MDHHS HIV Case Management
PILOT Biopsychosocial Assessment

Client Information

Full Legal Name Date of birth
Preferred Name Sex assigned at birth and gender pronouns:
OMale OFemale OOther:
Pronouns:
Street Address City
State Zip County Send mail to this address? Confidential mail
OYes [ONo required?
OYes [OINo
Mailing Address (if different from above) City
State Zip County Send mail to this address? Confidential mail
OYes [No required?
OYes [OINo
Home Phone Leave a Send text? Confidential message?
message? OYes [ONo | OYes [No
OYes [ONo
Cell Phone Leave a Send text? Confidential message?
message? OYes ONo | OYes 0ONo
OYes [ONo
Alt Phone Leave a Send text? Confidential message?
message? OYes [ONo | OYes [No
OYes [No
Email address Send email to this address? Confidential message?
OYes [ONo OYes [ONo
Marital Status
OSingle OPartnered OMarried OSeparated [ODivorced OWidowed
Emergency Contact Information
See Release of Information form to view emergency contact information.
Transportation
How do you get to your healthcare appointments? Tell me about barriers with transportation?

Do you have disabilities that impact your access to If yes, what disability?
transportation? OYes CONo
Comments:

Needs Referral OYes COINo




Housing

Tell me about your housing situation:

Type of housing:

ORental OOwn home CNursing home CHospital CTransitional living facility CIShelter
OLiving with others OLiving on streets CILiving in my car CPrison/jail

OOther:

Comments:

Finances and Benefits

INCOME

Tell me about your income:

OSee INTAKE FORM

MONTHLY INCOME Yes/No Comments
Employment/wages OYes [INo
Unemployment OYes [INo
Alimony/child support OYes [INo
Pension or retirement income OYes [INo
Social Security Retirement OYes [INo
Worker’'s compensation OYes [INo
Social Security Disability Income OYes [INo
Supplemental Security Income OYes [INo
FIP/TANF OYes [INo
State Disability Assistance OYes [INo
Comments:




INSURANCE

Tell me about your insurance:

O See INTAKE FORM

If no insurance, have applied?
OYes [No

If yes, which insurance?

BENEFIT TYPE

O AIDS Drug Assistance Program
O Insurance Assistance Program
O Michigan Dental Program

O Medicare

O Medicaid

O Private Health Plan

Client needs assistance with health
insurance?
OYes [ONo

If yes, explain:

Comments:

DHS OFFICE (ADDRESS/PHONE) DHS WORKER OUTSTANDING DHS NEEDS
Legal
Do you need any legal assistance? OYes [INo If yes, explain:

If yes, needs referral C0Yes [INo

Comments:

Cultural/Linguistics

What is your preferred language?

OSee INTAKE FORM

OSpeak CORead OWrite

Do you need a translator Are you hearing impaired?

or interpreter?

OYes [ONo OYes [ONo

Do you need a sign Are you able to complete
interpreter? forms independently?
OYes [ONo OYes [ONo

Do you prefer a medical provider of a particular gender? OYes

ONo

Comments:




Health and Medical Care

MEDICAL APPOINTMENTS

Are you in medical care? [IYes [INo If yes, complete chart below:

If no, needs referral CIYes CONo

TYPE OF NAME CLINIC NAME

PROVIDER ADDRESS/PHONE | LAST APPOINTMENT

Primary Care

Infectious Disease

Other:

Do you schedule your own appointments? OYes ONo

What are some reasons for missed appointments?

How do you keep track of medical visits, discussions about health, labs, etc.?

How is your relationship with your medical provider? (Identify barriers related to provider-client relationship,
clinic practices and services, etc.)

Tell me what you feel uncomfortable discussing with your medical provider:

Comments:

HEALTH STATUS

Date of HIV diagnosis Date: Mode of transmission

OSee INTAKE FORM

Tell me about your health/describe your health? (Discuss if health has improved/stayed same/declined; any
significant changes in lab work; any concerns with health; if medications are working.)

Viral Load Date CD4 count Date

WOMEN’S HEALTH

Are you pregnant? Receiving prenatal care?
OYes [INo OYes [INo

Are you currently breastfeeding? [OYes ONo

Comments:




TRANSGENDER HEALTH

Do you have any transgender health needs? OYes

[ONo

Comments:

ORAL HEALTH

Tell me about your dental healthcare needs:

Needs Referral [OYes ONo

Identified Barriers:

Comments:

VISION HEALTH

Tell me about your vision healthcare needs:

Needs Referral [OYes ONo

Identified Barriers:

Comments:

Medication Adherence

Tell me how you take your medications.

Have you missed any doses in the last month and if so, why?

What will make it easier for you to take your medications if missing doses?

What side effects are you experiencing with your HIV medications?




Medication Adherence

If you are having side effects, what did your provider tell you about the side effects you’re having?

How do you receive your
medications?

O Pick up at pharmacy O Delivery
O Other:

Do you have difficulty
filling/refilling your medications?
OYes ONo

Where do you store your medications?

Do you believe your medications
are stored safely? [Yes CNo

Do you hide your medications
from others?  [Yes [ONo

How do you take your medications?
O Given by another person
OSelf-administered

OOther:

Name of Primary Pharmacy:

Name of Secondary Pharmacy:

Are you having trouble with any of the following?
O Understanding instructions for medications

[ Not taking proper number of medications

0 Taking medications prescribed for others

O Not taking medications on time

Comments:

HIV Medications

NAME OF MEDICATION

Dose

PRESCRIBER (if applicable)

Food and Nutrition

Do you have access to food? [IYes [INo

Needs Referral [OYes ONo

Comments:

Activities of Daily Living

Do you need assistance with daily living activities?

OYes [ONo

Needs Referral [OYes[ONo

Comments:




Mental Health/ Substance Use

Tell me about your current or history of mental health diagnoses or needs. (depression, anxiety, bi-polar etc.)

Needs Referral
OYes [ONo If needed, see assessment tool in the attachments (Stress questionnaire)

Tell me about your current or history of substance use. (street drugs. Prescription drugs, alcohol, etc.)

Needs Referral
OYes [ONo

Comments:

Tobacco Use

Tell me about any current or history of tobacco product use. (cigarettes, chewing tobacco, e-cigs, etc.)

Needs Referral
OYes [ONo

Comments:

HIV Knowledge and Health Literacy

How much education have you received about HIV and transmission of HIV?

Based on the above information, rate the client’s level of HIV knowledge:
O Excellent O Very Good OO Good O Fair OO Poor

Do you need help with the following:

Figuring out the time to take medications? 0 Yes OO No
Figuring out if you need to eat with medications? O Yes O No
Understanding your medical provider when he/she talks about O Yes O No

your health?

Being able to effectively communicate your needs to your medical | [J Yes [0 No

provider?

Being able to effectively negotiate your health care? O Yes OO No
Discussing your insurance with your clinic’s billing office? O Yes O No
Discussing your benefits with your insurance plan? O Yes O No
Filling out your medical forms by yourself? O Yes OO No
Comments:




HIV Prevention and Risk Reduction

Are you sexually active? [Yes CINo

Describe how you practice safer sex.
OCondom [ODental dam COSaran Wrap ClLatex gloves COWithdrawal
OOther:

Do you have access to safe sex supplies? OYes CONo

Needs Referral OOYes COINo

Are there times when you do not practice safe sex?

OWhen | am sexually excited OWhen | feel angry or upset OWhen | am with a new partner
OWhen | am the top OWhen | am the bottom OWhen | am drinking and/or high
O When | feel bad about myself OCondoms don’t feel good OWhen | am seeking drugs/money
OWhen there’s not much risk 0 When I'm undetectable OWhen I'm not expecting sex
OWhen my partner pressures me tonot | OWhen my partner(s) are HIV-positive | OOther:

use condoms

Comments:

Tell me what you know about the Michigan HIV disclosure law:

O is aware [0 needs more info/info provided
OOther: comments

Tell me what you have heard about Undetectable equals Un-transmittable (U=U).

O is aware [J needs more info/info provided
OOther: comments

Tell me what you know about Pre-exposure Prophylaxis (PrEP):

O Is aware [ needs more info/info provided
OOther: Comments

Are there any topics around sexual health or risk reduction you want to discuss or talk about?

Comments




Social Support and Spirituality

Tell me who or what in your life is your support system.
ONone OFamily OFriends OReligious group

OSupport group CONeighbors [OSocial Media

OOther:

Needs Referral
OYes [ONo

Tell me if you want to disclose you HIV status to anyone and you are having difficulty.
ONo [OYes, Comments

Needs Referral
OYes [No

Do you feel unsafe in any current relationship or place of residence?
O No 0O Yes, Comments

Needs Referral
OYes [INo

Tell me about any cultural beliefs you think | need to be aware of.

O No [OYes, Comments

Comments:

Summary of Client Needs (Per Client)

Summary of Client Needs (Per Case Manager)

CM Signature CM Name Date




