Comprehensive Children and Youth Assessment Tool
This Comprehensive Children and Youth Assessment Tool was created to guide case managers through a structured, trauma-informed, and family-centered interview process. Its purpose is to help case managers gather the essential information needed to complete an initial ECM comprehensive assessment and begin developing a meaningful, strengths-based care plan tailored to each child, youth, and family.
This tool is designed as a training resource for new case managers to help build confidence, consistency, and skill in conducting whole-person assessments. It includes scripted language, prompts, and checklists to support engagement, avoid leading questions, and ensure that case managers stay within their scope of practice.
How to Use This Tool
· Not a one-session assessment: Gather information over multiple contacts as appropriate, while meeting the current DHCS/Alliance assessment and care-plan deadlines. Do not delay urgent referrals or care planning while collecting the full assessment.
· Flexible and relationship-based: Case managers can move through sections in the order that best fits the youth’s comfort, rapport, and flow of conversation.
· Supports whole-person care: The tool includes domains such as physical health, behavioral health, developmental and cognitive functioning, social needs (SDOH), family context, strengths, supports, and daily functioning.
· Helps identify needs and goals: Information collected over time contributes directly to the development of a Golden Thread—a care plan that reflects the family’s priorities, motivates engagement, and guides case management interventions.
· Focus on scope: Case managers do not diagnose, provide clinical assessments, or make medical decisions. Instead, they identify needs, coordinate care, and support linkages.
Why This Assessment Matters
This tool ensures that case managers gather comprehensive, accurate, and relevant information to:
· Build trusting relationships with the youth and family
· Understand the full picture of strengths, needs, and social context
· Identify risk factors early and follow safety workflows correctly
· Coordinate across systems (schools, BH, medical, community programs)
· Develop care plans that are actionable, person-centered, and aligned with ECM requirements
A Supportive Framework for New Case Managers
This assessment supports new staff in learning how to:
· Ask sensitive questions confidently and respectfully
· Use conversational, non-clinical language
· Recognize red flags and follow internal workflows
· Document needs and translate them into care plan goals
· Work at a manageable pace while strengthening engagement
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[bookmark: _i5t27ce0v4ha]
	Children/Youth Whole-Child Perspective Section 1 

	
Date: ____________
Lead Case Manager: ___________________________

Date of ECM Opt-In Consent: ___________ ☐ Verbal ☐ Written
Client informed they may change ECM Providers at any time? ☐ Yes ☐ No

Client informed they may discontinue services at any time? ☐ Yes ☐ No


	ECM Eligibility Screening


	
(Check all that apply)

· Homeless families / youth experiencing homelessness
· At risk for avoidable hospital or ED use
· Severe Mental Health (SMHS) or Substance Use Disorder (SUD) needs
· Transitioning from a youth correctional facility
· CCS / Whole Child Model (WCM) with additional needs
· Involved in Child Welfare
· Intellectual/developmental disorder (I/DD)
· Pregnant or postpartum youth at risk for adverse outcomes





	
Client Information


	Name: ____________________
DOB: ____________ Age: ______
Preferred name/pronouns: _______________________________________
Assessment completed with (check all):
 ☐ Client ☐ Parent/Guardian/Caregiver ☐ Other: ___________________
Best number to reach you: _______________________
Backup contact (name/number): _______________________
Is the client comfortable with home visits? ☐ Yes ☐ No
Preferred meeting location: __________________________
Whom should we stay in touch with? __________________________
Consent for ECM services signed & on file: ☐ Yes ☐ No
Release Of Information on file: ☐ Yes ☐ No

	
Health Literacy & Communication


	Language & Reading Needs
Preferred spoken language: ___________________________
Spoken language proficiency: ☐ Good ☐ Fair ☐ Poor
Parent/guardian preferred language: ____________________
Preferred reading language: ___________________________
Reading proficiency: ☐ Good ☐ Fair ☐ Poor
Interpreter needed? ☐ Yes ☐ No
 If yes → Refer to Alliance interpreter services.
 

	Health Literacy Questions
1.   Trouble reading/understanding written information? 
☐ Yes ☐ No
2.   Need help filling out forms? 
☐ Yes ☐ No
3.   Comfortable understanding instructions from doctors? 
☐ Yes ☐ No
4.   Need help asking questions during appointments? 
☐ Yes ☐ No
 
	Interventions Recommendations
· Reviewed written materials together
· Provided materials in preferred language/format
· Coordinated interpreter
· Assisted with completing forms
· Encouraged teach-back method
· Offered to support communication during appointments
· Coordinated with providers for simplified explanations
 

	5. Do you have any cultural, religious and/or spiritual beliefs that are important to your family’s health and wellness?     
☐ Yes ☐ No ☐ N/A
If yes, describe:
 
 
 
 
	Recommended Actions
· Document preferences in the care plan
· Coordinate culturally aligned supports
· Provide culturally & linguistically appropriate materials





	Current Programs & Services


	(Check all that apply)
· Specialty Mental Health (SMHS)
· Drug Medi-Cal (DMC-ODS)
· Juvenile Justice
· Court-ordered services
· On probation
· Re-entry
· Community legal services
· CCS/WCM
· Child Welfare/CPS
· San Andreas Regional Center (SARC)
· Local youth-serving programs
· Pregnant/postpartum services
· Other: ______________________
	Recommended Actions
· Identify main program contact
· Obtain ROI and make initial contact
· Clarify expectations & roles
· Coordinate care and remove participation barriers
Client authorized information sharing among providers?

 ☐ Yes ☐ No ☐ N/A

 If no, explain: ____________________________________
Provider contacts:
Name/Agency/Phone: ________________________________________
 




	
Community Support (CS) Services


	1. Is the client receiving any CS services?   
	 ☐ Yes ☐ No ☐ Don’t know
If yes, check all that apply:  
· Housing Transition/Navigation
· Housing Deposit
· Housing Tenancy & Sustaining Services
· Homemaker
· Medically-supportive Food/Meals/tailored meals
· Recuperative Care (Medical Respite)
· Short-term Post-Hospitalization Housing
· Sobering Centers
	Recommended Actions
· Obtain ROI
· Verify authorizations in Java
· Coordinate with CS provider
· Address participation barriers
 

	
Natural Support System


	“Who are the people you can talk to when things are tough—at home, at school, or anywhere in your life? 
 
If yes, check all that apply:
· Parent/caregiver
· Sibling
· Friend
· Teacher/school staff
· Counselor/therapist
· Mentor/coach
· Other: _____________________
 
	Natural Support Contact:
 
Name/Relationship: ________________________
Phone: __________________________
ROI completed? ☐ Yes ☐ No
Name/Relationship: ________________________
Phone: __________________________
ROI completed? ☐ Yes ☐ No
If no natural supports identified, help identify potential supports: _________________________________



	Engagement Questions (Strengths, Motivation, & Well-Being)


	Sense of Purpose & Well-Being
“Sometimes people feel like their life has purpose or meaning, and sometimes they don’t. How much do you agree with this statement right now?”
 
	“I feel like my life has purpose and meaning.”

☐ Strongly agree ☐ Agree ☐ Not sure ☐ Disagree
☐ Prefer not to answer

	Exploring Strengths
“I’d love to hear about the things that make you you. These can be qualities, skills, or things you’re proud of.”
 
	1. “What’s something you’re proud of?”



2. “What do you like about yourself?”



3. “What are some things you feel naturally good at (skills, talents, subjects, activities, etc.)?”
 


	Confidence in Taking Care of Yourself
“Everyone has different levels of confidence when it comes to taking care of their health or well-being.”
 
	“How confident are you in doing things that help you stay healthy, safe, or balanced?”
☐ Very confident ☐ Somewhat confident ☐ Not confident ☐ I’m not sure

	Coping, Fun, and Self-Care
“Let’s talk about what helps you feel better or take care of yourself.”
 
	1. “When you feel stressed, overwhelmed, or down, what usually helps?”



2. “What do you do for fun, relaxation, or self-care?”



3. “Do you have any hobbies, interests, or creative things you enjoy doing?”
 
 


	Motivation & Hope
“I want to understand what keeps you going and what matters most to you.”
 
	1. “What motivates you to stay healthy or feel better?”



2. “Do you have any goals or dreams for yourself—big or small?”
 






	
Goal Setting for the next 3-6 months


	“Based on everything we talked about today, what are the top two or three goals you’d like to work on for your health, well-being, or daily life over the next few months?”
 
	1.



2.



3.
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Housing (Following questions will be used to assess the client’s current social conditions and health-related social needs)


	These questions help us understand what supports may be helpful for your child and family.
Please answer only what you feel comfortable sharing.


	
Youth (age 8+) Script

	Parent/Caregiver Script

	1. Where are you staying right now?
 
· At home with family/caregiver
· Staying with relatives/friends due to housing need
· Temporary shelter or transitional housing
· Foster care or group home
· Motel, car, or non-permanent setting
· Currently unhoused
· Not sure
· Prefer not to answer

2. Has anything changed recently with where you live? 
☐ Yes ☐ No
If yes: What changed? How has that felt for   you?

3. Do you ever worry about having a stable place to stay?
☐ Yes ☐ No
If yes: What worries you most?


	1. How would you describe your child’s current housing situation?
· Stable housing
· Staying with friends/relatives due to need
· Temporary shelter or transitional housing
· Foster care or group home
· Motel, car, non-permanent setting
· Currently unhoused
· Not sure
· Prefer not to answer
2. Any recent changes to housing or living arrangements?
☐ Yes ☐ No
If yes: What changed, and how is the child coping?


