[image: image1.png]**
Xy TEXAS

Department of
State Health Services




[image: image2.png]Case
Management

Children &
Pregnant Women





CM-02 instructions



09/14

family needs assessment

Instructions for completion

The documentation on the family needs assessment must clearly reflect eligibility of the client.  
SITE OF ASSESSMENT: Mark appropriate box.  If other, specify location of visit.

NAME: Enter first and last name of client. Medicaid policy requires the client’s name to be on each page of the record.  

DOB: Enter the client’s date of birth.

MEDICAID NUMBER: Enter the client’s Medicaid number.  Medicaid policy requires the client’s Medicaid number to be on each page of the record.  If the client’s Medicaid is pending, enter “pending”.  

IS THIS A MIGRANT FAMILY: Mark appropriate box.

NAME OF HOUSEHOLD MEMBERS: Enter name, relationship, and age of all household members.  If any other household members are receiving case management services mark an asterisk (*) next to their name.

Health Status - Client

DESCRIBE HEALTH CONDITION: Describe the health status of the client.  The documentation must support that a child has a health condition/health risk that sets the child apart from peers and has limited function in relation to same age peers.  The documentation must support that a pregnant woman has a high-risk condition that is impacting her pregnancy.

MEDICATIONS: List any prescribed or over the counter medications the client is taking to treat their health condition.  If the client is not taking any medications or has not been prescribed any medications, mark NONE.

NUTRITION: List any concerns or problems with nutrition, including any supplements taken (over the counter or prescribed), eating difficulties, special diets, and/or nutritional counseling. If there are no problems or concerns with the client’s nutrition status, mark NO NEEDS.

MEDICAL/ADAPTIVE EQUIPMENT: List any medical equipment or supplies that are used or are needed by the client.  If the client does not use any or if DME (Durable Medical Equipment) needs are currently being addressed, mark NO NEEDS.

ASSISTANCE NEEDED: List all needs identified in this section.  Address each need on the service plan. 
Health  Providers - Client
PCP MEDICAL HOME: Enter the client’s primary care physician’s name, address and/or phone number, and any known future appointments. If client is under 21 years old, they should get regular well-child exams.  Mark if THSTEPS/Well-Child Exams are current or not. If client is over 21 years old mark N/A.  Indicate if immunizations are current.  If client does not receive immunizations for health or religious reasons, note that information here.
OB/GYN: If client is pregnant, enter client’s due date.  Enter the name, address and/or phone number, and any known future appointments with client’s OB/GYN.  If client is male or does not need an OB/GYN, mark NO NEED.
PHYSICIAN/SPECIALIST: Enter name and type of any medical specialists seen by the client and their address and/or phone numbers as well as any known future appointments.  If client does not have or need any medical specialists, mark NO NEEDS.

DENTIST: Enter name and address and/or phone number of dental provider and any future appointments.  If client is under 21 years old, indicate if dental check-ups are current (one within past 6 months).

PHARMACY: Enter the name and address and/or phone number of the pharmacy used by the client. 

HOSPITAL: Enter the name and address and/or phone number of the hospital of choice for the client.

DME/MEDICAL EQUIPMENT SUPPLIER: Enter the name and address and/or phone number of companies used for durable medical equipment and medical supplies. If client does not have a need for DME/medical supplies or a DME/Medical supplier, mark NO NEEDS.
NURSING PROVIDER: Enter name and address and/or phone number if client receives nursing services. If client does not have or need a nursing provider, mark NO NEEDS..
MANAGED CARE/OTHER INSURANCE: Enter name of Medicaid Managed Care Organization or any health insurance that covers the client. Document the client’s case manager through Medicaid managed care here if applicable.  If client does not have Medicaid Managed Care, mark NO MEDICAID MANAGED CARE. If client does not have another health insurance, mark No OTHER INSURANCE.
ASSISTANCE NEEDED: List all needs identified in this section.  Address each need on the service plan.
Other Agency Involvement

For each item listed in agency/program check the box next to the agency/program if the client/family is currently involved, needs a referral, or has applied.  Also complete the following for each item listed:

Client/Family member: List the name of the family member who is receiving or needing the service.

Receiving/NEEDS Referral/Applied: Indicate for each family member if they are receiving the services, need a referral for the service, or have applied for the service.

