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Date:__/_ f Macon County Continuum of Care Engagement Point Communlty Coordinated Entry
Staff Member Brlef Assessment For Homefess or At-Risk Supports

Agency/Engagement Polnt

The goal of this assessment Is 1o coordinata and quickly connect individuals requasting servicas to avallahla supports without blas, This may ba done as a part of a
program Intake, or stand alone as an eutreach effort, referral, ar phone contact, You may use this form to collect the data, or another format which collects the
saimne data in order to communicate it to outraach, All data points under BASIC INFO ara raquired unlass refarred to DV,

Instructions: Please ask the following questions, marking the answers providad. If the Individual needs an Interpreter, please call HB
outresch to complete the assessment over the phone using our Language Line.

1, Areyouinjured/sick/unsafe at thistime? ¥ N
a. If Yes. Do you nead help contacting police/EMS? Y N
. 1f No. Go to question 2,
i, IfYes,
1. Phenhe only - What is your current locatlon and call back number If we get disconnected?

’) [__.)__.

2. Skip to demagraphics/contact question Basic Info and call 911 for help keeping them on the line
If possible,
b, If No. Go to guastion 2.
2. What can we assist you with?
a. If Housing/Shelter/place to stay. Go to quastion 3.
b. If other non-housing, skip to Baslc Info to capture information and then follow individual agency referral process,
3. [saryone abusing or attempting to control or coerce you? Y N
a. [f yes, Connect to 217-423-2238 (24/7 Domestic Violence Hotline).
b. Ifno. Golo question 5,
4, Do you have a safe place to stay tonight? ¥ N
a. If yes. Go te question Basic Info,
b. I No. Are you looking for shelter because you are fleeing or escaping someong you were staying with/living with?
Y N
I If yes, Connect to 217-423-2238 (2477 Domastle Violence Hotline),
il. IfNo. Go to question 5.
3. Dovyou have a relative or friend who could help you tonlght? ¥ N
. Ifyes. complete Baslc fnfo and follow through to divert If unable to divert ask again. This may take a few attempts.
b. If no. go to question 6.

6, s there anyone whom | could speak to on your behalf to help get/keep you off the street? ¥ N
a.  If yes. complete Basic Info and follow through to divert if unable to divert ask again. This may take a few attempts,
b, If no. go to question Basic Info,
BASIC INFO

I'd like to get some hasic information and contact someone at on your behalf,
Do 1 have your permissiontodothat? ¥ N
Canlgetjust afew detalls? ¥ N

Name Do you need help for an individual or family group?
DOB IND  FAM If family, how many?
Gender Any member In household a Veteran? YES NO
Race/Ethnicity Where can they contact you to follow up?
Income/SNAP Location:

Phone: { ) -

ALLHQUSING Call Homeward Bound Outreach to speak to Outreach/Intake 217-362-7700,
{After Hours: if Possible provide bed until the next business day, If not call the after-hours line 217-619-5742
ALL non-housing/diverted send basic Info and outcome/referral to gutreach@doveinc.org



gm@
Homewaid Bound Program Intake Form

Application Pate: Program Enroliment Date:

Appllcant (Head of Housalwld) Information:

First Name: Last Nama:
Middle Name: Suffi

Mame Data Quality: [ Full Name Reported [ Partial, Street Name, or Code Name reported [3 Client Doesn't Know E1 Cllent Refused [ Data Nok Collectad

Date of Birth: / / [ Fult DOB Reported [ Partlal Monthy/Year I Parttal Day/Vear [ Client Doesn't Know £ Client Refused [ Data Not Collacted

Soclal Security Number: N - (71 Fuli SSN Reported [ Approximate or Partial $5N Reperted [ Cllent Doesn't Know L Client Refusad

L1 Data Not Collacted
Gender: [J Male [1Female [ Trans Famale (MTF or Male to Female) [ Trans Male (FTIM or Female to Male) [2 Gender Non-Conforming (.. not exclusively male or female
£1 Cllang Dogsk't Xnow [ Client Refused [ Transgander Unknown [2 Transgendar U Unknown [ Data Not Collectad

Primary Language: O Englisk O Spanish [ French 2 Pertuguese T 0ther [ Unknown If Other, please spacify:

Race: [] White [ Black or African Amarican [ Aslan [T Amerlean Indlan or Alaska Native I Native Hawalian/ Pacific Isfander [7] Client Doesn't know [ Client Refused
[] Data Nat Callacted
Ethnicity: T Non-Hispanic or Latino 1 Hispanic or Latino 0 Client Doesn't Xnow LI Cllent Refused [3 Data Mot Collected

Highest Grade of Education Completad: L (K-8 (3 High Scheol Ll Some College I College Degree [ Cllent Doesa’t Know [ Client refused [ Data Not Collected

Veteran Status: Have you ever been on active duty in the U.S, Milliary? [ Yes [ No [J Client doesn’t know [ Cllent refused L] Data Not Collected

Call Phone: Home Phone: Waorlk Phona:
Malling Address: Emall:
Emergency Contact Name and Phone Number:
Prior Zip Code (Numbers Qnly):

Ppdatnd LEE N

P !



Tyhe of Resldence (Residence Prior to Program entry):

[ Emergency Shelter, including hotel or motel pald for
with amergency shelter voucher

[ Place not meant for human habitation

LI safe Havan

[1 Interim Houslng

INSTITUTIONAL SITUATION

1 Foster care homa/foster care group home

[t Hospltat or other residentlal nan-psychistric medicat
facillty

1 Jail, prison, or Juvenile datentlon faclity

[1 Long-term care fadllity or nursing home

Length of stay In tha prior lylng situation

[l One day or tess

L1 Twa days to one waek

[1 More than one week, but less than one month

Approximate date homelessness started:

[ psychiatric hospltal or other psychiatric facllity

[T Substance abuse treatment facillty or detox center
TRANSITIONAL AND PERMAMENT HOUSING SITUATIDN
[2J Hetal or mote! paid for w/e emergency shelter voucher
L1 Owned by cllant, no ongoing housing subsldy

U1 Owned by cllent, with angolng housiag subsidy

(1 Permanent housing {other than RRH) far formerly
homeless persons

I} Rental by cllent, no ongoing howusing subsldy

[ Rental by cllent, with other housing subsldy (Including
RRH)

[ One ta three months
[ More than three months, but less than one year
U1 One year or langer

[ Staying or living In a famlly member's oom, apartment/
hause

LJ Staylng er lving in a frignd’s room, spartment or house
2] Transittonal housing for homeless persons (Including
homeless youth)

[ Rental by cllant, with GPD TID subsidy

[ Residentlal project or halfway house with no homeless
criterla

[J Cllent doesn't know

[ Client refused

[ Data Not Collectad

[J Cllent doesin't know
3 Cllent refused
[t Data Not Collacted

(Regardless of where they stayed fast night) Number of tlmes the cliant has been on the streets, in Emargency Shelier, or Safe Haven In the past three years including

today;

[1 Neverin 3 years
71 One Time

L1 Two Times

Total number of months homeless an the streats, in Emergency Shelter, ur Ssfe Haven in the past three yeaars:

1 One Monzh (this time Is the first month)
2
3
[i4
s
06

L1 Threa TImas
L Four or mere times
[ Clitant doesn’t know

a7
[18
19
110
[1a1
L)1z

[ Cliant refused
[J] Data Not Collected

i Mora than 12 Months
L] Client doesn’s know
[ Cllent Refused

[71 Data Not Collected



Domestic Vlolence Surviver? [T Yes TINoe [T Cllent doesn’t know Ul Client refused [ Data Not Collacted

If "YES” \Whan experience oceurred?

[71 Within the past three months
[ Three to she months ago {excluding slx months

exactiy)

L1 six months to one year ago (excluding one year
exactly)

[ One year ago, or more
2 Client dogsn't know

{1 CHlant refused
L1 Data Nat Collected

If “YES” Are you currently fleeing? {1Yes LI No Tl Don't Know [ Refused [ Data Mot Collected

Household Demographics

Household Membsr

Data of Birth

Soclal Security Number

Gender

Relationship te Head of Rate/Ethniclty

Hougahold

Highest Grade In
School [ALL)

2

Pragnaney Status for ANY Household Member; Il Yes [1No [ Clieat doesn't know {3 Cllent refused

Gandg
I m Femple
M = Male
TF = Transgender female
TH = Transgondar mals
NI = Ggndar-
noncehforiming

al Categorlng:
A = Afrlcan Amarican/Black

Al = Apnerfcen Indian or Alasks |

Native

A8 = Astan

H = Native Hawalian/Pacifie
Isinnder

MRt = Multiple Races

‘W e White .

Ethnlcity
NH/NL = Mon-Hispanic or Lating
H/L w Hisparic or Lating

If*Yest" DueDate /.. [/




Income recelved from any source? O Yes [ No [ Client doesn’t know [ Client refused

Manthly Amount 0 Monthly Amount

ONny § VA Non-Service-Connected Disability | INDY &

Unemplayment Insurance .
' Pension

CINEIY % Pansion or Retlrement Income from | IINDY 8

Earned/Emploved Income
: a farmer job
Supplemental Sequrlty Incama ($S1) ONElY 3§ Child Support Ny &
Soclal Security Dlsablfity Insurance (SSDI { ONLCIY & Allmony or other spousal suppott CENElY &
VA Service-Connected Disabillty PNDY $ , . OnOyY §
L Worlet's Compensation .

Compensatlon .
Private Disability Insurance BONCIY & Cther Source, Specify QAN0Y $
Retlvement Income From Saclal Securlty [[INTIY 5
General Asslstance {GA) LNy %
Temporary Assistance for Needy Familles | LINDIY 3§ .
{TANF) AT 1 ¢

Mon-cash benafit from any source? 1Al Clients) [ Yes [T No [ Client doesn’t know I Client refused

Non-cush benafits recelved by or on behaif of a minor child should be recorded as port of the household lncome under Heatl of Househald

Head of Household | HH Member 1 HH Maomber 2 HH Mamber 3 HH Mernber 4
YES/NG YES/NO YES,’NO YES/NO
(SNAP) Food Stamps
Spacial Supplemantal Nutrition Program far WIC
TANF Childcare Services
TANF Transportatlon

Other TANF Fundad Services

Section 8, Publlz Housing or Rental Assistance

Temporary Rental Assistance

Cllent Doesn't Know

Client Refused

Other (Please Speciy)




Insurance

TYPE OF INSURANCE YES/NO IF NO (* Nate: This is NOT Required, except for HOPWA Programs)
Madicaid O apglied; declsion pending [ applied; dllent not allglble 1 did net apoly T insyrance type N/A
[ client doesn’t know [ client refused [J data not collected
Medicare [T applied; declslon perding [J appliad; cllent not eligible K did not apply CJ insurance type N/A

{3 cllent doesn’t know [ dlent refused [J data not collected

State Chlldren’s Haalth Insurange Program
{CHIP)

1 applled; declslon pending [J applled; cliant not eligible L1 did not apgly L1 Insurance type N7A
[ client doasn‘t know 12 client refused [l data not collected

Veterans Administration {(VA) Medical Services

[ applled; declsion pending [ applied; cllent not eligible O did not apply T Insurance type N/A
£ cliant doasnt know [ client refused [ data not collected

Employer-Provided Health nsurance

L applied; decislon pending [1 applied; cllent not eligible L did not apply [ Insurance type N/A
[ dlient doesn’t lmow O] dient refused O data not collected

Health Insurance obtained through COBRA

[ appliad; declsion pending 7] applied; ellant not eligible [ did not apply LY Insurance type N/A
Cl client doasn’t know L] cllant refused [ data not collacted

State Health Insurance for Adults

[ applled; declslon pending 03 applied; ¢ilent rot eligible L1 did not apply [ asurance type NjA
[l client doesn't know L client refused [ data not collected

Private Pay Health lasurance

[T applled; decislon pending [ applled; cilent not. eligibte CT did not apply [ iasurance type NjA
O client doesi’t know [ client refused [ data not collected

Indian Health Services Program

{J applied; decision panding C appllad; cllent not efigibfe T did not apply [} Insurance type N/A
[ client doesn’t know £ client refused [ data not collected

Other (Specify}

[3 applled; decislon pending [2) applied; cllent not eligible CT did not apply I Insurance type N/A
[ elient dogsn’t know [ dlent refused [ data not eollacta)




Disabling Conditlon (All Cllents)

