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	wisewoman healthy behavior initial support

	SECTION 1 – CLIENT AND PROVIDER INFORMATION
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	1. Provider Agency Name
[bookmark: Text5][bookmark: _GoBack]     
	2. Print Performing Provider Name
     
	3. Date of Contact
[bookmark: Text6]     

	4. Client Name (Last, First MI)
[bookmark: Text8]     
	5. Date of Birth
     
	6. Client ID Number
[bookmark: Text7]     

	7. Main Phone Number
[bookmark: Text16]      
	8. Alternate Phone Number
          
	Best Time to Contact
[bookmark: Text17]     
	Next Contact Date
     


	10. Length of Contact in Minutes
[bookmark: Check56]|_| 15	|_| 20	|_| 30	|_| 40	|_| 60
	11. Contact Type
|_| Face-Face	|_| Phone

	SECTION 2 – CONTACT OUTCOME

	12. Will the client be participating in a Health Behavior Support option at this time?
|_| Yes    |_| No
	13. Write the client’s healthy behavior change SMART goal below.
[bookmark: Text18]     
	14. Was the client able to express any benefits to changing her behavior?|_| Yes    |_| No
[bookmark: Text26]Comments:       



	15. [bookmark: Dropdown1]Indicate how confident the client is in achieving her healthy behavior SMART goal on a scale of 0-10, where 0 means no confidence and 10 means a lot of confidence. If less than 7, the goal should be adjusted until confidence level is 7 out of 10.  
0     1     2     3     4     5     6     7     8     9     10

	[bookmark: Text19]Comments:      

	16. What are the barriers that might get in her way of accomplishing her SMART goal? For each barrier, problem solve on how she can overcome and accomplish her goal.

[bookmark: Text20]|_| Time   |_| Transportation   |_| Money   |_| Health Problems   |_| Lack of Support	|_| Other, specify:      

	Comments:      

	17. Check the Healthy Behavior Support option the client selected to support her SMART goal.

	[bookmark: Text21]|_| Take Off Pounds Sensibly (TOPS) – First Chapter Meeting Date:      
Location:      
	Health Coaching (check all that apply)
[bookmark: Check57]|_| Physical activity
|_| Healthy eating
|_| Uncontrolled HTN

Referrals(check all that apply)
|_| Tobacco Cessation
[bookmark: Check58]|_| Venga y Relajese 

	|_| Diabetes Prevention Program – Date:      
Location:      
	

	|_| SNAP-Ed – Date:      
Location:      
	

	18. Does the client have any challenges to participating in the Healthy Behavior Support option?
[bookmark: Text22]|_| Yes – What are they? |_| Health Problems    |_| Lack of Support  |_| Location /Time        |_| Other, specify:      
|_| No – What is helping her to participate? |_| Better Health  |_| Support from Provider     |_| Location /Time 
|_| Other, specify:      

	19. If the client chose Healthy Eating or Physical Activity, indicate any tool(s)/information provided and/or discussed.
|_| Exercise Band	|_| Portion Meal Plate
|_| Tracking Log(s)	|_| NIA Exercise DVD
|_| Be Wise Participant Guide	|_| Step Counter
|_| NIA Exercise Booklet	
[bookmark: Text24]|_| Other, specify:      
	20. If the client chose Uncontrolled HTN, indicate any tool(s)/information provided and/or discussed.
|_| Medication Adherence	|_| Self-Monitoring
|_| Sodium Reduction           |_| BP Tracking Card
|_| American Heart Association Tools
|_| Other, specify:      

	



