HMIS form for Intake Volunteers to complete with guests

Guest spoke v
Hame af Case

th Case Manager Yes or Mo Vaolonteer Hame

{anager: AgEncy: Diate:

CODE BLUE Guest Intake Form

VOLUMNTEER: Thank you for taking the time to sit down with me. I'm going to ask you a few questions about
yourself and your current living situation, so that | can better understand what's going on with you and how
our group can help you out.

First, I'm going to ask you some basic information about yourself:

“What is the total number of manths vou have | L] One month (thisis the | L) Client doesn't know

been hameless on the street. in emengency

first manth) ] Client refused

"What is your full name?

Have you been to a Code Blue this season? If so, do you remember when?

Vaalundeer: [f pes, find the persan’s intoke form ong review with guest ta note any changes.

‘Where did you stay last nig” ™

HOMELESS SITUATION

L) Place not meant far habitation

O Emergency shelter, including hatel or matel paid for with emergency
shelter waucher

L) safe Haven

D Interim Housing

INSTITUTIORAL SITUATION

L Faster care home or Faster care group hame

D Heaspital or ather residential mon-psychistric medical facility
D Jail, prispn or juvenile detention facility

L] Long-term care facility or nursing home

] paychiatric hasgital ar sther paychistric facility

D Substance abuse treatment Facility or detax center

TRANSITIONAL AND PERMANENT HOUSING SITUATION

L) Hotel or matel paid for without emergency shelter voucher
[ canesd by client, na ongaing kausing subsidy

) canesd by cliant, with cagaing housing subsidy

D Permanent housing far formerly homeless persons (SHP, 5+C)
D Rental by client, no angoing housing subsidy

L Rental by client, with VASH subsidy

D Rental by client, with GOP TIP subsidy

[ Rental by client, with other angoing hausing subsidy

[ Resigantial praject ar halfway house with ne homeless criteria
[ staying or living ina Family member's room, apartment or hause
[0 staying ar living ina Friend's room, apartment or house

[ Transitional housing far hemeless persons fincluding hamelas youth)
D Client dossn’t know
D Client refused

LI Full L] Don't Know
L]
What is your date of LJ Partia LJ Refused
hirth?
i
“What is your sodia.
security number? LI Full 1L Dorr't Knaw
LJ Partial L Redused
LT Mon-Hispanic Hon-Lating L] Dan't Knaw
L] H r
What [s your ethnidty? | | | yisnanic; Latino LJ Refused
American Indi Alaska Nati ‘Whit
“What is your race? You H n:ni-:rrlu.an e e e H Dur:':rlinuw
can sefect more than one LJ Black or African American L Refused

Faof LJ Mative Hawaiian or Pacific skander

L] Female L] Doesrt identify as mals,
D Mlale female, or transgender

“What is your gender?

*Haow long were you there for?

LI Client doesr’t know
LJ Client refused

L] One night ar less

L) T to six nights

LJ O weesek or more, but less than a month
L) One manth or more, but ke than 90 days
L] 20 days ar mare, bt less than one year

L) Trarsgendered Male to Female L Don't Knaw

D Tramsgendered Female ta Male D Rehused
D you have a disabling | LI Mo L] Don't Knaw
condition? [ ves [ Refused
*Have you served in the LI Na L] Don't Knaw
military? [ was [ Refused

1]

L] e year or kanger
Approximate date
homelessness started:
*How many times have you been homeless on L) One time . = Cliznt doesr’t know
the streets, in emergency shelbter or safe havenin | ) Two times ] Client refused
the past 3 years induding today? ) Three times
D Four or more times
2|




CEPMETIN" OF DPRNENITY
ST (AN AT

PA HMIS Collaborative Client Consent
Release of Information via PA HMIS

The Perasyhvania Homeless Management information System (“PA HMES®) serves the Peensyhianis Contimsmy of Care
Collsboratre, 3 group of agencies (“PA HANS Participating Agencins”)| working together 1o provide services to individuals
and familios s Posasyhvania who ase hameless or at risk of Becoming homeless. In an effort 5o end homeleszness, PA MMS
allows the C alth of Pennsyh and PA HMIS Participating Agencies 10 use this ypstem 1o efficently

LB destdy, te, and eval dgrodual wervices sweded.  The PA HAS & alio used o produce
nonidentifying, aggregate teports that can be wed te track program gerk which is Y 10 receive program
funding from the federal goverament, identity unfiled service aceds, and plan Sor aew service provision

This pe u beneficial 1o img ,wunmmwmmmmwmawclamunm
Participating Agencies 10 locate multiple b g O senvice op Add E PA HWES
Pmnunummmndwm::mhvdmmanmdmmomeﬂdwmﬁon By consenting to share
ths information with participating agencies, you wif allow PA HMIS to provide Better 4 b PA HME

Participatiog Agencies In aa sffort for you to obtais and maimain permanent housisg.

Information cofected i the FA HMIS database Is protectes i comphance with the gards set forth in the Health
Insurance Portabiity and Accountabiity Act (MPAA) Every persca aad agency that is authorined 10 mead or enter
nt Into the d has ugned sn agreement to martaie the secerity and confidentiabty of your infoemation.
Any Parson of apenty That & found to violate their agrecmen may have their access righas termisated and may be subject
to further peaatties Incluging legal action.

T UNDERSTAND THAT:

* In an effort to ond homelessness and to better serve me and/or my famiy, the PA HMSS Partcipsting Agency
Identitied at the bottom of this form wit colect and may share my deatfyng informatios with other PA HMIS
Pacticipating Agencies via PA HMES.

*  The intention snd purpose of col g and sharing oy inf n o halp PA HMIS Particigating Agescies
better wnderstand and assist myfour seeds, and to peoduce non-identifying. aggregate repoets to the federal
poverament that can bo used to track the prog o of these age

*  The PA NMIS participating agencies have signed agresmunts sed are Bousd 10 implement palites 1o mantain sy
Informacon in a secure and contideatal manrer, 35 mandated by Federal aad Stae lawny.

+  The rekase of sy infeemation does ngg guarantee that | wikl recetve assistance. Mt by, refasing to rek
oy infoemation will not affect vy opportunity to receive assistance.

*  This suthorzacion wil reman s effect for a period of up 10 7 yoars cr entil { reveke it is writing | may revole
authorication ot ary time by returning Lo any previously visited PA MMIS Participating Agency and signing a new
consent form using the “I do not sgree® optian. i | reveke my suthorination or this author2ation expires, al
nformaticn absut ma almady in the database will remaln 1o retain usage history; bowever, it wil be inactive sad
set updated | further und d that any revocation of this cossest will not affect the wanver of confidentialty
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PA HMIS Collaborative Client Consent
Release of Information via PA HMIS

. lld:ﬂnwvetelumlMln!thMalMMMnMuwm.mmnm
nl : h mhmwmﬂuhwadwm»

prosslasions Chest Sgrature Oate

(Pease grint)

Guardias Name, If applicabile Guardian ure,

o Sgran applicabie Date
Uit Dependent(s) Name(s], If appiicabie
Lo lmunmhmnﬁ.mh-m das, or the

forve for cnch 4 -

AHTN

::;ﬂmmwh-uom
Twutake Vol Name Vol Signature

Agency Persoansl
{Pecse priee)

Date of Intake

Agancy Persoanel Sigrature Date

2| Page



VOLUNTEER: Thank yow. | would ke to ask you a few guestions about your current health status and
passibly help you with any medications you may need.

For AHTN Racards Daly GUEST NAME:
What type of medical L) Heart diveace L) Drug and alcohal
Could you tell us the best way to reach you by providing us with a phone number andjor email address? problems may you D Swollen or painful feet or D Other:
Phone Nuember L) Refused hawve? ankles D Refused
Email Addres L] Refused Do you take medication | L] No L] Disbetes
on a regular basis? [ wes ] High bleod pressure
WOLUMTEER: Thank you. Wi are almost finished. I'm going to ask you some information that will help u= in *ledications taking: L Refused
case there is an emergency or a health issue while you are staying with us. Do you need help Owe Oves:

Do you hawe an emengency contact ar is there someone who you are with regularly who we could reach out

b "+
ta? Ml of your infarmation will remain confidential. getting prescriptior ) L] Refused

Do you hawve a T R
Emengency Contact | Name:
iyl | Ame prescrigtion plan? [ Refused
Do vou have Medical LlYes LMo
Insurance? D Refused to provide information
WOLUNTEER: Did you come to the shelter in your own vehide tonight? [ Yes [ ko [ Refused Campany Name:
If yeu, what i the year/'make/model of your car? Aidras:
Viehicle ' BY 4R VOLUNTEER: Thank yow. Just to wrap up quickly, are you receiving any income, such as from a job ar from
Registration 5507 &re you getting any benefits like food stamps or health insurance through the county assistance
{Year) {Mlans) [ 7 [Wechicle IO it [State] {Plate) office?
Source of In Amount received last 30 d
L) Fas:  Mumber and State: L) Refused = — = -
LI Ma:  Why not?
Do you have a driver’s L Mo address

—s Would you like a termporary address? O ves O Mo
D Maeds transpartakion ta DV D cantar
D My ko the ares

D Cthirs

Who have you contacted to help with your
homeless situation?

licerse or Photo ID?

Did they help?

What is your immediate need?

Are you allergic to any foods so we can |NET L) Refused
make our kitchen staff here aware?

D TES, | am allergic too:




ROI Form — Release of Information
Should a guest want AHTN to speak on their
behalf to an outside agency such as Bucks
County Opportunity Council, PMH, etc. this
form allows AHTN to use the information
given in this Intake packet so to help the
guest with additional resources.

Should a guest NOT want to speak to an
outside resource, Intake Staff should ask if
they would like to speak with an AHTN
Mentor. If they do, then list the request here.

When a HOT Mentor is requested, Intake
Staff should notify the Shelter Coordinator so
they can pass the information to the Mentor
that evening.

%

AVTHORIZATION TO RELEASE
INFORMATION

Cllent Name _

Client Contact mlormation

Agency andd Contact Lo relsase Infoemation
Agency sod Comtact (o refease Infocmation
Aguncy and Contact 1o refease Information
Agancy and Contact 1o relase Information
Agency and Contact 1o refease Information

1, {Cllent Name) meroby give comaem that

Advocotes for Homaless & Those in Nead be prosdded sformution Fom above agency of
ngeeies and/oe stafl, regarding my treatmant, health, mental health, slstance atiuse, soecial

sorvion needs and any othar TOrmMaton et e 1o my continued care

EIFECTIVE FOR ONE YEAR FROM DATE SIGNID

CLAENT SIGNATUNE DATE |

Advecates for Homaless & Those n Noed
At rfanh minstey 1o halp tos Sarmsless and thase s el
PO Box 184 Fairtoss Wik, PA* 19000
wws hin og