Hesd of HH

HH1

HH 2

HH3

HH 4

't Kniow, Client Refused

Disaklin Condltlun s, No, Client D
TN A L

If yes, docu mentation of condition snd sauerltv onflle
Yes, Ne, Cllent Caasn’ Know, flant Refused

If yes, exprected to be of indefinita duration AND Impalr abillty to Hve Independently ves, No, Chent
Daesn't Know, Cllant Refused

If yes, currently receiving services/treatment for condition
Yes, Na, Client Doesr't Know, Client Refused

- Bavalopmental Dlsabillty Yas, Mo, Cilent Daesn't Knoi, Clent Refuced . o

If yas, documentation of condition and sevarity on file
Yes, No, Client Dossn't Know, Client Refused

If yes, expected to be of indefinite duration AND Impalr abllity to live Independently Yes, No, Cllant
Doesa"t Knaw, Client Refused

If yes, currantly recelving servicesftreatment for condition
Yas, No, Client Dogsn't Know, Client Refused

“Chronit Health Conditlan ves, wo, Client Goesn's know, Cllent Refusad - -

if yes, documentatlon of condliion and saverlty on file
Yes, No, Client Doesn’t Know, Client Refusad

if yes, expected to be of indefinite duration AND impalr ability to live Independently Yes, Mo, Cllent
Doesn't Know, Client Refused

If yes, carrently recelving servicesfireatment for condition

Yes, No, Cllant Doesn’t Know, Client ofused
& 1147 R GHEpEL v St seg : {

i yas, documentation of condition and severity on file
Yes, No, Cllenk Doasy't Know, Cllent Refused

i yes, axpected to be of indefinlte duration AND Impalr abllity to live independently Yes, Mo, Client
Doesn't Know, Cllent Refused

If yas, currently receiving sarvicasftraatment far condition

' lf yes, donumantatmn of cundltlon and severity on file
Yas, No, Cllent Doesn’t Know, Cllent Rgfused

i yes, axpected to be of indefinkta duration AND impair ability to live Independently ves, Mo, Cliant
Doasn't know, Cllent Refused

If yes, currently recelving servlces/treatment for condition
Yes, N, Cllant Doesn't Know, Client Refused




[ Veteran Information Collected 1 Not Applicable [ Data Not Collectad

DD214 Order Pate: / / D214 Recalva Date: / /
Service Connectad Disability: [ Yes 1 No

*Branch of mllitary: [1 Alr Force [ Army ] Marines [ Navy [ Coast Guard [ National Guard [3 Air Guard I Client Doesn’t Know O Client
Refused i) Other
Reserves: CTYes [ No

*Discharga status: [ Honorabla [ Generat under Honorahle Conditions O Under Other than Honorable Conditions [ Bad Conduct L
Dishenorable O Uncharacterlzed [I Don’t Know [ Refused

*Date Entared Service: / / *Date Separated Service: / /

Months of Active Duty: Campalgn Badge Veteran: [J Yas [l No

Stand Pown Event: [1 Yes [ No

Serve inaWar Zone: [ Yes [1No [ cClient Doesn’t Know [ Cllent Refusad

If YES, please select the War Zone Name: [ Afghanistan [ China, Burma, Indta £ Don't Know I Eurepe T Irag T Korea [ Laos and Cambodia 1
Notth Afrlca

[Z1 Othar 3 Persian Gulf [ Refused I South China Sea [ South Pacific [ Vietnam

*Months Served in a Warzone: “If Yas, Rocelvad Friendly or Hostile Fire:

*Theatre of Operations: [ Warld War i [] Korgan War U1 Vietnam War [ Persian Gulf War (Oparation Desert Storm) [ Afghanistan (Operation
Enduring Freedom) I Irag (Operation Iragi Freedom) [ Irag (Operatlon New Dawn) [ Other Peace-keeping Cperations or Military Interventlon

Particlpant Signature:




Vulnerability Index -
Service Prioritization Decision Assistance Tool

{(Vi-SPDAT)

Prescreen Triage Toel for Single Adults

AMERICAN VERSION 2.0

©2015 OrgCode Consulting Inc, and Cammunity Salutions, All Aghts reserved,
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VULNERABILITY INDEX ~ SERVICE PRIORITIZATION DECISION ASSISTANCE TOOL (VI-SPDAT)

SINGLE ADULTS AMERICAN VERSION 2.0
Administration
interviewer's Mame Agency £ Team
£ staff
E)Wolunteer
Survey Date Survey Time Survey Location
DD/MM/YYYY fo —

Opening Script
Every assessor in your community regardiess of organization completing the VI-SPDAT should use the
same introductory script. In that script you should highlight the following information:

the name of the assessor and their affiliation (organization that employs them, volunteer as part of a
Point in Time Count, etc.)

