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

	3. Client Name (Last, First MI)
     
	4. Date of Birth
     
	5. Client ID Number
     

	6. Main Phone Number
     
	7. Alternate Phone Number
     
	8. Best Time to Contact
     

	9.  Length of Contact in Minutes

|_| 15    |_| 20    |_| 30    |_| 40    |_| 60
	10.  Contact Type

|_| Face to Face  |_| Phone
	11.  Contact meets Healthy Behavior

Support Criteria  |_| Yes    No |_|

	SECTION 2 – CLIENT ACTION PLAN

	12. Client’s SMART Goal (from Healthy Behavior Initial Support Contact form)      

a) Indicate Client’s Progress Made on Achieving Goal (0=no progress, 10=complete)

b) Barriers to her progress?  |_| Time    |_| Transportation    |_| Money    |_| Health    |_| Lack of Support    |_| Other

c) Client’s ideas of how to overcome barriers:      

d) Indicate which one the client is willing to work on:      

	13. After the last Health Coaching session, which community resources was the client able to use?
|_| Nutrition    |_| Physical Activity    |_| Tobacco Quit Line    |_| Fax to Quit    |_| Community Quit Program
[bookmark: Text26]|_|  BP Check    |_|Social Services    |_| Other, specify:      

	14. Is the client ready to select a healthy behavior support option?  |_| Yes (check the option the client selected).

|_| Take Off Pounds Sensibly (TOPS) 
First Chapter Meeting Date      
Chapter Meeting Location        

|_| Diabetes Prevention Program
Date      
Meeting Location     
	|_| Supplemental Nutrition Assistance Program-Education (SNAP-ED)
Date      
Meeting Location      

|_| Health Coaching (check all that apply)
|_| Healthy Eating    |_| Physical Activity    
|_| Uncontrolled HTN 

|_| Referrals (check all that apply)
|_| Tobacco Cessation
|_| Venga y Relajese
|_| SMBP

	What is supporting the client’s participation in the healthy behavior option?

|_| Better Health    |_| Support from Provider    |_| Location /Time    |_| Other, specify:      

	If client is not selecting a healthy behavior support option what are her barriers/challenges?
|_| Time    |_| Transportation    |_| Health Problems    |_| Lack of Support    |_| Other, specify:      

	Notes about this session:
     

	SECTION 4 – ATTEMPTS TO CONTACT CLIENT

	Date and Time of Attempt 1
     	     
	|_| No Answer	|_| Left Message	|_| Unable to Talk
|_| Number Disconnected	|_| Wrong Number

	Date and Time of Attempt 2
[bookmark: Text30]     	     
	|_| No Answer	|_| Left Message	|_| Unable to Talk
|_| Number Disconnected	|_| Wrong Number

	Date and Time of Attempt 3
[bookmark: Check60]|_| Client lost to FU 
     	     
	|_| No Answer	|_| Left Message	|_| Unable to Talk
|_| Number Disconnected	|_| Wrong Number



