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	CLIENT INFORMATION INTAKE

	Contact Attempts
	[bookmark: Text1]     
	     
	     



	FOR AGENCY USE ONLY

	Client ID No.
	     
	Enrollment No. 
	     

	Intake
	Date form completed (mm/dd/yy)
     
	Nightingale Note Number(if applicable) 
     



	Name - Client (First, MI, Last)
     
	Age
     
	Date of Birth (mm/dd/yy)
     

	Name – Parent/Legal Guardian (If client is a minor)
     

	Street Address, City, and Zip
     
	At this address do you
[bookmark: Check1][bookmark: Check2]|_| Own  |_| Rent 
[bookmark: Check3]|_| Other      

	If Client is a minor what school does he/she attend?
[bookmark: Text13]     

	Ethnicity
[bookmark: Check4]|_| Hispanic  
[bookmark: Check5]|_| Non-Hispanic
	Race
	Sex

	
	[bookmark: Check6]|_| White  
	|_| Asian
	|_| Native Hawiian/Pacific Islander 
	|_| Male |_| Female
[bookmark: Check14]|_| Transgender

	
	|_| Black
	|_| American Indian/Alaskan Native
	|_| Other
	

	Primary source of referral (ask client if unsure):

	[bookmark: Check7]|_| Physician/Healthcare provider
[bookmark: Check10]|_| School/School Nurse   
|_| Friend/Family 
	[bookmark: Check8]|_| FQHC
|_| Local Health Department |_| Self-referral
	|_| Hospital /ED, please specify       
|_| Health Plan (e.g., private health insurance, HMO, PPO, Medicaid, Medicare, etc.), please specify      

	[bookmark: Check11]|_| Other agency, please specify      

	[bookmark: Check12][bookmark: Check13]Have you ever been told that you have (your child has) asthma?  |_| Yes  |_| No

	Asthma Control Assessment (Screener)
(1. Write the number of each answer in the score box. 2. Add up the numbers from each box for a total score.)


	1. In the past 4 weeks, how much of the time did your (your child’s) asthma keep you (him/her) from getting as much done at work, school or at home?
	SCORE

	All of 
the time [1]
	Most of 
the time [2]
	Some of 
the time [3]
	A little of 
the time [4]
	None of 
the time [5]
	
     

	2. During the past 4 weeks, how often have you (your child) had shortness of breath?
	

	More than once
 a day [1]
	Once 
a day [2]
	3 to 6 times 
a week [3]
	Once or twice
 a week [4]
	Not at all [5]

	     

	3. During the past 4 weeks, how often did your (your child’s) asthma symptoms (wheezing, coughing, shortness
of breath, chest tightness or pain) wake you (your child) up at night or earlier than usual in the morning?

	4 or more nights a week [1]
	2 or 3 nights
a week [2]
	Once a 
week [3]
	Once or twice 
a week [4]
	Not at all [5]
	     

	4. During the past 4 weeks, how often have you (your child) used your (his/her) rescue inhaler or nebulizer 
medication (such as albuterol)? 

	3 or more times per day [1]
	1 or 2 times 
per day [2]
	2 or 3 times per week [3]
	Once a week 
or less [4]
	Not at all [5]


	     

	5. How would you rate your (your child’s) asthma control during the past 4 weeks? 

	Not controlled 
at all [1]
	Poorly controlled 
[2]
	Somewhat controlled [3]
	Well controlled
[4]
	Completely 
controlled [5]
	     

	
Total
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	[bookmark: _GoBack]Have you (has your child) had an emergency department visit for asthma in the past year?  |_| Yes  |_| No

Have you (has your child) had a hospitalization for asthma in the past year?  |_| Yes  |_| No

Did your child’s school call 911 for his/her asthma in the past year?   |_| Yes  |_| No

Was child identified for the Asthma Care program by the school nurse based on asthma-related missed school days, office visits, incorrect medication use, ACT score, etc.?      |_| Yes  |_| No


If TOTAL Screener score is less than or equal to 19 or the client answered Yes to any of the four questions above, refer to the Asthma Care program.

Home Program Only (Talking Points):
I want to talk to you about an exciting new (and free) program called Asthma Care and Environmental Strategies (Asthma Care) that we have in our community. At no cost to you, an asthma educator will give you (your child) a one-on-one health education to help you (your child) care for your (his/her) asthma. Plus, you will get a home walk-through, so the educator can recommend simple ways to reduce asthma triggers. This program has already made a huge difference in helping people with asthma avoid emergency room visits and reduce the number of missed days of school or work due to asthma.

Would you be interested in this program? It consists of two in-home visits and then some follow-up. If the client is a child aged 5 years or older, it is important for the child to be present during the home visit.

[bookmark: Check15]|_| Client opted out of the Asthma Care program

If opted out, why?      


	        If opted out of Asthma Care program, offer asthma education to be provided in alternate setting (e.g., school, library, etc.)

|_| Client did not want Asthma Care home-visit, but expressed interest in asthma education provided in alternate setting


	Contacting Client – If Client is interested in a home visiting program

	What is the best way to reach you (phone, text, email, etc.)?      

	Home Telephone (Include area code)
     
	Cell phone (Include area code)
     
	Work Telephone (Include area code)
     

	Email Address
     
	Best time to contact (am/pm, specific time)        

	

	Insurance
	What health insurance do you or your child currently have?

	[bookmark: Check22]|_| Have no insurance
[bookmark: Check25]|_| Indian Health Services
|_| Refused

	[bookmark: Check24]|_| BadgerCare/Medicaid
[bookmark: Check23]|_| Private insurance, please specify:      

	[bookmark: Check26]|_| Medicare
[bookmark: Check27]|_| Other insurance, please specify:      

	PCP
	

	Primary Care Provider
     
	Asthma Specialist
     

	[bookmark: Check28][bookmark: Check29][bookmark: Check30]Has client seen provider in the past 6 months?  |_| Yes  |_| No       |_| No Primary Care Provider

	Comments:       