3. Do you have concerns about maintaining stable housing?
☐ Yes ☐ No

If yes: What are the concerns? (affordability, safety, landlord issues)

	4. Is your home crowded or hard to have your own space?
☐ Yes ☐ No
If yes: How does this affect things like sleep or school?

5. Do you move between different homes often?
☐ Yes ☐ No
 If yes: How is that for you?
6. Have things at home felt stressful lately?
☐ Yes ☐ No
If yes: What feels stressful?

7. Does stress at home make school or daily life harder?
☐ Yes ☐ No
If yes: Tell me more.

8. Is it hard to talk about your feelings or needs at home?
☐ Yes ☐ No
If yes: What makes it hard?

9. Are you taking on big responsibilities at home (such as,caring for siblings, helping with medical needs)?
 ☐ Yes ☐ No
 If yes: What kinds of responsibilities?
 
	4. Is your home overcrowded or affecting your child’s routines?
☐ Yes ☐ No
If yes: How is your child affected?

5. Does the child move between different homes/caregivers?
☐ Yes ☐ No
If yes: How do they adjust to transitions?
6. Has stress or changes at home affected your child emotionally or behaviorally?
☐ Yes ☐ No
If yes: Describe what you’ve noticed.

7. Is your child having difficulty expressing emotions/needs?

 ☐ Yes ☐ No
 If yes: How does this show up? 

8. Has home stress impacted school performance or focus?
☐ Yes ☐ No
If yes: Describe effects.


9. Is your child taking on responsibilities beyond what is developmentally expected?
☐ Yes ☐ No
If yes: What responsibilities?
 

	Who lives in the home?
 List names and relationship to child (parent, sibling, grandparent, caregiver).
 
	Name
	Relationship

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


 




	
Home Safety Screening (If any response indicates safety concerns, consult with the clinical consultant and supervisor)

	Youth (age 8+) Script
	Parent/Caregiver Script

	1. Do you feel physically and emotionally safe where you live?
☐ Yes ☐ No
 If no: What feels unsafe?
2. Is anyone at home making you uncomfortable?
☐ Yes ☐ No
 If yes: Who and how does it affect you?

3. Is anyone hurting, threatening, or scaring you?
☐ Yes ☐ No
 If yes → follow mandated reporting and organizational safety protocols.
 
	1. Is the home physically and emotionally safe for your child?
☐ Yes ☐ No
If no: Describe concerns.
2. Is anyone staying in the home without permission or creating an unsafe situation?
☐ Yes ☐ No 
If yes, Describe:
3. Any concerns about violence, intimidation, or harm?
☐ Yes ☐ No
If yes → follow mandated reporting and organizational safety protocols.
 




	
Transportation


	1. Do you have a reliable way to get to school, appointments, or activities?
 ☐ Yes ☐ No

2. Have you missed school or appointments due to transportation issues?
 ☐ Yes ☐ No

3. What do you usually use to get around?
· Family car
· Rides from others
· Bus
· Walk
· Bike/scooter
· Uber/Lyft
· Paratransit/medical transport
· Other: ___________

4. What makes transportation hard? (check all that apply)
· No money for bus/taxi
· Bus routes don’t work
· Don’t feel safe
· No one available to drive
· Mobility/health needs
· Other: ___________
 
	1. Does your child/youth have reliable transportation to school and appointments?
 ☐ Yes ☐ No

2. Main transportation types:
· Own car
· Rides from family/friends
· Public bus
· School bus
· Rideshare
· Paratransit
· Walking
· Other: ___________

3. Have important appointments been missed due to transportation challenges?
 ☐ Yes ☐ No

4. Main transportation barriers:
· Cost
· No car
· Limited bus routes
· Work schedules
· No car seat
· Child’s mobility/medical needs
· Distance
· Other: ___________




	

Food


	1. Do you have enough food at home each day?
 ☐ Yes ☐ No ☐ Sometimes

2. Has food run out recently?
 ☐ Yes ☐ No
 If yes: What happened?

3. Do you worry about not having enough to eat?
 ☐ Yes ☐ No
 If yes: What worries you?

4. Is getting food harder at certain times (end of month, weekends, holidays)?
 ☐ Yes ☐ No
 
	1. Does your household have enough food to last through the week?
 ☐ Yes ☐ No ☐ Sometimes

2. In the past 30 days, has your family run out of food?
 ☐ Yes ☐ No


3. Do you worry about food running out?
 ☐ Yes ☐ No

4. Any barriers to accessing food?
 ☐ Yes ☐ No
 If yes: Describe: ___________________
 

	
Employment/Education/Finances


	1. Are things at home making it hard to focus in school?
 ☐ Yes ☐ No

2. Have you missed school recently due to home stress or transportation issues?
 ☐ Yes ☐ No


3. Do you work or help your family financially?
 ☐ Yes ☐ No
 If yes: What do you help with?
4. Do you have what you need for school (supplies, devices, clothes)?
 ☐ Yes ☐ No
 
	1. Has the child’s attendance or performance been affected by stress, housing, or caregiving demands?
 ☐ Yes ☐ No

2. Anyone in the household need employment support?
 ☐ Yes ☐ No


3. Has your family experienced financial strain (rent, utilities, bills)?
 ☐ Yes ☐ No
 If yes: Briefly describe.
4. Are financial concerns impacting the child?
 ☐ Yes ☐ No
 

	
Legal Involvement

	1. Is anything going on with the law or court that affects you or your family?
 ☐ Yes ☐ No
 (Share only what feels comfortable.)

2. Does anyone need to attend court or probation meetings?
 ☐ Yes ☐ No


3. Any safety concerns related to landlord issues (mold, pests, unsafe conditions)?
 ☐ Yes ☐ No
 
	1.  Is anyone in the household involved with the legal system?
 ☐ Yes ☐ No
 If yes: Does this impact the child?

2. Any landlord or housing-related legal issues (eviction, unsafe conditions, notices)?
 ☐ Yes ☐ No


3. Any workplace or employment-related legal concerns?
 ☐ Yes ☐ No
 




	
Benefits, Other Services and Access to Necessities

	1. Do you have a working phone to stay in touch with school, friends, or family?
 ☐ Yes ☐ No

2. Do you have internet/WiFi for homework or telehealth?
 ☐ Yes ☐ No

3. Do you have the clothes, shoes, or hygiene items you need?
 ☐ Yes ☐ No
 If no: What’s missing?

4. Do you need help filling out forms or accessing services?
 ☐ Yes ☐ No

5. Are you part of any programs (after-school, counseling, mentorship)?
 ☐ Yes ☐ No
 If yes: Anything missing?
 
	1. Does your family have reliable phone and internet service?
 ☐ Yes ☐ No
 If no: Explain.

2. Is the child in need of basic necessities?
 (Check all that apply)
· Clothing
· Hygiene items
· Bedding
· Home goods
· School supplies
· Other: ___________

3. Do you need help applying for benefits?
· Medi-Cal
· CalFresh
· CalWORKs
· SDI/disability
· Utility relief
· Housing programs
· Other: ___________

4. Do you need help navigating systems?
· IEP/504
· Child safety plans
· Health coverage
· Care coordination
· Other: ___________

5. Are there any other services that could support your child’s wellbeing?
 ☐ Yes ☐ No
 If yes: Describe:


 
	[bookmark: _81iefbuflwm7] Children/Youth Physical Health & Functioning: Section 3

	
Client Information


	Name: ____________________
DOB: ____________ Age: ______
Preferred name/pronouns: _______________________________________
Assessment section completed with (check all):
 ☐ Client ☐ Parent/Guardian/Caregiver ☐ Other: ___________________

	
General Health & Medical History

	[bookmark: _6k70ztahex62]Allergies
· Food allergies (specify): ____________________
· Environmental allergies (specify): _____________
· Medication allergies (specify): ________________
· Carries EpiPen or emergency medications_________________


[bookmark: _m30d62nmkx5g]

	Youth Script Questions
	[bookmark: _typzfyxsq3wf]Parent / Caregiver Script Questions

	1. How has your physical health been feeling lately?
If you had to pick, would you say it’s:
· Poor 
· Fair
· Good 
· Very Good 
· Excellent

· What made you pick that answer? (Prompt: “What helps you feel well? What makes it harder?”)

2. Compared to a year ago, is your health:
· Better
· About the same 
· Worse
· What changes have you noticed?


3. Any health concerns or symptoms bothering you? (Prompt: "This can be anything big or small—whatever feels important to you.")
 
 
	1. [bookmark: _malp79hsbtkw]How would you describe your child’s physical health right now?
· Poor 
· Fair
· Good 
· Very Good 
· Excellent

· What influenced your rating?(Prompt: “What helps your child stay healthy? What gets in the way?”)


2. Compared to one year ago, is your child’s health:
· Better
· About the same 
· Worse
· What changes or patterns have you noticed?

3. Any symptoms or concerns you're watching? (Prompt: “Your insight is important—anything you’ve noticed at home, school, or activities.”)
 

	[bookmark: _x1l4f3aonq8c]Upcoming Appointments
4. Do you have any appointments coming up in the next couple of months?
☐ Yes ☐ No
 If yes, list upcoming medical, therapy, or specialist visits.




 
 
 
 
	[bookmark: _4z48upg5l60t]Upcoming Appointments
4. Does your child have any scheduled medical or therapy visits in the next 30 days?
☐ Yes ☐ No
 If yes, list upcoming medical, therapy, or specialist visits.