« the purpose of the VI-SPDAT being completed

that it usually takes less than 7 minutes to complete
that only "Yes," “No," or one-word answers are being sought

~ that any question can he skipped or refused

where the information is going to be stored

» that if the participant does not understand a question or the assessor does not understand the ques-

tion that clarification can be provided

the importance of relaying accurate information to the assessor and not feeling that there Is a correct
or preferred answer that they need to praovide, nor Infermation they need to conceal

Basic Information

First Name Niclkname Last Name

I wi;at language do you feet best able te express yourself?

Date of Birth Age Social Security Number Consent to participate

DD/ MM/YYYY fod D Yes ONe

92015 OrgCode Consulting Ine. and Community Solutions. All rights reserved. A
1(800) 355-0420  infodborgcodecom  www.orgcode.com



VULNERABILITY INDEX - SERVICE PRIORITIZATION DECISION ASSISTANCE TOOL {VI-SPDAT)

SINGLE ADULTS AMERICAN VERSION 2.0

A. History of Housing and Homelessness

1. Where do you sleep most frequently? (check one) O shelters
O Transitional Housing
) Safe Haven
O Outdoors

) Other (specify):

€ Refused

2, How long has it been since you lived in permanent stable ___Years  []Refused

housing?
3. In the last three years, how many times have you heen e L Refused
homeless?

B. Risks
&4, In the past six months, how many times have you...
a} Received health care at an emergency department/room? - [ Refused
b} Taken an ambulance to the hospital? . D1 Refused
¢} Been hospltalized as an inpatient? ... D Refused
d) Used a crisls service, including sexual assault crisis, mental . DlRefused

health crisis, family/intimate violence, distress centers and
suicide prevention hotlines?

e) Talked to police because you witnessed a crime, were the victim  ____ I Refused
_of & crime, or the alleged perpetrator of a crime or because the
-police told you that you must move along?

f) Staved one or more nights In a holding cell, jail or prison, whether ____ I1Refused
that was a short-term stay like the drunk tank, a longer stay for a
more serious offence, or anything in between?

5, Have you been attacked or beaten up since you've become BY BN B Refused
homeless?
6. Have you threatened to or tried to harm yourself or anyone Y EIN Refused

else in the last year?

1

©2015 OrgCode Consulting Inc. and Community Solutions, All rights resarved,

1(800) 365-0420  Info@urgcode.com  www,orgeade.com



VULNERABILITY IMDEX ~ SERVICE PRIORITIZATION DECISION ASSISTAMCE TOOL (VI-SPDAT)

SINGLE ADULTS AMERICAN VERSION 2.0

7. Do you have any legal stuff going on right now that may result Y BN B Refused
in you being locked up, having to pay fines, or that make it
more difficult to rent a place to live?

8, Does anybody force or trick you to do things hat youdonot K3y KN E¥Refused
want to do?

9. Po you ever do things that may be considered to be risky BY BN BRefused
like exchange sex for money, run drugs for someone, have

unprotected sex with someone you don't know, share a

needle, or anything ke that? '

C. Socialization & Daily Functioning

10.1s there any person, past landlord, business, bookie, dealer, K1Y EIN ) Refused
or government group like the IRS that thinks you owe them
money?

11. Do you get any money from the government, a pension, By N ElRefused
an inheritance, working under the table, a regular job, or
(i

12.Do you have planned activities, other than just surviving, that £1Y BN 3 Refused
make vou feel happy and fulfilled?

13.Ate you currenty ale to take ae of bsic needs like bathi, E! Y ] | &1 Refused
changing clothes, using a restroom, getting food and clean
water and other things like that?

