STATE OF CONNECTICUT – DEPARTMENT OF SOCIAL SERVICES

ELECTRONIC HEALTH SCREEN
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A
	Client Name 
(Last)
(First)
( M.I.)

     
     
  
	Sex

 
	DOB

     
	Social Security #      
	DSS #

     


	
	Client Home Address 
(Street)
(Town/City)
(State)
(Zip Code)

     

	Home Tel. #      
	Marital Status

     
	Medicare # (if known)      

	
	Responsible Person or Emergency Contact 
(Name & Address)
     
	Telephone #

     
	Relationship

     

	
	Referred By:
     
	Telephone #

     
	Agency/Other

     

	
	Health Screen Conducted By:
     
	Telephone #

     
	Relationship

     

	SCREEN

I

NG

I

NFORMAT I

ON
	Pertinent History/Diagnosis



	     

	NOTES:
     

	
	Cognitive Status:
Alert?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Oriented?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Explanation:
     

	

	
	Personal Needs:  (valid values 1-5)
Bathing

 



Dressing

 




Transfer

 

Toileting

 

Feeding

 

Meal Prep,

 


Admin. Of Meds

 



Ambulation

 



	(valid values 1 or 2)

Speech

 


Sight

 

(valid values 1 - 4)

Bladder Control

 


Bowel Control

 

	
	

	
	Prosthetic(s) (“X” if applicable):
 FORMCHECKBOX 
 Dentures
 FORMCHECKBOX 
 Walker
 FORMCHECKBOX 
 Ostomy Appliance
 FORMCHECKBOX 
 Glasses

 FORMCHECKBOX 
 Cane
 FORMCHECKBOX 
 Wheelchair
 FORMCHECKBOX 
 Hearing Aid
 FORMCHECKBOX 
 Other
	
	

	
	Living Arrangements:
 FORMCHECKBOX 
 Alone
 FORMCHECKBOX 
 With Spouse
 FORMCHECKBOX 
 With Children
 FORMCHECKBOX 
 With Others

Availability of family and/or informal community support on a regular basis?    FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Behavioral Problems:
 FORMCHECKBOX 
 Wandering
 FORMCHECKBOX 
 Abusive/Assaultive
 FORMCHECKBOX 
 Unsafe/Unhealthy
 FORMCHECKBOX 
 Impaired Judgement 




(Verbal/Physical)

 (Hygiene/Habits)
(Threats to Health & Safety)
Description of Behaviors

     

Frequency of Supervision:
 FORMCHECKBOX 
 Never (0)
 FORMCHECKBOX 
 Sometimes (1)
 FORMCHECKBOX 
 Frequently (2)
 FORMCHECKBOX 
 Daily (3)

Which of the following options are being requested?
 FORMCHECKBOX 
 NF Placement (specify):
 FORMCHECKBOX 
 Short Term
 FORMCHECKBOX 
 Long Term

 FORMCHECKBOX 
 Home Care Services (specify):
     




     


     


     


Screener’s Name

Title

Date

	FOR DSS USE ONLY

	Does the client meet Nursing Facility level of care?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

DSS Recommendation:
 FORMCHECKBOX 
 Direct Admission to Nursing Facility (check one):
 FORMCHECKBOX 
 Short Term
 FORMCHECKBOX 
 Long Term


 FORMCHECKBOX 
 Refer to CT Home Care Program (check one):
 FORMCHECKBOX 
 Category 1
 FORMCHECKBOX 
 Category 2
 FORMCHECKBOX 
 Category 3


 FORMCHECKBOX 
 Does not meet program requirements

Summary:

  
Critical Needs
 FORMCHECKBOX 
 Disorientation:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
No

  
Supervision for Behavior



	Comments:
     


	


     


     

DSS Signature

Title

Date


Instructions for Completing the Health Screen Form W-1506WEB 

CONNECTICUT HOME CARE PROGRAM FOR ELDERS ELECTRONIC HEALTH SCREEN FORM

This form is for use by health care professionals only.  

Please type or write as neatly as possible. Please make sure information is accurate and complete.
	Client Name
	Enter client’s last name, first name and middle initial (if known)

	Sex
	Enter the client’s gender (female or male).

	DOB
	Enter the client’s date of birth.

	Social Security #
	Enter the client’s social security number.

	DSS #
	Enter the client’s Medicaid ( also known as Title XIX) number, if known.  (not required)

	Client Home Address
	Enter the street, apartment number, city and zip code where the client resides.

	Home Tel. #
	Enter the client’s home telephone number.  

	Marital Status
	Enter the client’s marital status: Never married, separated, divorced, widowed

	Medicare # (if known) 
	Enter the client’s Medicare number, if known.  (not required)

	Responsible Person or Emergency Contact
	Enter the name and full address of the client’s representative/emergency contact.  Include street, apartment number, city, state, Zip code. 

	Telephone #
	Enter the responsible person/emergency contact’s telephone number. 