· “Is there anything the care team can do to help with transportation, reminders, paperwork, or communication?”
 

	[bookmark: _3bs4y9yvsj0c]Recent Medical Visits
5. Tell me about the last doctor or hospital visit:


· What went well? What was difficult?


6. Are you seeing any specialists right now?
☐ Yes ☐ No
If yes, who and what are they helping you with?
[bookmark: _1jfcmu9xb4m0] 
	[bookmark: _cdof9gy592ew]Recent Medical Visits
5. Can you share about your child’s recent appointments with their PCP, specialists, ER, hospital, or urgent care?


· “What went well? Were there any challenges or needs that came up?”

6. Is your child currently seeing any specialists?
☐ Yes ☐ No
If yes, list type & purpose.
[bookmark: _m4vgblaqx86y] 

	[bookmark: _9mdwaudyqebc]
Medical Providers/Specialist

	
	Provider Type
	Provider Name
	Contact Info
	Last visit

	Primary Care Provider (PCP)
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 






	Health Conditions

	[bookmark: _morolalyfx2a]Youth Script Questions
	[bookmark: _f1nfzt5jducm]Parent / Caregiver Script Questions

	Has a doctor ever told you that you have any medical conditions?
Let's look at this checklist together.
[bookmark: _1p78rbesciik] 
	Has any provider shared a diagnosis or medical condition for your child?
[bookmark: _p2r7gi7zjpr2]Let’s go through this checklist together.
(Prompt: “Are there conditions you’re concerned about that have not yet been evaluated?”)
 

	· History of head injury, concussion, or traumatic brain injury (TBI)
· History of stroke or neurological event
· Episodes of loss of consciousness (fainting, blacking out)
· Seizures or diagnosed seizure disorder (e.g., epilepsy)
· Sleep challenges (difficulty falling asleep, staying asleep, nightmares)
· Irregular sleep patterns (too little/too much sleep)
· Possible sleep disorders (sleep apnea, restless sleep)
· Changes in appetite
· Unexplained weight loss or gain
· Feeding challenges (picky eating, sensory issues, swallowing concerns)
· Growth concerns noted by caregiver or provider
· Chronic pain (migraines, abdominal pain, joint pain)
· Frequent unexplained pains or somatic complaints 
	· High blood pressure (hypertension)
· Heart murmur or heart condition (e.g., congenital heart disease)
· Thyroid problems
· Diabetes (Type 1, Type 2, pre-diabetes)
· Enuresis (bedwetting or daytime accidents)
· Encopresis (stooling accidents or withholding behaviors)
· Asthma
· Breathing or respiratory problems (wheezing, chronic cough)
· History of ED visits related to asthma or breathing
· Pregnancy
· Concerns related to menstrual health or puberty changes
· Sexual health concerns (ECM would provide linkage, not clinical treatment)

	Medications

	Youth Script Version
	Parent/Caregiver Script Version

	1. Can you tell me what medications you're taking right now?
This includes daily meds, inhalers, vitamins, or anything you take regularly.
(Prompt: “If it’s easier, we can look at the bottles together or go through them one by one.”)

	1. What medications is your child currently taking?
Include prescribed medications, inhalers, over-the-counter medicines, and supplements.

(Prompt: “If there’s a long list, we can go through it together slowly.”)

	
	Medication/Dosage
	How often (frequency)
	Purpose
	Prescriber

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	




	2. In the past year, has it ever been hard to get your medications filled or picked up?
       ☐ Yes ☐ No
· If yes, what made it challenging?
 (Prompt: “Things like transportation, forgetting, insurance, or not liking how a med makes you feel are all common.”)


3. Lots of people miss doses sometimes. Thinking about the past week, were there days when you didn’t take a dose or took it later than planned?
☐ Yes ☐ No
· If yes, what usually gets in the way?
(Prompt: “Some people forget, feel sick, run out, or are unsure why they’re taking it—whatever it is is totally okay to share.”)

	2. Over the past year, have you had any difficulty getting your child’s medications filled or picked up?
 ☐ Yes ☐ No

· If yes, what were the challenges?
 (Prompt: “Families often run into barriers like insurance issues, pharmacy hours, transportation, or side effects—anything you want to share is helpful.”) 


3. It’s very common for kids to miss doses sometimes. Thinking about the past week, were there any days when your child missed a dose or took their medication late?
 ☐ Yes ☐ No

·  If yes, what tends to get in the way?
 (Prompt: “Examples could be routines changing, school schedules, side effects, resistance from the child, or running out of the medication.”)
 

	4. Would any support help you take your medications the way your doctor wants?
☐ Yes ☐ No
(Prompt: “We can help with reminders, rides, talking to your doctor, or finding easier ways to take your meds.”)
	4. Would help or support around medication routines be useful for you or your child?
☐ Yes ☐ No
(Prompt: “This could include med reminders, pharmacy coordination, help talking to providers, or setting up easier routines.”)





	Dental, Vision, Hearing

	[bookmark: _bmdlw2jkiet]Youth Script Questions
	[bookmark: _mhm2leyzp1sr]Parent / Caregiver Script Questions

	[bookmark: _9tqloon7y90b]Dental Health
1. How would you describe the health of your teeth, mouth, or gums right now?
· Very good
· Good 
· Not so good 
· I prefer not to answer
(Prompt: “What makes you feel that way about your teeth or mouth?”)

a. Do you ever have trouble chewing food because of your teeth or your mouth?
· Yes
· No
· Sometimes
b. When was the last time you went to the dentist or a dental clinic?
 (Approximate date is okay.)
 
	[bookmark: _ry6uewdsnua2]Dental Health
1. How would you describe the current condition of your child’s teeth, mouth, or gums?
· Very good 
· Good 
· Not so good 
· Prefer not to answer
(Prompt: “What changes or concerns, if any, have you noticed?”)
a. Does your child ever have difficulty chewing food because of their teeth or mouth?
· Yes
· No 
· Sometimes
b. When was your child’s last visit to a dentist or dental clinic?
 (Approximate date is okay.)
 

	[bookmark: _pnh54y9srqn2]Vision
1. Have you noticed anything going on with your vision—like blurry vision, trouble reading, or your eyes getting tired?
☐ Yes ☐ No
If yes, can you tell me a little about what you’ve been experiencing?
2. Do you have an eye doctor or vision specialist you’ve seen before?
☐ Yes ☐ No ☐ Not sure
If yes:
 Name (if you remember): ________________________
 Contact (if you know it): ________________________
3. When was your last eye exam?
 (An estimate is totally fine.)
 
	[bookmark: _6o6n4upha62l]Vision
1. Have you noticed any challenges with your child’s vision—such as blurry vision, trouble reading, or eye strain?
☐ Yes ☐ No
If yes, can you describe what you’ve observed or what your child has shared?
2. Does your child have an eye doctor or vision specialist they have seen before?
☐ Yes ☐ No ☐ Not sure
If yes:
 Name (if known): ________________________
 Contact (if known): _______________________

3. When was your child’s last eye exam?
 (Approximate date is fine.)
 

	[bookmark: _3l1mfi1e5hem]Hearing
Have you had any issues with your hearing—like having trouble hearing people in conversations or needing things repeated often?
· Yes 
· No
If yes, what have you noticed?
[bookmark: _mfktluml04xe] 
	[bookmark: _f9nosdyy3pao]Hearing
Have you noticed any concerns with your child’s hearing—such as difficulty hearing conversations or frequently asking for things to be repeated?
· Yes 
· No
If yes, what have you noticed or what has your child told you?
 


	[bookmark: _gvh4n6eaqddw]
Pregnancy/Postpartum (if applicable, if not skip to next section)


	1. Are you currently pregnant?
☐ Yes ☐ No ☐ N/A ☐ Prefer not to answer
· If No or N/A, skip to the Postpartum questions.

· If Yes: About how many weeks pregnant are you?

2. Have you shared your pregnancy with your parent/guardian/ caregiver yet?
 ☐ Yes ☐ No ☐ N/A
(Prompt: “You can share only what feels safe. I’m here to support you.”)
[bookmark: _l87mrhjvk34l] 
	3. Have you given birth in the last 12 months?
☐ Yes ☐ No ☐ N/A ☐ Prefer not to answer
If Yes, complete the Postpartum section below.
[bookmark: _fxaxpwt7sfv] 


[bookmark: _iw7gdrp4uc8q]

	If Currently Pregnant – Please Answer the Following


	[bookmark: _t5xbr3eqc2ml]Expected Birth & Prenatal Care
4. What is your expected due date?
 _________________________ 
☐ Not sure ☐ Prefer not to answer
5. When was your first prenatal care visit? (Date and weeks pregnant, if known)
 ________________________ 
☐ Not sure ☐ Prefer not to answer
6. Do you currently have an OB provider or midwife?
☐ Yes ☐ No ☐ Prefer not to answer
7. Do you have, or would you like to have, a doula?
☐ Yes ☐ No ☐ Prefer not to answer
8. Do you know where you plan to deliver your baby?
☐ Yes ☐ No ☐ Prefer not to answer
[bookmark: _wdewhtyjug5h] 
	[bookmark: _k0mkktl76za]Infant Feeding & Pediatric Care Planning
9. Do you plan to breastfeed/chestfeed?
☐ Yes ☐ No ☐ Unsure ☐ Prefer not to answer
10. Have you chosen a pediatrician for your baby yet?
☐ Yes ☐ No ☐ Prefer not to answer
If Yes, fill in what you know:
Pediatrician’s name: __________________________ Phone number: ______________________________Office address: ______________________________
[bookmark: _9ekddu2t3262] 

