
1 

 

NORTHEASTERN ILLINOIS HIV/AIDS CASE MANAGEMENT 

COOPERATIVE 

Pediatric AIDS Chicago Prevention Initiative 

 

 STANDARD OPERATING PROCEDURES 
 

The Northeastern Illinois Case Management Cooperative (the Cooperative) is a collective body 

of sub-contracted agencies providing case management services to HIV-positive individuals 

throughout the Chicago Eligible Metropolitan Area (EMA). The Cooperative is affiliated with 

the Service Providers Council of the AIDS Foundation of Chicago (AFC) and coordinated by 

AFC. The Cooperative, in existence since 1989, works to establish and maintain a consistent 

process of intake, assessment, planning, service coordination, referral, follow-up, and advocacy 

through which the needs of persons affected by HIV can be met. Constantly seeking to improve 

the quality of HIV case management services throughout the EMA and also to remain aligned to 

the ever-changing funding requirements and philosophical shifts in HIV service provision, the 

Cooperative operates under this set of Standard Operating Procedures (SOPs). 

 

This document describes a set of minimum standards for operational procedures that member 

agencies helping HIV+ pregnant or post-partum clients agree to perform.  These standards are 

not meant to replace or override existing standards in place at individual agencies, nor to provide 

comprehensive standards for agencies initiating HIV case management services. Instead they are 

an attempt to revise current standards of practice for the specific needs of HIV+ pregnant 

individuals.  These standards will be used by the Cooperative Governance and AFC staff in 

conducting utilization review. This document will serve as a ready reference to Pediatric AIDS 

Chicago Prevention Initiative (PACPI) member agencies in establishing services and be used in 

the orientation of new members to clarify Cooperative expectations. 

 

These Pediatric AIDS Chicago Prevention Initiative Standard Operating Procedures were 

adapted by the PACPI originating partners- University of Chicago Wyler’s Children’s Hospital 

and Mount Sinai Hospital in 2002. 

 

 

 

 

 

 

Reviewed by Governance Committee –pending
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CASE MANAGEMENT POLICY 

Case Management Process 

 

Subject: SOP 1 - Client Screening and Response Expectations 

 

 

PURPOSE: 

To set a minimum standard across Cooperative sub-contractors regarding consistent criteria by 

which clients are referred and/or assigned to case management services and to provide a 

minimum standard regarding the time frame for case managers to respond to referrals received 

by the AIDS Foundation of Chicago (AFC). 

 

POLICY: 

All infected persons seeking case management services or clients returning to case management 

after discharge/termination from the program will be assessed  

 

PROCEDURE: 

An individual needing case management services must contact or be referred to the Intake and 

Referral Associate at AFC.  PACPI Case Managers must respond to all referrals within 48 hours.  

If the referral comes in from the Hotline, the Case Manager on call must respond to the referral 

immediately.  

 

If the case management agency receives the client contact directly, AFC program staff must be 

contacted by phone prior to intake to ensure that the client is not already receiving services from 

another agency within the Cooperative.  When the screening is completed, AFC will provide the 

completed Screening Information Form to the agency to initiate the intake process. 

 

The client will be screened for the need for services. Demographic information will be gathered 

to help determine the appropriate agency for a client, given his or her culture and geographic 

location.  The client's expressed preference for a service site will be considered if possible.  If no 

preference is expressed, the client will be assigned to an agency that most closely matches his or 

her cultural and geographic community as well as the medical and social needs, whenever 

possible. 

 

The response time for a face-to-face intake appointment will be determined by the level of client 

need.  Client need is defined in five levels.  These levels should not be confused with HIV/AIDS 

diagnostic levels.  Criteria for determining level of care and the timeframes for response to 

clients in each level are presented below. 

 

The Cooperative and its member agencies will ensure that needed referrals for services are 

facilitated whether or not an individual is eligible for Cooperative services.  Completed screening 

information and any other related documentation will be retained as part of case management 

records and be made available for utilization review. 
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A clear determination for action based on expressed needs must be documented during the 

screening process.  Possible determinations include the following: 

 Client not eligible for case management services; 

 Client referred to an agency for case management intake; 

 Client does not want case management but is referred to another agency for another 

service; or 

 Client does not want case management services, only requests emergency financial 

assistance. 

