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Client ID No.       

 
Case ID No.       

 

 
Visit Details Notes Date 

Completed 

 

First Visit 
Date scheduled:         
Durables provided:         
Length (Hours/Minutes):         
Participation Agreement signed?  Yes      No 

            

 

Second Visit 
Date scheduled:         
Durables provided:         
Length (Hours/Minutes):         

            

 

Third Visit 
Date scheduled:         
Location:  In-person      Virtual 
Durables provided:         
Length (Hours/Minutes):         

            

 

Fourth Visit 
Date scheduled:         
Location:  In-person      Virtual   
Durables provided:         
Length (Hours/Minutes):         

            

 

Fifth Visit 
Date scheduled:         
Location:  In-person      Virtual   
Durables provided:         
Length (Hours/Minutes):         

            

 

Sixth Visit 
Date scheduled:         
Location:  In-person      Virtual   
Durables provided:         
Length (Hours/Minutes):         

            

 
2-Week Follow-up 
Date scheduled:         
Length (Hours/Minutes):         

            

 

3-Month Follow-up 
Date scheduled:         
Location:  In-person      Virtual      Phone 
Durables provided:         
Length (Hours/Minutes):         

            

 

Client referred to Asthma-Safe Homes Part B?  
 Yes      No 

Landlord name:         
Landlord phone:         
Landlord email:         

            

 Client referred to Lead-Safe Homes Program? 
 Yes      No             

 
Client referred to other resources/programs?  

 Yes      No             
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