	[bookmark: _de8up3c2knbt]Preparing for Baby’s Arrival
11. Do you have the main things you’ll need when the baby comes home (e.g., car seat, diapers, formula, blankets, crib, bottles, clothes)?
☐ Yes ☐ No ☐ Prefer not to answer
If No, what items do you still need?
[bookmark: _g5b7rn6dfvw5] 
	12. Are you planning to attend any birthing or childbirth classes?
☐ Yes ☐ No ☐ Prefer not to answer
13. Would you like resources or education around pregnancy, breastfeeding/chestfeeding, or newborn health?
☐ Yes ☐ No ☐ Prefer not to answer
[bookmark: _m7gxwp1frnb3] 

	[bookmark: _ne0tw29b6s4a]If You Gave Birth in the Past 12 Months – Please Answer the Following

	[bookmark: _8ll30mcn3mla]Postpartum Support & Recovery
1. Are you currently working with a doula?
☐ Yes ☐ No ☐ Prefer not to answer
If Yes, list any information you know:
Doula’s name: __________________________
Phone number: __________________________
2. Are you working with a lactation consultant for feeding support?
☐ Yes ☐ No ☐ Prefer not to answer
If Yes:
Consultant’s name: ______________________
Phone number: __________________________
3. Have you had a postpartum checkup with a doctor or midwife?
☐ Yes ☐ No ☐ Prefer not to answer
If Yes,  Date of last visit (or approximate): _____________________
[bookmark: _xkxxhg91wc0s] 
	[bookmark: _1zucj1mpuktc]Baby’s Medical Care
4. Has your baby been going to their pediatrician for regular checkups?
☐ Yes ☐ No ☐ Prefer not to answer
If Yes, provide what you know:
Pediatrician’s name: __________________________
Phone number: ______________________________
Office address: ______________________________
Date of baby’s last visit (approximate is okay): __________________
5. Would you like more information or support around postpartum recovery, infant health, or feeding?
☐ Yes ☐ No ☐ Prefer not to answer
[bookmark: _7jgcfhh0izvo] 








	[bookmark: _6yjx55iuucr6]Activities of Daily Living (ADLs)

	Let’s take a quick look at everyday tasks and where support may help.

	[bookmark: _poeli4h00y5b]Personal Care
Do you need help with any of these?
· Taking a bath or shower
· Brushing teeth or hair / washing your hands and face
· Getting dressed
· Eating or feeding yourself (chewing, swallowing, using utensils)
· Using the bathroom or potty training
· Managing periods/menstrual care (if applicable)
 
	[bookmark: _8vgrl8u012bq]Moving Around
Is any of this hard or do you need help?
· Walking or moving around safely
· Keeping your balance
· Going up or down stairs
· Getting in or out of a bed or chair
[bookmark: _5bx7yp8ukimw] 

	[bookmark: _ivuxtt7lsniw]Daily Routines & Life Skills
Do you need help with things like…
· Making simple meals or snacks (as age-appropriate)
· Cleaning up (dishes, picking up, laundry)
· Keeping track of money or spending (older youth)
· Remembering appointments or organizing your schedule
· Using a phone or communication device
· Getting a ride or arranging transportation
[bookmark: _n9g095ygckji] 
	[bookmark: _6fgc2prlcnc]Being at Home or in the Community
Do you need support with…
· Shopping for food or basic items
· Helping with house or yard chores
· Going to see family or friends
· Participating in school, activities, or community programs
 

	[bookmark: _jyih2st8y2fg]For Infants & Young Children (0–5)
For parents/caregivers to answer
· Feeding/latching (breast or bottle)
· Using hands to grasp or feed
· Crawling, walking, or moving around
· Regular sleep routines
· Potty training readiness or toileting help
[bookmark: _a2dmx1s26o5f] 
	[bookmark: _nke1yzgsz2q4]Safety Check
Does anything here relate to you?
· I/he/she/they have had a fall in the past month
· I/he/she/they feel nervous or afraid of falling
· Needs close supervision for safety
· Sometimes doesn’t recognize unsafe situations
· Tends to wander or run off (elopement risk)

	[bookmark: _wwmpy145jrzh]Equipment or Tools
Do you use or think you might need any tools or equipment? (Examples included)
· Mobility devices (wheelchair, walker, cane, grab bars)
· Feeding equipment (G-tube, special formula, adaptive utensils)
· Continence supplies (diapers, catheter, ostomy supplies)
· Breathing equipment (oxygen, ventilator, CPAP/BiPAP, nebulizer)
· Sensory supports (headphones, weighted items, fidgets)
· Other: __________________________________
[bookmark: _6rj7v4wdyngs] 
	[bookmark: _m5mlnale3hb7]Learning to Use Equipment
Do you (or your caregiver) need help learning how to use any medical or adaptive equipment?
· Yes 
· No 
· Not sure
If yes: What equipment?
[bookmark: _pbbf8jivls17] 

	If you checked any boxes above:
Do you feel like you’re getting all the help you need?
· Yes 
· No 
· Not sure
Comments:
[bookmark: _3j33i77zsj6] 
 
 



	[bookmark: _i1wq4v1hrxik]High Risk Indicators

	These indicators signal urgent health concerns, safety risks, or immediate care coordination needs.
 If any red flags are present, case managers must stay within their scope by:
· Not providing medical or clinical advice, assessment, or interpretation
· Not diagnosing, treating symptoms, or giving health directives
· Not making independent decisions about medical urgency
Instead, case managers should:
· Consult their supervisor or designated clinical triage lead promptly; do not delay emergency response or a legally required mandated report while awaiting consultation
· Notify the Primary Care Provider (PCP), BH team, or nurse triage
· Follow the internal urgent medical/BH workflow 
· Support the family only through care coordination tasks (e.g., helping contact providers, arranging transportation, facilitating follow-up)
Case managers play a crucial role in identifying concerns, communicating observations, and coordinating appropriate care, but they must not act outside the boundaries of non-clinical case management practice.
 

	[bookmark: _ngvogm5sczri]Medical Emergency or Acute Health Risk
These require same-day or immediate medical evaluation.
· Chest pain, difficulty breathing, or respiratory distress
· Severe allergic reactions (history of anaphylaxis, swelling of lips/tongue, difficulty swallowing)
· Frequent fainting, blackouts, or unexplained loss of consciousness
· New or worsening seizures
· Severe dehydration (vomiting, not drinking, dry mouth, lethargy)
· Fever in an infant younger than 3 months requires immediate medical evaluation; other concerning fever symptoms require clinical triage according to age and presentation
· Sudden severe headache with vision changes or neck stiffness
· Symptoms suggesting infection (e.g., fever + localized pain + lethargy)
· Pregnancy with abdominal pain, bleeding, dizziness, or concerns for preeclampsia
· Postpartum red flags (severe bleeding, severe mood changes, fever, breast infection symptoms)

	[bookmark: _5kn1fck1zx9j]Dental, Vision, or Hearing Crisis
· Dental abscess (swelling, severe tooth pain, facial swelling)
· Eye pain, sudden vision change, or injury to the eye
· Sudden hearing loss or drainage from the ear following trauma/infection


	[bookmark: _nggwn5r1ys0g]Medication Safety Concerns
· Youth reports NOT taking a prescribed medication for a serious condition (asthma inhaler, seizure meds, insulin)
· Parent reports running out of critical medications frequently
· Severe side effects (e.g., rash, dizziness, excessive sleepiness, heart palpitations)
· Youth using someone else’s medications
 

	[bookmark: _z34c06vdvx4f]Pregnancy/Postpartum Risks
For youth who are pregnant or postpartum:
[bookmark: _9xjpqhuft2ha]Pregnancy
· No prenatal care by 12+ weeks
· Severe nausea/vomiting that prevents eating/drinking
· Signs of preterm labor (contractions, fluid leakage, bleeding)
· Physical harm, IPV, or unsafe home environment
[bookmark: _sjnpq9md1atj]Postpartum
· Youth showing signs of postpartum depression/anxiety (tearfulness, hopelessness, withdrawal, intrusive thoughts)
· Fever, breast pain + redness (mastitis)
· Severe pain, heavy bleeding, or passing large clots
· Baby not feeding, lethargic, difficulty breathing, or fever
 

	[bookmark: _ns5pxzh0wm2p]Activities of Daily Living (ADLs) – Safety Concerns
· Youth unable to perform essential self-care (bathing, toileting, eating) with no caregiver support
· Frequent falls or unsteady gait
· Youth does not recognize unsafe situations (running into street, kitchen safety, leaving stove on)
· Elopement/wandering risk
· Youth requiring medical equipment but has no access, broken equipment, or does not know how to use it
· Caregiver overwhelmed and unable to meet basic care needs
· Concerns for neglect or unmet medical needs (consult with supervisor regarding mandated reporting thresholds)
 

	[bookmark: _qagqvh5t872x]Developmental / Neurological Concerns
· Loss of previously mastered skills (regression)
· New onset coordination issues, confusion, or unusual behavioral changes
· Developmental delays with no provider follow-up, therapy, or evaluations
 
	[bookmark: _h0ctdqwlp3x0]Feeding/Nutrition High Need Indicators
· Unexplained weight loss/gain
· Not eating for extended periods
· Using G-tube or special formula without supplies or training
· Swallowing/choking concerns
· Severe sensory-based feeding restrictions impacting nutrition/growth
 



	[bookmark: _zd5eq48gagy5] Children/Youth Care Behavioral Health Section 4

	Client Information

	Name: ____________________
DOB: ____________ Age: ______
Preferred name/pronouns: _______________________________________
Assessment section completed with (check all):
 ☐ Client ☐ Parent/Guardian/Caregiver ☐ Other: ___________________

	
Past or Current Mental Health Diagnoses


	Youth Script Version
	Parent/Caregiver Script Version

	Ages 8–12:
“Some kids talk with doctors or counselors who help them with big feelings or behaviors. Has anyone ever talked with you or your family about things like anxiety, ADHD, depression, or anything else?”


