HoustoN HSDA — ORAL HEALTH CARE
CLIENT RECORD EVALUATION FORM

AGENCY: FILE #:
CRITERIA | SATISFIED? | Notes
CONSENTS
.. |:| Yes |:| No
Consent for service in the record. (] Partial [NA
Consent for exchange/release of : Yes : No
information in record. |:| Partial |:| NA
Proof of Client Rights and |:| Yes |:| No
Responsibilities. [ ] Partial [ INA
Proof of receipt of Grievance : Yes : No
Procedure. |:| Partial |:| NA
Proof of receipt by client of client |:| Yes |:| No
confidentiality policy. [ ] Partial [ INA
Proof that client feedback is regularly [ ] Yes [ INo
obtained about quality of services [ ] Partial [INA
ELIGIBILITY
. .. |:| Yes |:| No
HIV Diagnosis is documented. I:‘ Partial I:‘ NA
Residency in the Houston HSDA is |:| Yes |:| No
documented. [ ] Partial [ INA
Income no greater than 300% of the |:| Yes |:| No
Federal poverty level is documented. [ ] Partial [ INA
. e |:| Yes |:| No
Proof of identification. I:‘ Partial I:‘ NA
INITIAL CONTACT
Contact attempted/made w/in 24 |:| Yes |:| No
hours of case assignment. |:| Partial |:| NA
. |:| Yes |:| No
If contact not made, noted in record. [ Partial CINA
Subsequent attempts are noted. % gz:tial % EOA
INTAKE
Intake form'is completed w/i?n ' [ Yes [INo
ac'ceptable"ameframe of obtalm.ng [] Partial []NA
client’s written consent for services.
SERVICE COORDINATION
Client services indicate coordination |:| Yes |:| No
of activities. |:| Partial |:| NA
Documentation of assessment |:| Yes |:| No
referrals and linkages is in client file. |:| Partial |:| NA
Documentation of completion of
referrals and linkages, 11; indicated in % Yes . L]No
Partial |:| NA
assessment.




SERVICE COORDINATION (CONT’D)

Documentation of HIV primary care
provider contact information in file

|:| Yes

|:| Partial

|:|No
[ INA

Documentation of consultation
within HIV primary care provider

|:| Yes

|:|No

. . 1 |:| Partial |:| NA
prior to providing care
Documentation of client health |:| Yes |:| No
history information |:| Partial |:| NA

Documentation of CBC lab test
results within the last 6 months

|:| Yes

|:| Partial

|:|No
[ INA

Documentation of Viral Load and
CD4 lab results when medically
necessary.

|:| Yes

|:| Partial

|:|No
[]NA

Documentation of client health
history information is updated at
minimum, every six months or at
client’s next general dentistry visit.

|:| Yes

|:| Partial

|:|No
[]NA

Documentation of annual hard/soft
tissue examination

|:| Yes
|:| Partial

|:|No
[ INA

Documentation of oral hygiene

|:| Yes

|:|No

instructions provided annually [ ] Partial [INA
FILE FORMAT

Y
One record/file per client. E Pj:tial E EZ

Record is legible and in a consistent
format.

|:| Yes
|:| Partial

|:|No
[ INA

Client name is on all records.

|:| Yes

|:| Partial

|:|No
[]NA

Staff sign name on all entries in the
client record.

|:| Yes
|:| Partial

|:|No
[ INA

DOCUMENTATION OF SERVICE

TYPE OF SERVICE

DOCUMENTED?

NOTES

|:| Yes
|:| Partial

|:|No
[ INA

|:| Yes

|:| Partial

|:|No
[ ]NA

|:| Yes
|:| Partial

|:|No
[ INA

|:| Yes

|:|No

[ ] Partial [ ]NA
|:| Yes |:| No
|:| Partial |:| NA

Comments:




