HARRIS COUNTY SHERIFF’S OFFICE
HEALTH SERVICES BUREAU
EARLY INTERVENTION PROGRAM

INTAKE/ASSESSMENT
Last Name First Name M. DOB Location
CPCDMS CODE RECORD OWNER SPN #
1. In the 6 months prior to incarceration, did you attend medical care services? [ ]Yes [ ]No
2. Areyou currently enrolled in:

[ ] Medicaid [ ] Medicare [ ] Private Ins.  [_] None [] Other:

Which clinic/facility did you attend for medical cares services:

4. Do you want to return to the same clinic/ facility? []Yes [ ] No
5. If not, which clinic/facility would you like more information about/referral to:

6. Have you ever received psychiatric services: []Yes [ INo
7. If yes, where:

8. If yes, what was the diagnosis:

9. Current Meds: SEE ATTACHED

10. Parole Status/Information:




BRIEF CLIENT ASSESSMENT

AREA OF NEED ASSFESS;ENT EXPLANATION OF NEED
Basic Necessities/Life Skills % mgeﬂeed
Education E mgegeed
Cultural/Linguistic Barriers % mge,f,eed
Employment/Income E mgeﬂeed
HIV Knowledge/Prevention -
Housing/Living Situation % mf,eﬂeed
Insurance Benefits (including ADAP) % mgel(\jleed
Medical/Clinical Linkage to Care -
Medical/Medication Adherence E mgel(\jleed
Mental Health/Psychosocial % mgeﬂeed
Substance/Alcohol Abuse E ngﬂeed
Transportation % mgegeed
Care Coordinator’s Signature Date
JIMS Booking / Alias
Release Date:
Court Date Last Name First Name oo
CD4 Date
VL Date
SPN# Race/Sex LOC.