Teens:
“Many teens get support for stress, mood, focus, or anxiety. Has a provider ever given a name or explanation for what you’ve been experiencing?”
 
	“Sometimes children need support for emotional or behavioral needs. Has any provider shared information about your child having a mental health diagnosis or concern?”
· Yes 
· No  
· Declined  
· N/A (due to age)
If yes, diagnosis (check all):
	· Depression  
· Anxiety  
· ADHD  
· Bipolar Disorder
· Psychotic Disorder
	· Eating Disorder
· Trauma-related 
diagnosis 
· Developmental/ behavioral concern
· Other:_________ 




	Follow-up prompts:
· “What did they explain about the diagnosis or concern?”


· “How does this affect day-to-day life (school, sleep, mood, peers, routines)?”
 

	Current Mental Health Services

	Youth Script
	Parent/Caregiver Script

	
“Are you seeing anyone right now for support—someone you talk to at school, a therapist, counselor, or another helper?”

· Yes 
· No 
· Declined to answer  
· N/A
	“Is your child currently meeting with anyone who supports their emotional or behavioral health—like a therapist, counselor, psychiatrist, or school mental health provider?”
· Yes 
· No 
· Declined to answer  
· N/A

	If yes, complete:
	Type of provider
	Name/clinic
	Contact
	Last Visit

	Psychiatrist
	 
	 
	 

	Therapist
	 
	 
	 

	School Counselor
	 
	 
	 

	Other
	 
	 
	 


Engagement barriers (Check all):
· Transportation
· Scheduling 
· Comfort/safety concerns
· Missed appointments
· Other: _________________________ 
Prompts:
· “How is it going with this provider?”



· “Is anything making it harder to attend or stay connected?”
 





	Psychiatric Hospitalization or Crisis Program Use

	[bookmark: _rxj07c3e0mf8]Trauma-Informed Intro
“Some children and youth have had times when they needed extra emotional support, including hospital or crisis stays.
You can share only what feels comfortable.”

	Youth Script
	Parent/Caregiver Script

	Ages 8–12: “Have you ever stayed in a hospital or special place to help you stay safe?”
Teens: “Have you ever stayed in a crisis program or hospital for support or safety?”
· Yes  
· No  
· Declined to answer
	“Has your child ever stayed in a hospital or crisis program for emotional or behavioral support?”
· Yes  
· No  
· Declined to answer

	If yes: 
· Type of stay: ☐ Hospital  ☐ CSU  ☐ MERTY  ☐ Residential  ☐ Other
·  Approx. date(s): _______________________________________
· Reason for stay: _______________________________________
· Facility/location: _______________________________________
· Length of stay: _________________________________________
· Follow-up care arranged: _________________________________
· Family/youth perspective (optional): “What was that like?”
 




	
Emotional Well-Being


	[bookmark: _vjxmxuelk3n9]Youth Script (8-12 & teens)
1. “Do you ever feel disconnected from friends or family?”

2. “Are friendships harder right now?”

3. “Do social situations feel stressful or overwhelming?”

4. “When emotions get big, what does that look like?”

5. “Has anyone made you feel unsafe at school or online?”

6. “What helps you feel better when you’re having a tough day—people, music, pets, activities, or anything else?”
 
	[bookmark: _ar2847vni1id]Parent/Caregiver script
1. “Have you noticed your child feeling distant or disconnected?”

2.  “Any concerns with friendships or peer interactions?”

3. “Do social situations feel overwhelming for them?”

4. “Any strong ups and downs, panic, or trouble calming?”

5. “Has bullying or online conflict impacted them?”

6.  “What helps your child feel safe, calm, or supported when things are stressful?”

7. “Are there routines, cultural practices, or activities that help them feel grounded?”







	Developmental & Cognitive Functioning- (parent/caregiver prompt):

	[bookmark: _lgc5kc45piuv]Purpose: Identify developmental, learning, or neurocognitive needs to support care planning.

	“Has any doctor, MH provider, or school team shared anything about developmental delays, learning challenges, ADHD, autism, or thinking/memory concerns?”
☐ Yes  ☐ No  ☐ Declined
If yes, check all that apply:
	· Intellectual disability  
· Learning disability  
· ADHD/ADD
· Autism Spectrum Disorder
	· Developmental disability
· Brain injury
	· Other: __________________


Follow-up prompts:
· “How does this affect daily life, learning, routines, social interactions, or transitions?”

· “Is your child working with anyone for developmental or learning support?”


If receiving services:
 Document provider name, role, contact, last visit.
[bookmark: _3gv39j9zt6wd] 



	“Is your child currently seeing anyone who supports their developmental, cognitive, or learning needs—such as a developmental specialist, neurologist, psychologist, speech therapist, OT/PT, or school-based specialist?”
☐ Yes  ☐ No  ☐ N/A  ☐ Declined
If Yes:
· Provider name: __________________________________
· Type of provider: ________________________________
· Contact: ________________________________________
· Office/agency address: ____________________________
· Date of last visit (approximate OK): ________________
 

	AGE-SPECIFIC SECTIONS

	Ages 0–5 (Early Childhood)

	[bookmark: _k4peu1kg7sia]Early Learning & Early Intervention
“Is your child enrolled in any early learning or early intervention programs?”
☐ Yes  ☐ No  ☐ Declined
If Yes, list programs/services (e.g., Early Start, Help Me Grow, OT/PT, speech):
 
	[bookmark: _czk7bkkb8eue]Parent/Caregiver Concerns
“Do you have any concerns about your child’s learning, development, communication, or behavior?”
☐ Yes  ☐ No  ☐ Declined
Describe concerns:
Would you like more information or help connecting to someone who can evaluate these concerns?”
☐ Yes  ☐ No
 




	 Ages 6–18 (School-Aged Children & Youth)

	[bookmark: _nozz8qlqeh1v]School Services & Supports
“Does your child receive any school-based support or services for learning or development, such as an IEP, 504 Plan, resource specialist, or behavioral support?”
☐ Yes (list services):

☐ No  ☐ N/A  ☐ Declined
	[bookmark: _elzlsgstd3rk]Learning Concerns
“Do you or your child have any concerns about how they learn, focus, understand information, or keep up in school?”
☐ Yes  ☐ No  ☐ Declined
Describe:
“Would you/your child like more information or help connecting with someone about these concerns?”
☐ Yes  ☐ No
 

	Ages 18+ (Young Adults)

	[bookmark: _a3dpcxgi02v7]Cognitive Functioning
“Have you noticed any changes in your thinking, memory, or ability to make decisions?”
☐ Yes  ☐ No  ☐ Declined
 
	[bookmark: _4i7iohkitho8]Emotional Experience Related to Thinking/Memory
“In the past month, have you felt worried, scared, or confused that something might be wrong with your mind or memory?”
☐ Yes  ☐ No  ☐ Declined
 



	[bookmark: _53stsh1tteko] Anxiety Screening Tools (GAD-2 & GAD-7)

	A brief screening tool to help case managers gather information on anxiety symptoms.
[bookmark: _d5sn0zz0u53w]GAD-2 (Quick Screen) – For Youth or Parent-Report
“In the past two weeks, how often have you/your child been bothered by the following problems?”
	Question
	Not at all (0) 
	Several days (1) 
	Over half the days (2)
	Nearly every day (3)

	Feeling nervous, anxious, or on edge
	·  
	·  
	·  	
	·  

	Not being able to stop or control worrying
	·  
	·  
	·  	
	·  


If score ≥ 3 → administer GAD-7.
 




	GAD-7 (Full Anxiety Screen)

	 In the past two weeks, how often have you/your child been bothered by the following problems?

	
	Questions
	Not at all (0)
	Several days (1)
	Over half the days (2)
	Nearly every day (3)

	Feeling nervous, anxious, or on edge
	· 
	· 
	· 
	· 

	Not being able to stop or control worrying
	· 
	· 
	· 
	· 

	Worrying too much about different things
	· 
	· 
	· 
	· 

	Trouble Relaxing
	· 
	· 
	· 
	· 

	Being so restless that it is hard to sit still
	· 
	· 
	· 
	· 

	Becoming easily annoyed or irritable
	· 
	· 
	· 
	· 

	Feeling afraid as if something awful might happen
	· 
	· 
	· 
	· 

	Total Score: ________
Severity:
· 0–4 = Minimal
· 5–9 = Mild
· 10–14 = Moderate
· 15–21 = Severe






	[bookmark: _au98oayfa01g] Depression Screening

	(PHQ-9A is an adolescent-appropriate version.)
[bookmark: _qi9nkqxe6rl7]PHQ-2 plus Q9 (Quick Screen)
In the past two weeks, how often have you/your child been bothered by…
	Question
	Not at all (0) 
	Several days (1) 
	Over half the days (2)
	Nearly every day (3)

	1. Had little interest or pleasure in doing things?
	·  
	·  
	·  	
	·  

	2. Feeling down, sad, hopeless, or cranky
	·  
	·  
	·  	
	·  

	Q-9: Thoughts that you would be better off dead, or of hurting yourself in some way?
	·  
	·  
	·  	
	·  


If PHQ-2 score ≥ 3 AND/OR checked Yes on Q9 → Administer PHQ-9A immediately.
 