 

Once the information is completed during the screening process, the Intake and Referral 

Associate at AFC informs the client that the case will be assigned to a PACPI case manager from 

an agency from the Northeastern Illinois Case Management Cooperative.   The client is also 

informed that he/she will be contacted by the case manager within 72 hours after completion of 

the screening questionnaire to set up an appointment for the initial intake, at this time the client 

will be assigned a crisis level. The client is also informed about the documentation required to 

complete the initial intake which includes:  

 

 Valid photo ID  

 Documentation of HIV status 

 Documentation of residency in the EMA 

 Income verification 

 

The Intake and Referral Associate must receive “verbal consent” to enter the basic demographic 

information into Client Track during the initial telephone interview and inform the client that 

he/she will be required to sign the Consent to enroll in Central Database at the first face to face 

appointment with the case manager. 
 

 

 

 

 

 

 

 

 



4 

 

 

Qualifying Criteria For PAPCI 

 

Enhanced Case Management 

  

Client must have 3 problems in category 1 to qualify for enrollment  

 

 

Category I 

Noncompliant for prenatal appointments 

Active drug use 

Homeless (living in the streets 

Newly diagnosed 

Illegal immigrant/undocumented 

Non-English speaking 

Domestic violence 

Mental health issues/developmentally delayed 

Three or more children at home 

Adolescent 

Recently released from jail 

 

 

 

 

Client must have 5 problems in category II to qualify for enrollment 

 

Category II 

Open DCFS case 

History of substance abuse 

Transportation needs 

Homeless, but lives with family or friends 

Not newly diagnosed with HIV but lives in denial 

Lack of support 

Long history of HIV but 1
st
 pregnancy 

Hotline call 
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Level IV 

 (Crisis Intervention) 

 

 

Crisis Criteria: A crisis is a psychosocial or medical problem expressed by the client or 

determined by the case manager that requires an immediate response.  This need may result from 

a medical or psychosocial situation that threatens the well-being of the client or the client's 

family.  Possible crisis situations include: 

 

! Suicidal thoughts or actions 

 

! Medical crisis requiring emergency intervention including labor and delivery or 

emergency pregnancy terminations. 

 

! Recent discovery or change in HIV status and request for immediate supportive 

counseling 

 

! Threatened loss of housing, food or other vital resources. 

 

! Death of a family member or loved one and request for immediate supportive counseling 

 

! Domestic violence 

 

! Hospital admission required and no child care is in place 

 

! Child abuse or neglect, unattended young child, threats of harm against a child 

 

! Primary care provider suspects child abuse/medical neglect 

 

! Client at risk for prison or psychiatric admission 

 

! Client faces immediate disruption of HIV-related medications.  

 

This list is provided for guidance in determining the need for crisis intervention.  It is not meant 

to fully describe crisis situations or to limit interventions.  A crisis is decisive and a crucial event 

often determined by a client's reaction to a situation and a case manager's evaluation of the need 

for intervention.  It is important that the case manager be able to identify a crisis when it 

surfaces, attempt to mitigate or resolve the immediate problem, and use the negative event to 

enhance services. 
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Level III 
 

Level III Criteria: The client or family is not in crisis, but present need requires a priority 

response.  In this category are people with HIV/AIDS in the following circumstances: 

 

! Frequent and severe illness requiring hospitalization or multiple ambulatory care visits 

 

! Caregiver unable to care for self 

 

! Unstable or unsafe living situation 

 

! Progressive deterioration, physical or mental, requiring in-home services 

 

! Acute resource needs (housing, finance, food, mental health, or addiction services) 

 

! Possible child neglect or dependency, unsafe environment for children, minimal or no 

child care 

 

! Client request for Emergency Client Assistance only 

 

! Recent pregnancy/delivery with no stable prenatal care in place 
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Level II 
 

 

Level II Criteria:  The client or family has intermediate needs.  In this category are people with 

HIV/AIDS in the following circumstances: 

 

! Client is symptomatic with no primary care services in place 

 

! Symptoms and/or coping skills are interfering with client's ability to parent children or 

perform job 

 

! Inadequate or dysfunctional family or support system 

 

! Emotional difficulty because of HIV status 

 

! Requires assessment of ability to perform activities of daily living (ADL)  

 

! Requires assistance/advocacy for entitlements 

 

! Multiple needs for any combination of health, mental health, and substance abuse 

screening/services 

 

! Intermediate or long-range resource needs (housing, food, etc.) 

