
Newport Healthy Residents, Healthy Homes
Response Team Notes

ID#________ Enrollment #: __________

March 2007

Name (last): ________________________________ (first): ________________________ (MI): _____

Phone: (_____) _________________________ Alternate Phone: (_____) ______________________

Address/Apartment #: __________________________________________________________________

Stratification and Case Assignment

Please note all relevant factors to be considered:

Asthma: _______________________________________________________________________________

_______________________________________________________________________________________

Housing/Environmental: __________________________________________________________________

_______________________________________________________________________________________

Medical Home/Health Insurance: ___________________________________________________________

_______________________________________________________________________________________

Smoking: ______________________________________________________________________________

_______________________________________________________________________________________

Other Health or Social: ___________________________________________________________________

_______________________________________________________________________________________

Team Member assigned to make initial home visit: ____________________ date opened: ____/____/____

Arrange Initial Home Visit

Please document all attempts to contact resident for initial home visit

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Did resident agree to initial home visit? Yes No
If yes, note date and time of visit: ____/____/____ at ___:_______ am pm



Newport Healthy Residents, Healthy Homes
Response Team Notes

ID#________ Enrollment #: __________

March 2007

Name (last): ________________________________ (first): ________________________ (MI): _____

Phone: (_____) _________________________ Alternate Phone: (_____) ______________________

Address/Apartment #: __________________________________________________________________

Case Notes (Home Visits, Referrals, and Action Plan)

Please note all contacts with the resident and referrals. Add additional Note pages as necessary.

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________
_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________
_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________



Newport Healthy Residents, Healthy Homes
Response Team Notes

ID#________ Enrollment #: __________

March 2007

Name (last): ________________________________ (first): ________________________ (MI): _____

Phone: (_____) _________________________ Alternate Phone: (_____) ______________________

Address/Apartment #: __________________________________________________________________

Case Closing and Final Status

Please complete the following:

Date case closed: ____/____/____

Final Status:

All action plan items concluded

Family declined initial participation (declined first home visit)

Family withdrew (completed initial home visit but stopped before completion)
Family moved to new location outside of Housing Authority

Family moved to new location within Housing Authority

Other, please describe: _________________________________

Name of staff member closing case: ______________________________________________________

Notes
_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________
_______________________________________________________________________________________

_______________________________________________________________________________________
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ID #: ___________