	PHQ-9A (Full Adolescent Depression Screening)

	Recommended for ages 12–18 (self-report or parent-assisted)
In the past two weeks, how often have you/your child been bothered by the following?

	
	Questions
	Not at all (0)
	Several days (1)
	Over half the days (2)
	Nearly every day (3)

	1. Feeling down, depressed, irritable, or hopeless?
	·  
	·  
	·  	
	·  

	2. Little interest or pleasure in doing things?
	·  
	·  
	·  	
	·  

	3. Trouble falling asleep, staying asleep, or sleeping too much
	·  
	·  
	·  	
	·  

	4. Poor appetite, weight loss, or overeating?
	·  
	·  
	·  	
	·  

	5. Feeling tired, or having little energy?
	·  
	·  
	·  	
	·  

	6. Feeling bad about yourself – or feeling that you are a failure, or that you have let yourself or your family down?
	·  
	·  
	·  	
	·  

	7. Trouble concentrating on things like school work, reading, or watching TV?
	·  
	·  
	·  	
	·  

	8. Moving or speaking so slowly that other people could have noticed? Or the opposite – being so fidgety or restless that you were moving around a lot more than usual?
	·  
	·  
	·  	
	·  

	9. Thoughts that you would be better off dead, or of hurting yourself in some way?
	·  
	·  
	·  	
	·  

	· In the past year have you felt depressed or sad most days, even if you felt okay sometimes?
· Yes 
· No
 

	· If you are experiencing any of the problems on this form, how difficult have these problems made it for you to do your work, take care of things at home or get along with other people?
· Not difficult at all 
· Somewhat difficult 
· Very difficult 
· Extremely difficult
 

	· Has there been a time in the past month when you have had serious thoughts about ending your life? 
· Yes 
· No
 

	· Have you EVER, in your WHOLE LIFE, tried to kill yourself or made a suicide attempt? 
· Yes 
· No



Consult the clinical supervisor and/or clinical consultant for elevated depressive symptoms according to the approved protocol. Any positive response to item 9 requires prompt direct clinical safety follow-up regardless of total score; do not use the total score alone to assign suicide risk.
For Children & Youth (Ages 11–17)
CM actions are based on scope of practice—supportive, non-clinical, linkage-focused.


	
Determine Risk level

	 Risk Level
	PHQ-9A indicators
	 GAD indicators
	CM Actions

	Low Risk
	- PHQ-9A score: 0–4 (minimal)
 - AND Item 9 = 0
	GAD-7 0–4
	· Provide basic MH education & reassurance.
· Ask about stressors, offer coping tools (breathing, grounding).
· No referral required unless youth requests it.
· Monitor at future visits.
· Document scores & strengths.

	Moderate Risk
	PHQ-9A score: 5–14 (mild–moderate)
 - AND Item 9 = 0
	GAD-7 5–14
	· Explore mood, anxiety triggers, and impact on functioning.
· Offer therapy/BH referral options.
· Provide coping strategies & psychoeducation.
· Schedule follow-up (1–4 weeks, depending on need).
· Document scores & referral attempts

	High Risk
	ANY YES on Item 9 (thoughts of self-harm)
 regardless of total score
	GAD-7 15–21 OR severe panic symptoms
	· Stay with youth; do not leave alone if unsafe.
· Follow crisis/Urgent BH workflow.
· Call 988 or Mobile Crisis if immediate safety concern.
· Notify caregiver when appropriate.
· Make warm referral to BH provider for urgent care.
· Increase CM check-ins until connected.
· Document all steps.

	VERY HIGH RISK
	PHQ-9A indicates active plan, intent, or severe functional impairment
	Youth reports extreme anxiety, cannot calm, or shows panic + safety concerns
	· Activate emergency protocol immediately.
· Contact 911 only if immediate physical danger.
· Maintain constant supervision until transfer.
· Document facts only (no interpretations).


 



[bookmark: _xnk24ad0m3h9]
Determine Risk level
 Key Reminders for Case Managers
· These screens are not diagnostic tools—they guide risk and linkages.
· CMs should not provide therapy, interpret clinical severity, or make diagnoses.
· CMs do support by:
·  Listening and validating
· Identifying safety concerns
· Removing barriers to care
· Making referrals
· Following crisis protocols
· Documenting screenings accurately
· Anytime safety is unclear, treat it as higher risk and consult your BH Triage Lead or crisis service.

	Risk Level
	PHQ-9A indicators
	 
	CM Actions

	Low Risk
	- PHQ-9A score: 0–4 (minimal)
 - AND Item 9 = 0
	GAD-7 0–4
	· Provide basic MH education & reassurance.
· Ask about stressors, offer coping tools (breathing, grounding).
· No referral required unless youth requests it.
· Monitor at future visits.
· Document scores & strengths.

	Moderate Risk
	PHQ-9A score: 5–14 (mild–moderate)
 - AND Item 9 = 0
	GAD-7 5–14
	· Explore mood, anxiety triggers, and impact on functioning.
· Offer therapy/BH referral options.
· Provide coping strategies & psychoeducation.
· Schedule follow-up (1–4 weeks, depending on need)
· Document scores & referral attempts

	High Risk
	ANY YES on Item 9 (thoughts of self-harm)
 regardless of total score
	GAD-7 15–21 OR severe panic symptoms
	· Stay with youth; do not leave alone if unsafe.
· Follow crisis/Urgent BH workflow.
· Call 911 or Mobile Crisis if immediate safety concern.
· Notify caregiver when appropriate.
· Make warm referral to BH provider for urgent care.
· Increase CM check-ins until connected.
· Document all steps.

	VERY HIGH RISK
	PHQ-9A indicates active plan, intent, or severe functional impairment
	Youth reports extreme anxiety, cannot calm, or shows panic + safety concerns
	· Activate emergency protocol immediately.
· Contact 911 only if immediate physical danger.
· Maintain constant supervision until transfer.
· Document facts only (no interpretations).



	[bookmark: _n3f0ahouudcs]
Substance Use Screening (CRAFFT 2.1 Part A)


	Use CRAFFT 2.1 PART A (Evidence-based for ages 12–21) 
https://crafft.org
Ask ALL youth (12+):
“In the past 12 months, have you:”
	Question
	Answer

	Drink more than a few sips of beer, wine, or any drink containing alcohol?
	· Yes
· No

	Use any marijuana (weed, oil, or hash, by smoking, vaping, or in food) or “synthetic marijuana” (like “K2,” “Spice”) or “vaping” THC oil?
	· Yes
· No

	Use anything else to get high (like other illegal drugs, prescription or over-the-counter medications, and things that you sniff, huff, vape, or inject)?
	· Yes
· No



If ALL Part A responses are No → ask the CAR question only, then follow the official CRAFFT 2.1 instructions.

If ANY Part A response is Yes → administer the full CRAFFT Part B according to the official CRAFFT 2.1 instructions. 


	[bookmark: _h442ks8po9he][bookmark: _lkljjzk5ngf]
	 
	Question
	Yes
	No

	C
	Have you ever ridden in a CAR driven by someone (including yourself) who was “high” or had been using alcohol or drugs?
	 
	·  

	R
	Do you ever use alcohol or drugs to RELAX, feel better about yourself, or fit in?
	 
	

	A
	Do you ever use alcohol or drugs while you are by yourself, or ALONE?
	·  
	·  

	F
	Do you ever FORGET things you did while using alcohol or drugs?
	·  
	·  

	F
	Do your FAMILY or FRIENDS ever tell you that you should cut down on your drinking or drug use?
	·  
	·  

	T
	Have you ever gotten into TROUBLE while you were using alcohol or drugs?
	·  
	·  



Part B: Score 1 point for each “YES” answer
	CRAFFT score
	Degree of problem related to alcohol or other substance abuse
	Suggested Action

	0-1
	Below positive-screen cutoff, consider disclosed use, safety concerns, and follow-up needs.
	None at this time.

	2+
	Potential of a significant problem.
	Assessment required


 
Determining Risk Levels
	Risk Level
	CRAFFT score
	CM Action

	Low
	No use in the last 12 months and CRAFT score 0-1
	· Provide positive reinforcement and brief education.
· Offer prevention resources and check-in at future visits.
· Document screening and no immediate follow-up needed unless youth requests support.

	Medium
	No use in the past 12 months and “Yes” to CAR question only OR use in the past 12 months and CRAFFT score of < 2
	· Have a brief conversation to explore context and safety.
· Provide harm reduction and supportive education.
· Offer referral options for BH/SUD support.
· Schedule follow-up check-in and monitor for changes.
· Document findings and referral attempts.

	High
	Use in the past 12 months and CRAFFT score of ≥ 2
	· Prioritize safety; stay with youth if necessary.
· Arrange a timely clinical/SUD assessment for a positive screen. Activate crisis services only for acute safety concerns, intoxication/overdose, or another emergency under the approved protocol.
· Make a warm handoff or help schedule an urgent appointment.
· Notify caregiver when appropriate.
· Increase care coordination frequency until connected to services.
· Document risk, actions taken, and safety steps.