 

! Educational needs for HIV/AIDS self care, in-home care, HIV transmission risk/harm 

reduction 

 

! Children in household are receiving minimal or no counseling/support services; school 

attendance irregular; behavior problems reported 

 

! HIV+ client who requires reproductive counseling, expresses a desire to become pregnant 

 

! HIV+ client in early stages of pregnancy, receiving prenatal care or has a recent 

appointment scheduled, and is medically stable. 
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Level I 
 

 

Level I Criteria:  The client, family, or caregiver has clearly identified needs but is able to 

postpone or wait for intervention.  In this category are people with HIV/AIDS or family 

members and caretakers in the following circumstances: 

 

! Seeking education, support, and future planning assistance while maintaining health, 

employment, and daily living tasks 

 

! Asymptomatic, with no expressed stress or anxiety, seeking a primary care provider 

 

! Caregiver or family member seeking information, education, or other assistance 

 

 

 

In general, Level I cases should be closed after the intervention has resolved the clients identified 

needs.  The client is encouraged to contact the AFC or the cases management agency directly if 

additional information or services are needed. 

 

 

All level responses should be within a week of initial contact, and AFC must be contacted within 

the first week of contact.
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FORMS: 

Placement Screening Form 
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AIDS FOUNDATION OF CHICAGO 

Northeastern Illinois HIV/AIDS Case Management Cooperative 

Placement Screening Form 

 

 

STAFF COMPLETING: ______________________SCREENING DATE: ___ ___ / __ __ /__ __ __ __       

Introduction Script:  

As part of our screening process, we will be asking you some specific questions regarding your 

physical and mental health, your past experiences with substance use, and the types of services 

you are in need of.  In order to continue, I must obtain verbal consent to enter basic demographic 

information about you in the database. Do I have you permission? 

 

Your responses to the following questions will help us link you with the resources and services 

you need.  These questions will take approximately X minutes to complete and your answers are 

entirely confidential.  If there are questions you feel uncomfortable answering or don’t know the 

answer to or don’t want to answer, just let us know and we can skip the question.  

 

Consent Is it okay to get started? 

1- Yes           [GO TO P1] 

2- No            [END CALL] 

 

 

                   PRE-SCREENING QUESTIONS: 

 

PACPI P1. [If female, ask:] Are you currently pregnant? 

1- Yes   

2- No 

Incarc P2. Have you been incarcerated during the past 12 months? 

1- Yes   

2- No 

Client P3. Is this a new or existing client?  

1- New client   

2- Existing client  
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GENERAL INFORMATION 

HRSA ID:  

 

______ 

 

______ 

 

______ 

 

______ 

 

_____  

_____ 

 

_____  

_____ 

 

_____  _____ 

 

______ 

the first 

letter of 

the 

client’s 

first 

name 

the third 

letter of 

the 

client’s 

first 

name 

the first 

letter of 

the 

client’s 

last 

name 

the third 

letter of 

the 

client’s 

last 

name 

their 

numerical 

month of 

birth 

(MM) 

their 

numerical 

day birth 

(DD) 

Their two-

digit 

numerical 

year of birth 

(YY) 

 code for gender 

(1=male 

2=female 

3=Transgender). 

 

Name 1. What is your full name? _______________________    

_________________________________________ 

    (first name)   (last name) 

 

DOB 2. What is your date of birth?   ____ ____ / ___ ___ /___ ___ ___ 

___ 

 (month)         (day)              

(year) 

SSN 3. What is your social security number? 
 

___ ___ ___--___ ___--___ ___ ___ 

___ 

Gender 4. What is your gender? 