	Relationship
	Indicate the relationship of the responsible person/emergency contact to the client.  Ex:  son, daughter, power of attorney

	Referred By
	Enter the name of the person referring the client to the Connecticut Home Care Program for Elders.

	Telephone #
	Enter the telephone number of the person making the referral.

	Agency/Other
	Enter the name of the agency or organizational affiliation of the person making the referral, if applicable.

	Health Screen Conducted By:
	Enter the name of the person providing the clinical and functional information for the client’s health screen.

	Telephone #
	Enter the telephone number of the person providing the information for the health screen. 

	Relationship
	Enter the relationship of the person providing the information for the health screen.  Ex: visiting nurse, case manager, social worker, etc.

	Pertinent History/Diagnosis
	Under this heading are the following items:

	Cognitive Status:
Alert?
	Check yes or no to indicate if the client is alert.  

	Cognitive Status

Oriented?
	Check yes or no to indicate if the client is oriented. Oriented means that the person knows the time (including the date), place (where he/she is), person (who he/she is), and situation (that he/she is in).

	Personal Needs
	Under this heading, rate the client on a scale from 1 (highest, independent)  through 4 (lowest, total dependence) according to their ability to perform these functional areas.  (1) Independent;  (2) Supervison;  (3) Physical Assistance; (4) Total Dependence;  (5) Tube Feed

	Bathing
	Indicate if the client is able to take a shower or tub bath independently, with supervision, with physical assistance or is totally dependent upon someone else.  

	Dressing
	Indicate if the client is able to dress independently or what level of assistance is needed to assist the client with dressing.

	Transfer
	Indicate the client’s ability to transfer if the client is in a wheelchair. Can the client transfer from chair to toilet or from bed to chair and how well with or without assistance? 

	Toileting
	Indicate the client’s ability to use the toilet and what level of assistance is needed, if any.  

	Feeding
	Indicate the client’s ability to feed himself/herself independently or indicate the appropriate level of assistance.

	Meal Prep.
	Indicate the client’s ability to prepare meals independently.

	Admin. Of Meds
	Indicate the client’s ability to independently administer prescribed medications correctly and on schedule. 

	Ambulation
	Indicate the client’s level of mobility.  

	Speech
	Rate the client’s ability to speak clearly. Enter 1 if there is no impairment or 2 if there is impairment.

	Sight
	Rate the client’s vision and eyesight. Enter 1 if there is no impairment or 2 if there is impairment.

	Bladder Control and Bowel Control
	Rate the client’s level of control over bowel and bladder  (1) Continent; (able to control)  (2) Occasionally Incontinent; (3) Incontinent; (unable to control) (4) Ostomy 

	Prosthetic(s) {dentures, cane, walker, wheelchaire, ostomy appliance, hearing aid, glasses, other}
	Check the appropriate boxes to indicate if the client uses one or more of these prosthetic devices.  

	Living Arrangements
	Check the appropriate box to indicate who lives with the client.  


Instructions for Completing the Health Screen Form W-1506WEB (Continued)
	Availability of family and/or informal community support on a regular basis?   
	Check the appropriate box to indicate if the client has relatives, friends or other persons available to provide support for the client. 

	Behavioral Problems
	Rate how the client’s behaviors affect the client’s ability to live independently using a rating scale of 0 (lowest, no supervision needed) to 3 (highest, daily supervision).

	Wandering
	Indicate, using the 0 – 3 scale, the level of supervision the client requires to monitor wandering behaviors.  

	Abusive/Assaultive (Verbal/Physical)
	Indicate, using the 0 – 3 scale, if the client engages in verbally abusive behavior and/or physically assaultive behavior.  

	Unsafe/Unhealthy (Hygiene/Habits)
	Indicate, using the 0 – 3 scale, if the client exhibits unsafe and/or unhealthy hygiene or habits.  

	Impaired Judgement Threats to Health & Safety)
	Indicate, using the 0 – 3 scale, if the client exhibits impaired judgment and to what  extent impaired judgment presents risk to health and safety.  

	Description of Behaviors
	Write any additional information about the client’s behaviors that would be helpful for staff to know.

	Frequency of Supervision
	Indicate an overall or average rating of the frequency of supervision required by the client 0 (none) to 3 (daily).

	Which of the following options are being requested
	Indicate which option(s) is being requested and check the appropriate box.

	Screeners Name, Title and Date
	Write your name, your title and the date the health screen was completed.  


Do not enter any information under ‘FOR DSS USE ONLY.”   

Fax completed forms to:  860-424-5313.

Mail completed forms to: Alternate Care Unit, DSS, 25 Sigourney St., Hartford, CT 06106.



W-1506WEB


(New 9/07)








Continent


 (2) Occasionally Inc.


 (3) Incontinent


 (4) Ostomy











 (1) Not Impaired


 (2) Impaired








 





 (1) Independent


 (2) Supervison


 (3) Physical Assistance


 (4) Total Dependence


 (5) Tube Feed