	[bookmark: _nn1ulcl6xf49]HIGH RISK INDICATORS

	These indicators signal urgent health concerns, safety risks, or immediate care coordination needs.
 If any of these indicators are present, case managers must stay within their scope by:
· Not providing medical or clinical advice, assessment, or interpretation
· Not diagnosing, treating symptoms, or giving health directives
· Not making independent decisions about medical urgency
Instead, case managers should:
· Consult their supervisor or designated clinical triage lead promptly; do not delay emergency response or a legally required mandated report while awaiting consultation
· Notify the Primary Care Provider (PCP), BH team, or nurse triage
· Follow the internal urgent medical/BH workflow exactly as written
· Support the family only through care coordination tasks (e.g., helping contact providers, arranging transportation, facilitating follow-up)
Case managers play a crucial role in identifying concerns, communicating observations, and coordinating appropriate care, but they must not act outside the boundaries of non-clinical case management practice.
Suicide Risk & Self-Harm High-Risk indicators
These require immediate safety steps and consultation.
Youth Reports or Parent Reports:
· Any “Yes” on PHQ-9A Question 9 
· (“Thoughts of being better off dead or of hurting yourself”)
· Thoughts of self-harm, suicidal thinking, or wishing to disappear
· Active self-harm behaviors (cutting, burning, harming self in any way)
· Statements of intent or plans
· (“I want to die,” “I’m planning to…,” “I know how I would do it”)
· Recent suicide attempt (verbal disclosure or documented)
· Past month serious thoughts of ending life (from PHQ-9A safety questions)
· History of lifetime suicide attempt combined with current distress
· Youth expresses feeling unsafe at home, unsafe at school, or unsafe with peers
· Parent reports escalating unsafe behaviors or inability to supervise
CM Action:
Stay with youth, follow crisis protocol, contact supervisor/triage lead, involve caregiver when appropriate, consider 911/mobile crisis, warm handoff to BH care.

	[bookmark: _tvpskcv5cpo0]

	[bookmark: _pleviqz16lui]
Behavioral or Emotional Crisis High-Risk indicators
[bookmark: _qk6kmgpcq1pu]Indicators of acute emotional or behavioral instability:
· Severe emotional outbursts where child/youth cannot self-regulate
· Loss of touch with reality (hearing voices, paranoia, unusual beliefs)
· Intense panic attacks interfering with breathing, functioning, or safety
· Youth reports not feeling safe with peers or adults
· Bullying that includes threats of violence or significant distress
· Sudden withdrawal from school, activities, peers
· Noticeable decline in hygiene, energy, or functioning
· Caregiver reports loss of control, “I don’t know how to keep them safe,” or concern about aggression
CM Action:
Consult supervisor/triage lead, explore immediate safety, connect to urgent BH support. 

	[bookmark: _y7a89nka5d2j]Substance Use High-Risk indicators (CRAFFT)
[bookmark: _3fhpgznguhxa]High-risk indicators:
· CRAFFT score ≥ 2 indicates a positive screen requiring further assessment; it is not by itself a crisis
· Using alcohol or drugs alone, to cope, or to relax
· Riding in a car with someone under the influence (safety risk)
· Youth forgets things while using
· Family/friends telling them to cut down
· Getting into trouble (school, legal, family conflict) because of substance use
· Youth 12 or younger reporting any substance use
· Mixing substances or unknown pills
· Youth reports using substances to numb feelings, sleep, or manage trauma
CM Action:
Prioritize safety, offer harm reduction, urgent SUD/BH referral, involve caregiver as appropriate.
[bookmark: _5ruxnbw811tg] 

	[bookmark: _upxbgzix29pk]Anxiety High-Risk indicators (GAD-2/GAD-7)
[bookmark: _j934pccx9ao6] High-Risk indicators indicating urgent need for BH referral:
· GAD-7 score ≥ 15 (Severe)
· Panic symptoms resulting in functional impairment (school refusal, inability to attend appointments)
· Youth expresses constant worry, not sleeping, or inability to focus
· Anxiety causing somatic distress (stomachaches, headaches, dizziness) frequently
· Youth unable to participate in school or daily activities due to fear/worry
· Signs of school avoidance linked to anxiety
CM Action:
BH referral, care coordination, support caregiver/youth with linkage.

	[bookmark: _uexw34q16m9s]Depression High-Risk indicators  (PHQ-9A)
[bookmark: _jnskgys4j018]Indicators of moderate–severe depression:
· PHQ-9A score > 10 (moderate/severe depression)
· Any response suggesting:    
· Persistent sadness or irritability
· Loss of interest in activities
· Low energy or fatigue nearly every day
· Frequent school absences due to mood
· Withdrawal from family/friends
·  Feelings of worthlessness or guilt
· Significant trouble concentrating at school
· [bookmark: _fka06wt90e4c]Extreme High-Risk:
· PHQ-9A score ≥ 15 indicates elevated depressive symptom severity, not by itself imminent suicide risk
· Depression accompanied by substance use
· Rapid or severe decline in functioning (grades, engagement, hygiene)
CM Action:
Urgent BH referral, consult supervisor, monitor closely, increase CM engagement.
[bookmark: _43ystczd6se] 

	[bookmark: _hcadtal8szor]Trauma & Safety High-Risk indicators
[bookmark: _bpcud311fuku]Immediate concern indicators:
· Youth reports current abuse, violence, or unsafe home environment
 (CM stays within mandated reporting and scope)
· Youth reports recent traumatic event with distress
· Youth expresses fear of going home or fear of a specific adult
· Caregiver reports dissociation, “spacing out,” or loss of time
· Signs of unexplained injuries (follow mandated reporting requirements)
· Youth experiences severe nightmares or flashbacks impacting sleep
CM Action:
Follow mandated reporting laws, consult supervisor, support linkage to BH/trauma care.

	[bookmark: _bxilfw1og13]Developmental & Cognitive High-Risk indicators
[bookmark: _c8e9lfssb8kk]Indicators requiring urgent evaluation/referral:
· Loss of previously acquired developmental skills (speech, toileting, social skills)
· Sudden changes in memory, thinking, or ability to follow directions
· Severe learning difficulties interfering with school
· Parent expresses high concern but child has no current supports
· Youth under 5 with:
·  No words by 18 months
· No two-word phrases by age 2
· Loss of language or social skills
· Youth with risk of losing IEP/504 supports due to crisis
CM Action:
Connect to developmental evaluation (Early Start, school district, PCP referral, Regional Center).
[bookmark: _gf6jft80ro5] 

	[bookmark: _n510l49mieyk]Psychiatric Hospitalization / Crisis Program High-Risk indicators
[bookmark: _q2bzmfxck9vs] Indicating follow-up needed:
· Recent hospitalization without follow-up care arranged
· Youth discharged from crisis unit but not connected to outpatient care
· Parent/youth reports negative or traumatic hospitalization experience
· Youth reports returning symptoms that led to prior hospitalization
· Multiple past hospitalizations
CM Action:
Link to post-discharge care, confirm follow-up appointments, warm handoff to provider.
[bookmark: _4yoh7vpsfpjk] 

	[bookmark: _idxj69dli5p5]Social & Environmental High-Risk indicators
[bookmark: _p4sgtkr674br]Behaviors impacting safety or functioning:
· Frequent school suspensions/expulsions
· Running away, involvement with juvenile justice
· Caregiver burnout or inability to supervise safely
· Youth involved in unsafe peer groups
· Lack of stable housing impacting mental health
· High conflict home environment affecting emotional safety
CM Action:
Prioritize stabilization supports, connect to school-based services, coordinate with systems of care.
 


[bookmark: _4xhsnu3ha6t3]
Needs Identified – Clinical & Non-Clinical
Clinical Needs Identified
(Needs requiring medical, behavioral health, developmental, or specialty-care follow-up. Case managers support coordination only, not clinical assessment.)
	[bookmark: _9g11thadad12]Physical Health Needs
· Chronic medical condition requiring ongoing management (asthma, diabetes, seizures, hypertension, thyroid disorder, congenital conditions)
· Uncontrolled or worsening symptoms
 (chronic pain, headaches, sleep challenges, appetite/weight changes)
· Recent ER/hospital visits or missed follow-up appointments
· Mobility, feeding, or equipment-related needs (wheelchair, G-tube, oxygen, braces, sensory supports, etc.)
· Medication-related issues
 (missed doses, difficulty obtaining refills, side effects, misunderstanding medication plan)
· Dental, vision, or hearing concerns requiring evaluation
· Pregnancy or postpartum medical needs
· Growth or nutrition concerns
 
	[bookmark: _1trkukhiirjd]Behavioral Health Needs
· Diagnosed MH condition requiring linkage/support (anxiety, depression, trauma-related disorder, ADHD, bipolar, psychosis, etc.)
· Youth currently receiving therapy or psychiatry but experiencing barriers
 (attendance, transportation, safety concerns, missed visits)
· Moderate–severe symptoms on screening tools (GAD-7, PHQ-9A)
· History of psychiatric hospitalization or crisis stabilization
· Emotional or behavioral dysregulation affecting school/home functioning
· School refusal, panic symptoms, or somatic complaints
· Peer conflict, bullying, or unsafe school social environment
· Family noticing emotional withdrawal, irritability, fearfulness, or major mood changes
 

	[bookmark: _lz8xpe2u1dtl]Developmental & Cognitive Needs
· Suspected developmental delay or regression
· Need for evaluation for ADHD, autism, learning disability, or I/DD
· Existing IEP/504 requiring coordination with school
· Difficulty with communication, executive functioning, memory, or transitions
· Parent requesting help connecting to:
· Early Start/Early Intervention
· Speech/OT/PT
· Developmental pediatrician/neurology
· Regional Center (SARC)
 