1- Male                        3-   Transgender (Male to female)                      -8 Don’t know 

2- Female                    4-   Transgender (Female to male)                      -7 Refused 

 

Relate 5. What is your current relationship status?  

1- Single, never married 5-    Engaged                      -8   Don’t know  

2-    Divorced                6-    Partnered                   -7   Refused 

3- Widowed                7-    Separated 

4- Married   8-    Other 

Housing 6.  What is your housing 

status? 

 

INSTITUTION 

1- Hospital 

2- Jail, Correctional 

facility 

3- Psychiatric Hospital 

4- Substance Abuse 

Facility 

 

 

TRANSITIONAL/TEM

PORARY 

5- Group or Foster 

Home 

6- Supportive 

Housing Unit 

7- Transitional 

Housing 

 

 

HOMELE

SS 

11- Shelt

er 

12- Stree

t 

 

 

PERMANENT 

13- Rental Unit 

14- SRO 

15- Homeownership 

16- Live with Friend 

17- Live with Family 
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 8- Hotel/Motel 

9- Temporarily with 

a Friend 

10- Temporarily with 

Family 

 

 

 

 

Address 

 

Zipcode 

 

7. What is your 

address? 

 

______________________________________ __________________,  

_________ 

 (street)      (city)      (state) 

___ ____ ____ ____ ____ 

        (5-digit zip code) 

 

7a. Is it okay to send mail to this address?   

 

 

PhNumb

er 
8. What is your 

phone number? 
( ____ ____ ____ ) ____ ____ ____ - ____ ____ ____ ____ 

 

Hispanic 9. Are you Hispanic? 

1- Yes, Hispanic/Latino                         -8     Don’t know  

2- No, non-Hispanic/Latino                         -7     Refused 

Race 10. What is your race? 

1- American Indian or Alaska Native        -8     Don’t know  

2- Asian           -7     Refused 

3- Black or African American 

4- Native Hawaiian or Other Pacific Islander 

5- White 

 

Country 

 

11. In what country were you born? 

 

____________________________________________

___ 

 

Lang 

 

12. What is your primary language?  (If 

primary language is English, skip to next 

section.) 

 

____________________________________________

___ 

 

LimEng 

13.  Do you consider yourself to have limited English proficiency? 

1- Yes                                                        -8     Don’t know 

2- No                                                        -7     Refused 
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GENERAL HEALTH QUESTIONS 

 

GH1 1. When did you first test HIV-positive?   ___ ___ /___ ___ ___ ___ 

 (month)  (year) 

GH2 2. When did you last see a medical provider for HIV-related 

medical reasons?  This could include a check-up with an 

HIV medical provider or another primary care provider 

whom you may have seen for HIV-related reasons.   

___ ___ /___ ___ ___ ___ 

 (month)  (year) 

GH3 3. Where do you usually receive 

HIV medical care? 

_______________________________________________ 

GH4 4. Are you currently taking HIV medications, also known as antiretroviral therapy? 

1- Yes                                                                              -8     Don’t know 

2- No                                                                              -7     Refused 

GH5 5. In general, would you say your health is: 

1- Excellent                                                -8     Don’t know 

2- Very Good                                                -7     Refused 

3- Good 

4- Fair 

5- Poor 

 

GH6 6. Compared to one year ago, how would you rate your health in general now? 

1- Much better now than one year ago  -8     Don’t know 

2- Somewhat better now than one year ago  -7     Refused 

3- About the same as one year ago 

4- Somewhat worse now than one year ago 

5- Much worse now than one year ago  

GH7 7. Do you have any other health conditions besides your HIV diagnosis that affects your health 

negatively? 

1- Yes Specify: ________________________           -8     Don’t know 

2- No                                                                                -7     Refused 

 

Only ask Questions 8-11 if on ARVs: 

GH8 8. Now I am going to ask you some questions about your HIV treatment and HIV 

medications.  Thinking back over the past 30 days, please rate your ability to take all 

your HIV medications as prescribed. Would you say very poor, poor, fair, good, very 

good, or excellent? 