14.Js your current homelessness in any way caused by a BY EIN ERefused
relationship that hroke down, an unhealthy or abusive
relationship, or because family or friends caused you to
become evicted?

©2015 OrgCode Consulting Inc, and Community Solutlons. All rights reserved, &
1(800) 355-0420  infn@orgcode.com  www.orgeode.com




VULNERABILITY INDEX ~ SERVICE PRIORITIZATION DECISION ASSISTANCE TOOL (VI-SPDAT)
SINGLE ADULTS AMERICAN VERSION 2.0

D, Wellness

15.Have you ever had to leave an apartment, shelter program,or BY EN ¥ Refused
ether place you were staying because of your physical haalih?

16.D0 you have any chronic health issues with your liver, kidneys, €Y ©N K Refused
stomach, lungs or heart?

17 If there was space available in a program that specifically By €N B Refused
assists people that live with HIV or AIDS, would that be of
interest ta you?

18. Do you have any physical disabilities that would limit thetype B1Y $£IN ElRefused
of housing you could access, or would make it hard to live
independently because you'd need help?

19,When you are sick or not feeling well, do you avoid getting Yy DN K Refused
help?

20.FOR FEMALE RESPONDENTS ONLY: Are you currently pregnant? QY KN EIN/Aor
Refused

2%,Has your drinking or drug use led you to being kicked outof 0y BN € Refused
an apartment or program where you were staying in the past?

22.Will drinking or drug use make it difficult for you to stay E1Y 8IN @ Refused
housed or afford your housing?

23, Have you ever had trouble maintaining your housing, or been kicked out of an
apartment, shelter program or other place you were staying, because of:

a) A mental health issue or coricern? BY BN ElRefused
b) A past head injury? BY EIN B Refused
¢} A learning disability, developmental disability, or other DY BN B Refused
impairment?
24, Do you have any mental health or brain issues that would Y KN £ Refused
make it hard for you to live independently because you'd need

help?

©2015 Orgode Consutting Inc. and Community Solutions. Al rights reserved, 7
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VULNERABILITY INDEX - SERVICE PRIORITIZATION DECISION ASSISTANCE TOOL {VI-SPDAT)
SINGLE ADULTS AMERICAN VERSION 2.0

25, Are there any medications that a doctor said you should be  8Y KN €1 Refused
taking that, for whatever reason, you are not taking?

26.Are there any medications like painkillers that you don't 8y DN D Refused
take the way the doctor prescribed or whera you sell the
dicati

27.YES OR NO; Has your current period of homelessness QY QN € Refused
been caused by an experience of emotional, physical,
psychelogical, sexual, or other type of abuse, or by any other
trauma you have éxperienced?

Scoring Summary

Recommendation:

0-3: no housing intarvention

47 an assessment for Rapid
Re-Housing

&+ an assessment for Permanent
Supportive Housing/Housing First

Follow-Up Questions

CGna reﬁular day, where is it easiest tofind  place:
you and what time of day is easiest to do .
so? tme: ;.. or Night

Is there a phone number and/or email phone: {___) -
where someone can safely %et in touch with
vou or leave you a message?

email:

Of¢, now I'd like to take your picture so that  El Yes #1No Reflised
it is easier to find you and confirm your
identity in the future. May | do so?

‘Communities are encou raged to think of additional guestions that may be relevant to the programs being
operated or your specific local context. This may include questions related to:

« military service and nature of + legal status in country » children that may reslde with
discharge « Income and source of it the adult at some point in the
. i - future
ageing out of care + current restrictions on where a - ‘
- mobility issues person can legally reside + safety planning

©2015 GrgCode Consulting Inc. and Community Solutions, All rights reservad. 8
11800} 355-0420 info@orgcoda.com  www.orgcode,.com



Family Service Prioritization Decision Assistance Tool

(F-SPDAT)

Assessment Tool for Families

VERSION 2.01
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FANHLY SERVICE PRIORITIZATION DECISION ASSISTANCE TOOL {F-SPDAT)
FAMILIES VERSION 2,01

A. Mental Health er Wellness e, Cognitive Functioning

* Has anyone In your family ever received any help with their
mental wellness?

* Do you feel that every member in your family Is getting all
the help they need for thelr mental health or stress?

* Has a doctor ever prescribed anyone in your family pills for
nerves, anxiety, depression or anything like that?