Contact person: List the name and number of a contact person should the case manager need to inquire about services or advocate for the family.

REFERRALS NEEDED: List all needs identified in this section.  Address each need on the service plan.
Developmental/Rehabilitative - Client

MOTOR SKILLS: Describe any limitations in fine and/or gross motor skills experienced by the client.  If there are no limitations in motor skills or if limitations are currently addressed, mark NO NEEDS.

VISION: Describe any limitations in vision experienced by the client. Describe if and how the limitations are being addressed. If there are not limitations in vision or if limitations are currently addressed, mark NO NEEDS.

SPEECH/LANGUAGE: Describe any limitations in speech or language skills (including expressive and receptive) experienced by the client. Describe if and how the limitations are being addressed. If there are not limitations in speech or language skills or if limitations are currently addressed, mark NO NEEDS.

HEARING: Describe any limitations in hearing experienced by the client. Describe if and how the limitations are being addressed.  If there are no limitations in hearing or if limitations are currently addressed, mark NO NEEDS.

SELF-HELP SKILLS: Describe any limitations in age appropriate self help skills (including feeding, dressing, toileting, and other activities of daily living) experienced by the client.  Describe if and how the limitations are being addressed. If there are no limitations in self help skills or if limitations are currently addressed, mark NO NEEDS.

OT and/or PT: Describe any need for occupational or physical therapy or any services being received. Describe if and how the limitations are being addressed. If there is no need for occupational or physical therapy or if limitations are currently addressed, mark NO NEEDS.

MENTAL HEALTH/EMOTIONAL/BEHAVIORAL: Describe any concerns with the client’s mental heath, including emotional and behavioral health concerns.  Describe if and how the concerns are being addressed. If there are not mental health concerns or the concerns are being addressed, mark NO NEEDS.

TRANSITION PLANNING: If the client is in need of transition planning indicate the status of the plan if any.  If the client is not preparing or not needing to prepare for transition to adulthood, mark NO NEEDS.
ASSISTANCE NEEDED: List all needs identified in this section.  Address each need on the service plan.
Educational/Vocational - Client
ECI: If the client is under age three and is receiving ECI services, mark this box. Enter the name of the ECI service provider in the “Agency/School Attending” box. Document if the client needs ECI services on the “Assistance Needed” line.
HEADSTART:  If client is under age 5 and enrolled in Head Start, mark this box.  Enter the name of the program the client attends in the “Agency/School Attending” box.  Document if the client needs a referral to Head Start on the “Assistance Needed” line.
SCHOOL SERVICES: If the client is school age, ages 3-5 with special needs, or any age with a visual impairment and is receiving school services, mark this box. Enter the name of the school the client attends.  Document if the client needs school services on the “Assistance Needed” line.
SPECIAL EDUCATION & RELATED SERVICES: if the client receives special education or related services, mark this box.  Related services may include Preschool Program for Children with Disabilities (PPCD) or 504 accommodations. Document if the client needs special education or related services on the “Assistance Needed” line.
VOCATIONAL: If the client is over age 16 and receiving vocational training, mark this box.  If the client is receiving vocational training, describe the services in the “Agency/School Attending” box. Document if the client needs or desires vocational training on the “Assistance Needed” line.
EDUCATIONAL/VOCATIONAL CONCERNS: Describe any educational/vocational concerns here.  List any concerns at school including any problems or concerns with the ARD process.  If there are no other concerns, mark NO NEEDS.

ASSISTANCE NEEDED: List all needs identified in this section.  Address each need on the service plan. 
Health Status – Family Members

MEDICAL: Describe any medical concerns and/or needs for other family members. If there are no unmet medical needs, mark NO NEEDS

DENTAL: Describe any dental concerns and/or needs for other family members. If there are no unmet dental needs, mark NO NEEDS

OTHER: Describe any other health concerns for family members.  If there are no other concerns or needs, mark NO NEEDS.

ASSISTANCE NEEDED: List all needs identified in this section.  Address each need on the service plan.
Socioeconomic - Family

EMPLOYMENT: Describe any identified employment concerns for the family, such as limited employment, or desire for employment.  If there are no needs related to employment concerns mark NO NEEDS.

UTILITIES: Describe any concerns identified regarding utilities such as past due bills, frequent electrical outages, unsafe drinking water conditions.  If there are no needs related to utilities mark NO NEEDS.