1- Very poor 4-    Good               -8     Don’t know 

2- Poor  5-    Very good               -7     Refused 

3- Fair  6-    Excellent 
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GH9 

GH10 

GH11 

From a scale of 0 to 10, where zero means not at all and 10 means completely, 

9. How confident are you that you can stick to your HIV treatment plan even when side 

effects begin to interfere with daily activities? 

10. How confident are you that you can integrate your HIV treatment into your daily 

routine? 

11. How confident are you that you can stick to your HIV treatment schedule when you 

aren’t feeling well? 

 

_____ 

_____ 

_____ 

 

 

SUBSTANCE ABUSE 

 

I am going to change topics and ask you about alcohol and drug use.  Remember that your responses are 

confidential.   

 

SAMISS1 1. How often do you have a drink containing alcohol? (Alcoholic drinks include one beer, one 

glass of wine, a mixed drink of hard liquor, or one wine cooler.  Each of these counts as one drink, 

unless they have double shots, which would equal two drinks.)  (If client does not drink, go to 

question #4.) 

0- Never   3-   2-3 times a week  -8     Don’t know 

1- Monthly or less  4-   4 or more times a week -7     Refused 

2- 2-4 times a month 

SAMISS2 2.  How many drinks do you have on a typical day when you are drinking? 

0- 1 or 2   3-   7 to 9                 -8     Don’t know  

1- 3 or 4   4-   10 or more                 -7     Refused 

2- 5 or 6 

 

 

 

 

  Never Monthly 

or less 

2-4 

times 

a 

month 

2-3 

times 

a 

week 

4 or 

more 

times 

a 

week 

 DK Ref 

SAMISS3 3.  How often do you have four or 

more drinks on one occasion? 

0 1 2 3 4  -8 -7 

SAMISS4 4. During the past 12 months, how 

often did you use non-

prescription drugs to get high or 

to change the way you feel? 

0 1 2 3 4  -8 -7 

SAMISS5 5. During the past 12 months, how 

often did you use drugs 

prescribed to you or to someone 

else to get high or change the way 

0 1 2 3 4  -8 -7 
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you feel? 

SAMISS6 6. During the past 12 months, how 

often did you drink or use drugs 

more than you meant to? 

0 1 2 3 4  -8 -7 

SAMISS7 7. How often did you feel you 

wanted or needed to cut down on 

your drinking or drug use in the 

past 12 months, and not been able 

to? 

0 1 2 3 4  -8 -7 

 

MENTAL HEALTH 

Now I am going to ask you some questions about your well-being or psychological health.   

 

  
Yes No  DK Ref  

SAMISS8 8. During the past 12 months, were you ever on 

medication/antidepressants for depression or nerve problems? 

1 2  -8 -7 

SAMISS9 9. During the past 12 months, was there ever a time when you 

felt sad, blue, or depressed for 2 weeks or more in a row? 

1 2  -8 -7 

SAMISS10 10. During the past 12 months, was there ever a time lasting 2 

weeks or more when you lost interest in most things like hobbies, 

work, or activities that usually give you pleasure? 

1 2  -8 -7 

SAMISS11 11. During the past 12 months, did you ever have a period lasting 

1 month or longer when most of the time you felt worried and 

anxious? 

1 2  -8 -7 

SAMISS12 12. During the past 12 months, did you have a spell or an attack 

when all of a sudden you felt frightened, anxious, or very uneasy 

when most people would not be afraid or anxious? 

1 2  -8 -7 

SAMISS13 13. During the past 12 months, did you ever have a spell or an 

attack when for no reason your heart suddenly started to race, 

you felt faint, or you couldn’t catch your breath? (IF respondent 

volunteers “only when having a heart attack or due to physical 

causes,” mark “NO”.) 

1 2  -8 -7 

  
Yes No  DK Ref 

SAMISS14 14. Are currently receiving any mental health treatment? 
1 2  -8 -7 

 

 

SERVICES NEEDED 

I am going to read to you a list of services and resources.  Please tell me which ones are ones that you 
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currently need.  Unfortunately, I cannot guarantee that we will be able to offer you these services. 