« Has anyone in your family ever gone to an emergency room
or steyed in a hospitol because they weren't feeling 100%
emotionally?

* Does anyone in your family have trouble learning or paying
attention, or been tested for learning disabilities?

* Do you know if; when pregnant with you, your mother did
anything that we now krnow can have negative effects on
the baby? What about whern you were pregnant?

« Has anyone in your family ever hurt their brain or head?

* Do you have any documents or papers about your family's
mental health or braln functioning?

* Are there other professionals we could speak with that have
knowledge of your farmily's mental heaith?

ny of the following among any family member;
[ Serfous and persistent mental illness (2+ hospitalizations in a mental health facility or
psychiatric ward In the past 2 years) and not in a heightened state of recovery currently
Ll Major barriers to performing tasks and functions of daily living or communicating intent
because of a brain injury, learning disability or developmental disability

Any of the following among any family member:
[} Helghtened concerns about state of mental health, but fewer than 2 hospitalizations, and/or
without knowledge of presence of a diagnosable mental haalth condition
&l Diminished ability to perform tasks and functions of daily living or communicating intent
because of a brain injury, learning disability or developmental disability

While there may be concern for overall mental health or mild impairments to performing tasks and
functions of daily living or communicating intent, all of the following are true;
It No majer concerns about the family's safety or ability to be housed without Intensive
supports to assist with mental health or cognitive functioning
L1 No major concerns for the health and safety of others hecause of mental health or cognitive
- functioning ability
LI No compelling reason for any member of the family to be screened by an expert in mental
health or cognitive functioning prior to housing to fully understand capacity

B All members of the family are in a heightened state of recovery, have a Wellness Recovery
Action Plan (WRAP) or similar plan for promoting wetlness, understands symptoms and
strate%ies for coping with them, and are engaged with mental health supports as necessary.

& [ No mental health or cognitive functioning issues disclosed, suspectad or observed,

©2015 OrgCode Consulting Inc. All rights reserved. 5
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FAMILY SERVICE PRIORITIZATION DECISION ASSISTANCE TOOL (F-SPDAT)
FAMILIES VERSION 2.01

B. Physical Health e Wellness

* How is your family’s health?

« Are you getting any help with your health? How often?

* Do you feel you are getting all the care you need jor your
family’s health?

* Any ilinesses like digbetes, HIV, Hep C or anything like that
going on in any member of your family?

* Ever had a doctor tell anyone in your family that they have
problems with blood pressure or heart or lungs or anything
like that?

s When was the last time anyone in vour family saw a doctor?
What was that for?

» Do you have a clinic or doctor that you usually go to?

= Anything goirg on right now with your family’s health that
you think would prevent them from living a full, healthy,
happy life? '

+ Are there other professionals we could speak with that have
knowledge of your family's health?

» Da you have any documents or papers about your family's
health or past stays in hospital because of your health?

Any of the following for any member of the family:

[ Co-occurring chronic health conditions

O Attempting a treatment protocel for a chronic health condition, but the treatment is not
improving health

Ll Pallative health condition

esence of a health issue among any family member with any of the following:

O Not connectad with professional resources to assist with a real or perceived serious health
issue, by choice

[11Single chronic or serious health concern but does not connect with professional resources
because of insufficient community resources (2.g. lack of availability or affordability)

[JUnable to follow the treatment plan as a direct result of homaless status

[CIPresence of a relatively minor physical health Issue, which Is managed and/or carad for with
appropriate professional resolrces or through informed self-care

[ Presence of a physical health issue, for which appropriate treatment protocols are followed,
but thera is still a moderate impact on their daily living

Single chronic or serious health condition in a family membar, but all of the following are true;
[ Able to manage the health issue and live a relatively active and healihy life

O Connected to appropriate health supports
O Fducated and informed on how to manage the health issue, take medication as necessary

related to the condition, and consistently follow these requirements,

O No serious or chronic health condition
L3I any minor health condition, they are managed appropriately
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C. Medication

*Has anyone in your family recenily been prescribed any
medications by g health care professional?

* Does anyone in your family take any medication, prescribed
to them by a doctor?

* Has anyone in your family ever had a doctor prescribe them
@ medication that wasn't filled or they didn't take?

