marihuana, o ha
tomado algin medicamento de venta con receta por motivos no médicos?

[ INo []Si

Si la respuesta a la pregunta n.° 23 anterior es “Si”, j consulta con regularidad a un
profesional en abuso de sustancias?

[INo[ ]Si [ IN/A

28. Si no consulta con regularidad a un profesional en abuso de sustancias, ¢quiere una [ INo []Si [IN/A
remision o ayuda para conectarse con su profesional en abuso de sustancias?
29. Si consulta con regularidad a un profesional en abuso de sustancias, ¢ ha faltado a [ INo []Si [IN/A
alguna cita de tratamiento para el abuso de sustancias en el Ultimo mes?
30. ¢Ha tenido relaciones sexuales sin proteccion en los ultimos 6 meses? [ INo []Si
31. ;Ha compartido agujas en los ltimos 6 meses? [ INo []Si
32. ;Le gustaria que le avisen acerca de clases de educacion para la salud cuando estén | [_]No [ ] Si (Nos
disponibles en su area? comunicaremos con usted
si hay una clase
disponible).
33. ¢ Le gustaria hablar con el coordinador del caso por cualquier otro motivo? [ INo []Si
Comentarios:

Indique todas las formas en que podemos comunicarnos con usted para hacer un seguimiento de las respuestas
afirmativas anteriores (incluya la nueva informacién de contacto):

[ ] Teléfono [ ] Correo electrénico
[ ] Correo postal

Si no podemos localizarlo a través de las fuentes indicadas anteriormente y/o si no quiere recibir correo postal, ¢ cuando
se comunicara con su coordinador del caso para hablar sobre las respuestas afirmativas?

Nombre del/de la cliente
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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: Off

	Have you had any significant changes in your eating habits or lack of appetite in the last 30 days? Yes check box: Off
	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: Off
	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: 
	Clear Form: 
	Print: 