  Yes No  DK Ref  

SVC1 1. Housing or shelter, specify: 

____________________________________ 

1 2  -8 -7 

SVC2 2. Food or other basic needs 1 2  -8 -7 

SVC3 3. Dental services 1 2  -8 -7 

SVC4 4. HIV-Related Medical services  1 2  -8 -7 

SVC5 5. Non HIV-related medical services, specify: 

________________________ 

1 2  -8 -7 

SVC6 6. Pharmacy or medication services (for HIV or non HIV 

reasons) 

Specify: 

_____________________________________________________ 

1 2  -8 -7 

SVC7 7. Mental Health services 1 2  -8 -7 

 7a. [IF YES] Individual, group, or both?   

_________________________ 

     

SVC8 8. Vocational/job Training  1 2  -8 -7 

SVC9 9. Assistance with Benefits and Entitlements, such as Medicaid, 

SSI 

1 2  -8 -7 

SVC10 10. Drug or alcohol abuse treatment 1 2  -8 -7 

SVC11 11. Transportation      

 

If caller identifies more than one need, ask: 

SVC12 12. Of those services, which ONE is the most urgent 

for you now? 

_______________________________ 

 

FOLLOW-UP INTERVIEW 

FUI1 13.  The AIDS Foundation of Chicago may want to call you in the future to 

conduct a follow-up interview.  Would it be alright if we called you back at 

that time? 

 

1- Yes                                                          -8     Don’t know 

2- No                                            -7     Refused 
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           CASE MANAGEMENT POLICY 

Case Management Process 

 

Subject: SOP 2 - Intake 

 

PURPOSE: 

To set a minimum standard across Cooperative subcontractors regarding the process for gathering requisite 

intake information and assessing the client’s current needs. 

 

POLICY: 

Client intakes will be completed by the assigned case manager on a timely basis. PACPI Case Managers are to 

respond within 48 hours after receiving the referral to confirm request and to set up an appointment for the 

initial intake, documentation of eligibility, and an assessment of the client’s needs.  If the referral comes in from 

the Hotline, the case manager on call must respond immediately to the request.  

 

PROCEDURE: 

Intake is the process by which a case manager engages the client in a face-to-face contact to gather the 

information necessary to determine the initial assessment of need, document eligibility for services, and create a 

preliminary service plan. 

 

Intake may be conducted in an agency office, a client's home, or at a health or social service institution. In any 

case, the intake must be conducted in a confidential setting. 

 

During intake, the case manager will verify screening information and the need for case management services, 

explain the case management system and services provided, collect client data, and prioritize areas of need.  

Case managers will maintain client confidentiality regarding the information shared and describe the 

Cooperative’s confidentiality policy as well as the funded agency’s confidentiality policy to the client. 

 

With this information, the case manager will formulate and share with the client an assessment of service  

needs and suggest areas of focus for the service plan.  Either in the initial intake session or in a subsequent 

meeting with the client, the case manager and client will jointly develop a formal service plan that guides and 

structures the case management relationship. This service plan must be completed within 30 days of the initial 

contact with the client. 

 

Below is a list of all documentation that must be obtained to complete an initial intake assessment for PACPI 

Clients: 

 Client Screening Feedback Form (received from AFC) 

 Consent to Enroll in the Central Database 

 Consent to Participate in Case Management  

 AFC Release of Information 

 Case Intake Form* 

 Medical Assessment Form (completed by physician)   

 Photo ID 

 Proof of Residency:  Utility bill with client name and current address, driver’s license or state ID  

with current address, document issue by the state or federal government (i.e. motor vehicle registration 

form, a current Illinois voter registration card, or a current Medicaid card)  

 Proof of Income: Current pay stub, most recent W-2 form, unemployment benefits statement, most  

recent SSI/SSDI benefits statement. 

 Proof of HIV Status.  Client’s name must be in any of the following: medical assessment with  
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diagnosis identified, official lab results with any detectable viral load, positive ELISA and  

Western Blot, positive serology assay, positive DNA PCR assay 

 Client Rights and Responsibilities (agency-specific form) 

 Grievance Policy (agency-specific form) 

 HIPAA Policy (when applicable) 

 Updated Service Plan  

. 