* Were any of your family's medications changed in the last
month? Whose? How did that make them feel?

* Do other people ever steal your family's medications?

«Does anyone (n your family ever sell or share their
medications with other people it wasn't prescribed to?

+ How does your family store their medication and make sure
they take the right medication at the right time each day?

«What do you do if you realize someane has forgotten to
take their medications?

+ Doyou have any papers ordocuments about the medications
your family takes?

ny of the following for any family member;
L In the past 30 days, started taking a prescription which is having any negative impact on day
o day living, socialization or mood
[ Shares or sells prescription, but keeps less than is sold or shared
Ol Regularly misuses medication (e.g. frequently forgets; often takes the wrong dosage; uses
some or ail of medication to get high)
[ Has had a medication prescribed in the last 20 days that remains unfilled, for any reason.

d Any of the following for any family member;

O In the past 30 days, started taking a prescription which is not having any negative impact on
day to day living, socialization or mood

O Shares or sells prescription, but keeps more than is sold or shared

[ Requires intensive assistance to manage or take medication (e g., assistance organizing in
a pilthox; working with pharmacist to blister-pack; adapting the living enviranment to be
more conduclve to taking medicaticns at the right time for the right purpose, like keeping
nighttime medications cn the bedside table and moming medications by the coffeemaker)

] Medications are stored and distrisuted by a third-party

Any of the following for any family member:

[ Fails to take medication at the appropriate time or appropriate dosage, 1-2 times per week
[1Self-manages medications except for requiring reminders or assistance for refills
[ Successfully self—managmﬂg medication for fewer than 30 consecutive days

[ Successfully self»ma\na\gingr medications for more than 30, but less than 180, censecutive days

s Any of the following is true for every family member:

T No medication prescribed to them
L1 Successfully self-managi ng medication for 181+ consecutive days
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D. Substance Use

+ When was the last time you had a drink or used drugs?
What about the other members of your family?

« Anything we should keep in mind related to drugs/alcohol?

* How often would you say you use [substance] in a week?

+ Ever have a doctor tell you that your health may be at risk
because you drink or use drugs?

« Have you engaged with anyane professionally related to
your substance use that we could speak with?

s Ever get Into fights, foll down and bang vour head, do
things you regret later, or pass out when drinking or Using
other drugs?

» Have you ever used alcohol or other drugs in a way that
may be considered less than safe?

« Do you ever drink mouthwasn or cooking wine or hand
sanitizer or anything like that?

Note: Consumption thresholds: 2 drinks per day or 14 total drinks in ony one weeh period for mem; 2
drinks per day or 9 total drinks in any one week peviod for women.

[ An adult is in a life-threatening health situation as a direct rasult of substance use,
[ Any famlly member is under the legal age but over 15 and would score a 3¢, or,
0 Any family member Is under 15 and would score a 2+, or who first used drugs prior to age 12, or,
In the past 30 days, any of the following are true for any adult in the family...

O Substance use s almost dally (2t+ times) and often 1o the point of complete inebriation

[ Binge drinking, non-beverage alcohol use, or inhalant use 4+ timss

[J Substance use resul‘ting in passing out 2+ times

O An adult is experiencing serlous health impacts as a direct result of substance use, though not
(yet) in alife-threatening position as a result, or,
O Any family member is under the legal age but over 15 and would score a 2, or,
1 Any family member is under 15 and would score a 1, or who {irst used drugs at age 13-15, or,
In the past 30 days, any of the following are true for any adult In the family...
O Drug use reached the point of complete inebriation 12+ times
[T Alcohol use usually exceeded the consumption thresholds {(at least 5+ times}, but usually not
to the point of complete inebriation
A Binge drinking, non-beverage alcohol use, or inhalant use occurred 1-3 times

OO Any family member is under the legal age but over 15 and would otherwise score 1, or,
in the past 30 days, any of the following are true for any adult in the family...

[1Drug use reached the point of complete inebriation fewer than 12 times
O Alcohol use exceeded the consumption threshotds fewer than 5 thines

[1in the past 385 days, no alcohol use beyond consumption threshalds, or,
0 If making claims to sobriety, no substance use in the past 30 days

: L3 in the past 365 days, no substance use
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