Kentucky Care Coordination Prescreening & Intake
	Section I – Prescreening

	Date:                                                                                          Start Time:                 End Time:           

	Caller Information
Name:________________________________
Primary phone number (____) - ____ - ______
Cell phone number (_____) - _____ - _______ 

Relationship to client

( Self     ( Caregiver     ( Caregiver, Parent          ( Guardian  ( POA  ( Other(Identify)___________

( Professional  (If professional, name of agency)
	Client Information
Disability (Medically validated)

( Physical ( Mental Health ( MR/DD Disability ( Multiple ( Traumatic Brain Injury ( Other

Age___________________________________________________

Topics ____________________________________

Notes ____________________________________

Referrals __________________________________ 

	Only complete the rest of the Prescreening and Intake if the client/caller is seeking services.  
Potential Client Information
Name ___________________________________________________________________________ 
                             (First)                                                                (Middle)                                            (Last)

Know by another name?  ( Yes   ( No                                                                           
       If yes, name: __________________________________________________________________
                             (First)                                                                     (Middle)                                                                          (Last)

            Address___________________________________________________________________
                                                               (Street)                                                                                                                        (Apartment)                             

                           ___________________________________________________________________

                                                               (City)                                                            (County)                                                    (State)                           (Zip Code)

           Mailing Address (If different from above)
                           ___________________________________________________________________
                                                               (Street)                                                                                                                        (Apartment/PO Box)                             

                           ___________________________________________________________________
                                                           (City)                                                                (County)                                                   (State)                           (Zip Code)

           E-mail address ______________________________________________________________

           Home Phone (_____) - _____ - _____________  Cell Phone (_____) - _____ - ____________
           Interpreter needed?   ( Yes  ( No     If yes, what language?  (  Spanish     ( American Sign
                                                                        ( Other_____________________________________

	Potential service(s) needed

( Adult Day  ( APS  ( Brain Injury  ( Caregiver  ( CDO/HCBW  ( CDO/Michelle P  

( Guardianship  ( HART Supported Living  ( Home Delivered Meals  ( Home Modification    

( Homemaker  ( Legal  ( Medical Equipment  ( Ombudsman  (  Other  ( Personal Care  

( Personal Care Attendant Program  ( Respite  ( Senior Center  ( SHIP  ( Transportation   

	Current service(s) receiving 

( Adult Day  ( APS  ( Brain Injury  ( Caregiver  ( CDO/HCBW  ( CDO/Michelle P  

( Guardianship  ( HART Supported Living  ( Home Delivered Meals  ( Home Modification    

( Homemaker  ( Legal  ( Medical Equipment  ( Ombudsman  (  Other  ( Personal Care  

( Personal Care Attendant Program  ( Respite  ( Senior Center  ( SHIP  ( Transportation   

	Condition(s) that require assistance:

	( Information ( Service Counseling  ( No further action needed 

	Contact Instructions:

	Prescreening Person:


	Section II - Intake

	Date of Birth
	  Gender      ( Male         ( Female  
	( Urban       ( Rural

	Household Composition (Lives)
     ( Alone     ( With spouse    ( With children    ( With Relatives     ( With Non-relatives

	Functional loss of two or more limbs?

     ( Yes     ( No
	Self-reliant?

( Yes     ( No
	Self direct/manage attendant?

          ( Yes     ( No
	Proxy?

( Yes     ( No

	     If proxy, POA, Guardian     Name____________________________________________________
                                                Address__________________________________________________

                                               Phone Number_____________________________________________

	Emergency Contact     Name__________________________  Address_______________________

Relationship__________________ Phone Number________________

 

	Race/Ethnicity (Check one that best fits)

( White (Non-Hispanic)     ( White (Hispanic)     ( African American     ( Hawaiian/Pacific Islander ( American Indian/Alaskan Native     ( Asian     ( Other

	Medicare  ( Yes      ( No

If yes, number______________
	Medicaid    ( Yes     ( No

If yes, number______________
	Social Security Number

	Medicare Savings Program 
(QMB   (SLMB   (QI1   (LIS
	Household Monthly Income ________

(For Title III only - ask “Is annual income above or below current poverty guidelines?”) 

( Yes  ( No  
	Assets

	Date (if different from prescreening):                                      Start Time:                 End Time:

	( Verbal Release of Prescreening & Intake Information Received

	Section III – Disposition 

	Internal                                       Date:
Assigned to______________________________
Comments:

Date placed on waiting list__________________
	External Referral                 Date:
First Agency_____________________________
Comments:

Second Agency___________________________

Comments:



	Intake person (If different from prescreening)




1
Note: See Care Coordination Prescreening & Intake Field Explanations for specific field instructions.