 

 

* Must be entered into Client track within one week of the initial contact with the client.  

 

 

This list is also available in the Ryan White Initial Assessment Checklist, which includes specific information 

on each required item.  In cases where clients do not have income or health insurance, AFC will accept a letter 

signed by both the client and case manager affirming that the client has no source of income or insurance as 

adequate documentation. Case managers should utilize this tool when completing the intake. 

 

 

FORMS: 

Case Intake Form 

Ryan White Initial Assessment Checklist 

Consent to Enroll in Central Database and Participate in Case Management Services Form 

Consent to Release of Information Form (AFC form) 

Consent to Release of Information (Agency form) 
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AIDS FOUNDATION OF CHICAGO 
NORTHEASTERN ILLINOIS HIV/AIDS CASE MANAGEMENT COOPERATIVE 

 

MASTER ASSESSMENT TYPE:  ______ INTAKE     _____SIX MONTH REASSESSMENT 

DATE:       ____  ____   / ____  ____  / ____  ____           CLIENT ID #: _____________ 

 

AGENCY: ________________________CASE MANAGER: _________________________ Client Profile: 

LAST NAME:________________________  FIRST NAME: _____________________________ MIDDLE 

INIT:________ 

DOB:  ____ / ____/ ____  SS#:  ____ - _____ - _______  Don’t know/have SS#   Refused SS# 

CURRENT GENDER:           GENDER AT BIRTH:   

        

Single  Divorced  Widowed  Married  Partnered  

Separated  Other  

CONTACT INFORMATION 

STREET ADDRESS: ______________________________  CITY: ____________  COUNTY: ___________  

ZIP: ________ 

MAILING ADDRESS: _____________________________  CITY: ____________  COUNTY: ___________  

ZIP: ________ 

OKAY TO SEND MAIL?      

HOME PHONE:   (___  ) ___  ___  ___  -  ___  ___  ___  ___  MESSAGE TYPE: Any  Discreet  
None 

MOBILE PHONE:   (  __ ) ___  ___  ___ -  ___  ___  _ __  __    MESSAGE TYPE: Any  Discreet  
None _ 

WORK PHONE:   (  _    ) ___  ___  ___  -  ___           ___ MESSAGE TYPE:  Any  Discreet  
None _ 

E-MAIL ADDRESS:    E-MAIL TYPE:  Any  Discreet  
None    

ETHNICITY:   -Hispanic/Non-Latino/a 

RACE: (check all that apply)   

 -American    

   

 

COUNTRY OF BIRTH (ORIGIN):___________________      

PRIMARY LANGUAGE: _______________________ LIMITED ENGLISH PROFICIENCY?     

 Household Members                               

        

NAME  DOB/AGE                GENDER     RELATIONSHIP to 

CLT 

DEPENDENT?           ETHNICITY     RACE           

    Y / N   

    Y / N   

    Y / N   
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    Y / N   

Emergency Contacts 

NAME   RELATIONSHIP to CLT 

CONTACT 

AWARE  

CLIENT IS 

HIV+ 

PHONE: LEAVE MSG? 

  Y / N 
(       )____-

_____ 
Any/Discreet/None 

  Y / N 
(       )____-

_____ 
Any/Discreet/None 

 

NOTE: at this point in the electronic form you will be asked to record information about the assessment 

 

Referral Information:  

SOURCE OF REFERRAL (NON-AFC):  

    

    

 

Provider   

  

REFERRAL DATE: ____/____/ ______  REFERRAL PERSON: ___________________________    

AFFILIATION: _______________________________ PHONE #: ( __ __ __  )__ __ __ - __ __ __ __  

Additional Demographic Information: 

CLIENTS’ HIGHEST EDUCATION LEVEL COMPLETED:   ool 

Completed   
   TH

 -6
TH TH

-8
TH TH   TH   TH  

 TH
, No Diploma   

     

 

VETERAN  VETERAN DISABILITY STATUS:  _____ % ( FROM 1 – 100 PERCENT) 