	[bookmark: _yl9g70ezwksj]Safety & High-Risk Concerns
(Case managers follow mandated reporter and agency urgent BH/medical workflows.)
· Home safety concerns (violence, neglect, unsafe environment)
· Youth feeling unsafe with a caregiver or adult
· Reports of suicidal ideation, self-harm, or severe emotional crisis
· Substance use concerns (CRAFFT ≥ 2 or recent use)
· Youth involved in unsafe peer groups or high-risk behaviors
· Caregiver burnout impacting supervision or safety
 


Non-Clinical Needs Identified
(Needs requiring case management, linkage, navigation, and resource support)
	[bookmark: _cbflherl1mq7]Housing & Environmental Needs
· Housing instability, overcrowding, recent moves
· Homelessness or at risk of homelessness
· Unsafe or unsanitary living environment
· Eviction risk, landlord issues, or legal housing concerns
· Family conflict or instability impacting child’s wellbeing
 
	[bookmark: _to4938zc1rvf]Food Security
· Insufficient food at home
· Periodic food shortages (end of month, weekends, holidays)
· Need for WIC, CalFresh, or emergency food resources
 

	[bookmark: _jgqgvcgzq6d5]Transportation
· Missed appointments due to transportation
· No reliable vehicle, car seat, or bus access
· Need for bus tokens, paratransit, or CCAH transport help
 
	[bookmark: _g7bwel5g690]Technology & Access to Essentials
· No working phone, limited minutes/data, or unstable service
· Lack of WiFi or technology needed for school/telehealth
· Need for basic necessities:
· clothing
· hygiene supplies
· bedding/home goods
· school supplies


	[bookmark: _nhoq6rw07ncc]Benefits & System Navigation
· Need help applying for or maintaining benefits:
· Medi-Cal
· CalFresh
· CalWORKs
· WIC
· SSI/Disability
· Utility relief
· Housing programs
· Difficulty filling out forms or navigating systems
· Need for assistance with medical appointments, referrals, or paperwork
[bookmark: _8c32nwaj5r7z] 
	[bookmark: _p7u7bhrstajt]School & Education Needs
· Chronic absenteeism
· Behavioral or academic concerns
· Bullying or unsafe school environment
· Need for IEP/504 navigation
· Need for care coordination with school counselor or wellness center
[bookmark: _wvzx0f2jonu6] 

	[bookmark: _ybwuh3xdgy31]Family & Caregiver Support Needs
· Caregiver stress, burnout, mental health needs
· Parent–child conflict affecting daily life
· Need for parenting support or connection to Triple P
· CPS involvement and needing care coordination
· Caregiver needing linkage to their own therapy or BH services
[bookmark: _if4d4wy7trm] 
	[bookmark: _xh605s9ymuh8]Peer, Community, and Social Support Needs
· Social isolation or limited peer relationships
· Need for mentorship, youth group, or recreational programs
· Need for culturally responsive supports
· Need for LGBTQ+ affirming services
· Limited natural support network
[bookmark: _fekwba7xe9we] 

	[bookmark: _83jzfnmh92y6]Independent Living & Life Skills (Older Youth)
· Difficulty managing schedule or time
· Challenges with organizing or attending appointments
· Need for employment or job readiness support
· Transition-to-adulthood (16–21) planning needs
[bookmark: _xlvgo58ukycn] 
	[bookmark: _43jxcvpyxvrm]Legal/Justice System Needs
· Youth on probation or diversion program
· Need for assistance coordinating with probation or court
· Need for legal aid or advocacy
· Housing or employment-related legal concerns
[bookmark: _m9is7dryqafp] 


 

[bookmark: _qnw0ol82l633]ECM Initial Intake Assessment- Template
This ECM Initial Intake Assessment template provides an overview of your client’s needs, strengths, and priorities gathered during the comprehensive assessment period. The information in this template reflects the client’s physical, behavioral, developmental, oral health, long-term services and supports, and social determinants of health needs, as shared by your client and/or caregiver.
This summary is intended to:
· Document the findings of the comprehensive assessment
· Support coordination of care across providers and systems
· Highlight client-identified goals and preferences
· Identify clinical and non-clinical needs that may require follow-up
· Guide development of the client’s individualized ECM care plan
Complete the assessment within the timeframe required by the current DHCS ECM Policy Guide and Alliance contract/workflow. Record the enrollment date, applicable deadline, and assessment completion date; update as new information becomes available. 

	[bookmark: _upfr82oo5n9u]ECM Initial Intake Summary

	[bookmark: _bsrh5ctvjkd3]Client Information 

	Client Name: ________________________________________
DOB / Age: __________________________________________
Preferred Name/Pronouns: _____________________________
Date of ECM Opt-In Consent: __________________________
Assessment Completed With: ☐ Client ☐ Parent/Caregiver ☐ Other: ___________
Primary Language / Interpreter Needed: _____________________________
Client informed of the process for changing ECM providers?
 ☐ Yes  ☐ No
Client informed they may discontinue ECM services at any time?
 ☐ Yes  ☐ No
Client authorized sharing of PHI between ECM, CS, Alliance, and other involved providers?
 ☐ Yes  ☐ No
Date of Authorization: _________________________
[bookmark: _gct41l7385fe]Authorized Support Person(s) (Name, Relationship, Contact)
________________________________________________________________ 
[bookmark: _wuehusk8lfai]Other Providers Involved in Member’s Care
[bookmark: _ggd0oym7djpb](Physical, BH, developmental, oral health, LTSS, SDOH, CS)
PCP: _______________________________________________
[bookmark: _rbbjollcgp4z]Other Providers / Agencies: _____________________________
 
[bookmark: _66y88vczzpqn]Next Comprehensive Care Plan Assessment Due By:



[bookmark: _t622gdlcvxmc]

	Reason for ECM Enrollment / Eligibility 

	
(Check all that apply)
· Homeless families / youth experiencing homelessness
· At risk for avoidable hospital or ED use
· Severe Mental Health (SMHS) or Substance Use Disorder (SUD) needs
· Transitioning from a youth correctional facility
· CCS / Whole Child Model (WCM) with additional needs
· Involved in Child Welfare
· Intellectual/developmental disorder (I/DD)
· Pregnant or postpartum youth at risk for adverse outcomes

Brief summary of eligibility and why ECM is appropriate:
 
 

	Findings From Comprehensive Assessment

	Strengths & Motivators

	List key strengths, protective factors, interests, supports
1.  
2.  
3. 
4. 
5.  
Natural supports identified:

[bookmark: _kqic287x50ba] 

	[bookmark: _6lsg5pegisv3]Client/Family Priorities for the Next 3–6 Months
(Write the top goals the youth/family identified in their own words)
1.  
2.  
3.  
 

	[bookmark: _utxhbiz3fs8k]Current Services & Programs 

	 (Check all that apply & list providers if known)
· Specialty Mental Health (SMHS)
· Drug Medi-Cal (DMC-ODS)
· Juvenile Justice
· Court-ordered services
· On probation
· Re-entry
· Community legal services
· CCS/WCM
· Child Welfare/CPS
· San Andreas Regional Center (SARC)
· Local youth-serving programs
· Pregnant/postpartum services
· Other: ______________________


Provider(s): _____________________________________________________________


Barriers to engagement (if any): ____________________________________________
[bookmark: _yrmnw2bf8vsk] 



	
Clinical Needs Identified (Summarize—not full checklist—only the needs requiring care coordination)

	[bookmark: _fc5jm0ojqvdi]Pertinent Medical Diagnoses / Physical Health Needs:
[bookmark: _idrnkkudrl8] 
 


	[bookmark: _d9ahsjtbtg7y]Vision/Hearing/Oral Health:
[bookmark: _cbvafufvoab4] 
[bookmark: _wwa1s9rc0s5p] 

	[bookmark: _5uyn2kxe0822]Behavioral Health: (Mental health symptoms, engagement, screenings, diagnosis if known)
 
 
 
 

	[bookmark: _mtd9o0h0d8mz]Drug Medi-Cal / DMC-ODS Services:




[bookmark: _jq7evyt4a8ky] 

	[bookmark: _rdfwlwt0y9ef]Developmental/Cognitive: (IEP/504, learning concerns, I/DD, Early Start/SARC needs)
 




	[bookmark: _d0f8qvasklcj]Non-Clinical / SDOH Needs Identified
[bookmark: _2e7mmnig7oqz](Summarize key needs impacting health, access, or stability)

	· Housing:
· Food:
· Transportation:
· Technology/Basic Needs:
· Benefits/System Navigation:
· School/Education:
· Caregiver Support:
· [bookmark: _dcwhq3nsm1em]Legal/Justice:
[bookmark: _waw50ty3hoq0] 

	[bookmark: _bs34ljhqfs40]Community Supports (CS) Services
 Is the client receiving any CS services? 
· Yes
· No
· Don't know
If yes, check all that apply:  
· Housing Transition/Navigation
· Housing Deposit
· Housing Tenancy & Sustaining Services
· Homemaker
· Medically-supportive Food/Meals/tailored meals
· Recuperative Care (Medical Respite)
· Short-term Post-Hospitalization Housing
· Sobering Centers

	[bookmark: _y6r1acwz1yih]Follow-Up Plan
· Next scheduled CM contact: __________________________
· Planned Contact Frequency: ____________________________________________________
· Warm handoffs initiated/referrals made: __________________________________
· Immediate items to complete: ___________________________________________



