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	CHECKLIST

	FOR AGENCY USE ONLY

	Client ID No.
     

	Enrollment No. 
     



	NAVIGATOR
	Date

	[bookmark: Check31]|_|
	Referral Disposition letter sent if contact not made with client.
	[bookmark: Text38]     

	|_|
	Client has no insurance; Navigator discussed options with client.
Notes, options discussed:      
	     

	|_|
	Client has no PCP; Navigator discussed options with client.
	     

	|_|
	Primary Care Provider appointment scheduled by Navigator or client:
date of appointment (mm/dd/yy):      
time of appointment (hh:mm am/pm):       am/pm
	     

	|_|
	
Navigator confirmed Primary Care Provider appointment
|_| sent letter
|_| reminder phone call/text/email
	     

	|_|
	1 week post-visit follow-up phone call to client
|_| client went to Primary Care Provider appointment
|_| client did not go to Primary Care Provider appointment
	     

	|_|
	
Follow-up call to client with no Primary Care Provider, 4 months after discussing options with client
|_| client still has no Primary Care Provider
|_| client has PCP now but did not access care
|_| client has PCP now and accessed care

	     

	|_|
	Case-management provided         
Notes (optional):      
	     




	ASTHMA EDUCATOR – HOME VISITS
	Date

	
|_|
	Client declined in-home visit, but asthma education provided:
|_| over the phone only
|_| school-based (see Asthma Educator-School Visits section, below)
|_| in alternate setting, please specify location      
date of 1st appointment (mm/dd/yy):                   date of 2nd appointment (mm/dd/yy):           
time of 1st appointment (hh:mm am/pm):           time of 2nd appointment (hh:mm am/pm):      
|_| reintroduced home-visit opportunity                      |_| reintroduced home-visit opportunity
	     

	
|_|
	Asthma Educator attempts to schedule home visit:
date of 1st attempt (mm/dd/yy):              
date of 2nd attempt (mm/dd/yy):            
date of 3rd  attempt (mm/dd/yy):             

|_| Referral Disposition letter sent (Contact not made with client)
	     

	
|_|
	Asthma Educator confirmed home visit    |_| sent letter    |_| reminder phone call/text/email
	     

	
|_|
	1st Home visit completed 
date of appointment (mm/dd/yy):      
	time of appointment (hh:mm am/pm):      
length of visit (hh:mm):      
	     

	
|_|
	2nd Home visit completed 
date of appointment (mm/dd/yy):      
	time of appointment (hh:mm am/pm):      
length of visit (hh:mm):      
	     

	
|_|
	3rd Home visit completed
date of appointment (mm/dd/yy):      
	time of appointment (hh:mm am/pm):      
length of visit (hh:mm):      
	     

	|_|
	Referral Disposition letter sent (home visit did not occur)
	     

	
|_|
	Home visit summary sheet copy sent (to primary care provider, specialist, school nurse, to client/parent/guardian, etc.)
	     

	|_|
	2 week post-visit follow-up phone call made 
Attempt Notes:      
	     

	|_|
	3 month post-visit follow-up    Attempt Notes:      
	     

	|_|
	6 month post-visit follow-up     Attempt Notes:      
	     

	|_|
	Client program evaluation mailed/given 
	     

	Home visit notes:      



	ASTHMA EDUCATOR – SCHOOL VISITS
	Date

	|_|
	Signed consent form from parent on file
	

	|_|
	Consent not required based on school policy
	

	|_|
	Received pre-visit asthma Control Summary information from parent
|_| by phone call		|_| by email		|_| by mail
	     

	|_|
	Written asthma action plan on file at school
	

	
	Specify self-management education (S-ME) curriculum
|_| Iggy and the Inhalers       |_| Kickin’ Asthma
	

	|_|
	1st School visit completed
date of appointment (mm/dd/yy):      
	time of appointment (hh:mm am/pm):      
length of visit (hh:mm):      
	

	|_|
	2nd School visit completed 
date of appointment (mm/dd/yy):      
	time of appointment (hh:mm am/pm):      
length of visit (hh:mm):      
	

	|_|
	3rd School visit completed 
date of appointment (mm/dd/yy):      
	time of appointment (hh:mm am/pm):      
length of visit (hh:mm):      
	

	|_|
	4th School visit completed 
date of appointment (mm/dd/yy):      
	time of appointment (hh:mm am/pm):      
length of visit (hh:mm):      
	

	|_|
	5th School visit completed 
date of appointment (mm/dd/yy):      
	time of appointment (hh:mm am/pm):      
length of visit (hh:mm):      
	

	|_|
	6th School visit completed 
date of appointment (mm/dd/yy):      
	time of appointment (hh:mm am/pm):      
length of visit (hh:mm):      
	

	|_|
	Parent engagement        Attempt Notes:      
	

	|_|
	2 week post-visit check-in made    Notes:      
|_| Introduce or reintroduce home visit to parent
	     

	|_|
	3 month post-visit follow-up call with parents     Notes:      
|_| Introduce or reintroduce home visit to parent
	     

	|_|
	6 month post-visit follow-up call with parents     Notes:      
|_| Introduce or reintroduce home visit to parent
	     

	|_|
	Home walkthrough completed
date of appointment (mm/dd/yy):      
	

	|_|
	General asthma education provided to parent/caregiver? If yes, detail contacts below:
	

	
	Where was education provided?
|_| Home    |_| School    |_| By Phone
|_| Other, please specify ___________________________________________
	

	
	1st Education session completed 
date of appointment (mm/dd/yy):      

	time of appointment (hh:mm am/pm):      
length of visit (hh:mm):      
	     

	

	2nd Education session completed
date of appointment (mm/dd/yy):      
	time of appointment (hh:mm am/pm):      
length of visit (hh:mm):      
	     

	

	3rd Education session completed
date of appointment (mm/dd/yy):      
	time of appointment (hh:mm am/pm):      
length of visit (hh:mm):      
	     

	School visit notes:      