FOOD: Describe any concerns identified about food supply for the family.  If there are no needs related to food supply, mark NO NEEDS.

FINANCIAL CONCERNS: Describe any other identified financial concerns.  If there are no other socioeconomic concerns, mark NO NEEDS.

ASSISTANCE NEEDED: List all needs identified in this section.  Address each need on the service plan.
Housing – Family

HOUSING CONCERNS: Describe any identified concerns about housing, such as availability, appropriate space for household members, high cost, behind on payments, repairs needed.  If there are no concerns regarding housing, mark NO NEEDS.

Accessibility concerns: Describe any concerns regarding accessibility, such as client/family member with mobility issues, narrow doorways, stairs, tub instead of shower, needed home modifications.  If there are no concerns about accessibility, mark NO NEEDS.

Plan for power outage: Describe the plan for power outage for those clients that require electricity for medical equipment to operate; if there is no plan, one must be devised.  If the client does not have a need for electricity to run medical equipment, mark NO NEEDS.

Safety/environmental issuES: Describe any safety or environmental issues that might impact the client and family, such as lead based paint, high crime, etc. If the family has no safety/environmental issues, mark NO NEEDS.
EMERGENCY PLAN: (if applicable given the geographical location of the client) Explore with the family whether an emergency plan has been developed in the event of hurricane or other disaster evacuation.  If there is no plan and the family wants assistance, the CM should provide resources to develop a plan. If the family has a plan, mark NO NEEDS. 

ASSISTANCE NEEDED: List all needs identified in this section.  Address each need on the service plan.
Transportation - Family

PERSONAL TRANSPORTATION: Describe transportation used by the family to meet every day needs.  Include safety factors such as appropriate car seats, seat belts, and accessibility issues for non-ambulatory family members such as lifts. If there are no needs related to personal transportation, mark NO NEEDS.

MEDICAL TRANSPORTATION SERVICES: Describe the family’s use of transportation services to attend medical and dental appointments. If there are no needs related to medical transportation services, mark NO NEEDS.
ASSISTANCE NEEDED: List all needs identified in this section.  Address each need on the service plan.
Psychosocial Strengths/Issues - Family

MARITAL: Describe the current marital status of the client/parent/guardian and any strengths and/or issues identified. If there are no marital concerns, mark NO NEEDS.
LEGAL ISSUES/CHILD SUPPORT: Describe any legal issues and/or status of child support requests. If there are no legal issues/child support issues, mark NO NEEDS.
PARENTING: describe any strengths or areas of concern identified with parenting skills of the client/parent/guardian. If there are no parenting concerns, mark NO NEEDS.
EDUCATION: Describe any identified educational concerns or desires for family members, such as GED, college, vocational training.  If there are no needs related to education concerns mark NO NEEDS.

COMMUNITY/FAMILY SUPPORT SYSTEMS/CULTURAL: Describe any community and/or family support systems available to or needed by the family. Describe any identified cultural issues that impact the client.   Describe the family’s strengths.  
CHILDCARE:  Describe resources available to or needed by the family for childcare. If there are no childcare concerns, mark NO NEEDS.
RESPITE CARE: Describe resources available to or needed by the family for respite care. If there are no respite concerns, mark NO NEEDS.
MENTAL HEALTH/EMOTIONAL: Describe any mental health or emotional issues that impact family members, including their coping abilities or need for assistance. If there are no mental health/emotional concerns, mark NO NEEDS.
FAMILY VIOLENCE: Describe any identified issues regarding family violence either current or past experiences.  If there are no family violence concerns, mark NO NEEDS.
SUBSTANCE ABUSE: Describe any identified issues regarding substance abuse by any family members either current or past experiences. If there are no substance abuse concerns, mark NO NEEDS.
OTHER PSYCHOSOCIAL CONCERNS: Describe any other concerns that impact the client/family. If there are no other psychosocial concerns, mark NO NEEDS.
ASSISTANCE NEEDED: List all needs identified in this section.  Address each need on the service plan.
Additional Comments: Provide any other comments regarding the client/family situation that are not included elsewhere in the assessment.

Case Manager Signature: signature of case manager with appropriate credentials
Date: enter date the needs assessment was completed.

Case Manager printed name: printed name of case manager with appropriate licensure
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