 

LIVING ARRANGEMENT STATUS   

DATE THE CLIENT BEGAN THE CURRENT LIVING TYPE:  ____/____/______  Other    

Unknown/Unreported 

INSTITUTION    TRANSITIONAL/TEMPORARY   HOMELESS  

 PERMANENT 

al    

    

Facility   

   

    

Substance Abuse 

Facility   

   

    

Current Employment:   

 

CURRENTLY EMPLOYED?   
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IF YES, Hours worked last week: __________________________ 
 

Tenure:    
  

 
Looking for additional employment/increased hours?    
  

IF NO,    
Disability    

 Looking for work?      

Income Sources:                                 

 Has steady source of income    Minimal unstable 

income    No current income 

How much money did you receive from the following sources in the past 30 days? (SKIP IF NO CURRENT 

INCOME) 

CASH SOURCE       DESCRIPTION   

 AMOUNT 

Earned  Income (Employment)                 $           

Other household Income        $     

Unemployment Insurance        $           

Supplemental Security Income        $           

Social Security Disability Income        $           

Veteran’s  Disability Payment        $           

Private Disability Insurance        $           

Workers Compensation         $           

TANF        $           

General Assistance        $           

Retirement (Social Security)        $           

Veteran’s Pension        $           

Other Pension                 $           

Child Support        $           

Alimony/spousal support        $           

Partner/ Family Support        $           

Other Income                         $                    

NON-CASH BENEFITS 

 on benefits card        $   

        $   

        $   

        $   

        $   

        $   

Insurance Sources:                              

No Insurance  If no insurance, how are you receiving your medications? 

____________________________________ 

INSURANCE SOURCE   STATUS           PRIMARY?      Medications Covered?START 

DATE  END DATE 

Private Insurance  Pending  /  Applied  /  Active     Y / N   Y / N __/__/____

 __/__/____ 

Medicaid Pending  /  Applied  /  Active     Y / N   Y / N __/__/____
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 __/__/____ 

Medicare Pending  /  Applied  /  Active     Y / N   Y / N __/__/____

 __/__/____ 

ADAP  Pending  /  Applied  /  Active     Y / N   Y / N __/__/____

 __/__/____ 

IL All Kids Pending  /  Applied  /  Active     Y / N   Y / N __/__/____

 __/__/____ 

Illinois Rx  Pending  /  Applied  /  Active     Y / N   Y / N __/__/____

 __/__/____ 

CHIC Pending  /  Applied  /  Active     Y / N   Y / N __/__/____

 __/__/____ 

GA (General Assistance)  Pending  /  Applied  /  Active     Y / N   Y / N __/__/____

 __/__/____ 

Other Public Insurance Pending  /  Applied  /  Active     Y / N   Y / N __/__/____

 __/__/____ 

VA Benefits Pending  /  Applied  /  Active     Y / N   Y / N __/__/____

 __/__/____ 

Other Pending  /  Applied  /  Active     Y / N   Y / N __/__/____

 __/__/____ 

HIV Medical Care Assessment: 
HIV/AIDS STATUS:     HIV+?   DATE OF HIV DIAGNOSIS: __/__/____       

TRANSMISSION CATEGORY   MSM/Bisexual   MSM/IDU   IDU  

 Heterosexual   Transfusion   

 Hemophilia  Perinatal+   Undetermined/Unknown/Other   
 
CDC DEFINED-AIDS DIAGNOSIS?      DATE OF AIDS DIAGNOSIS: 
__/__/____      
 

DO YOU HAVE A FEAR OF HARM REGARDING DISCLOSURE OF YOUR HIV STATUS?  

 Fearful of sharing status   No fear of harm by sharing status   Fear of sharing due to past history of 

violence 

HOW WOULD YOU ASSESS YOUR KNOWLEDGE OF HOW HIV IMPACTS YOUR BODY? 

 No understanding of HIV disease   Basic understanding of HIV disease   Comprehensive understanding of 
HIV disease 
 
DO YOU CURRENTLY HAVE A REGULAR PLACE TO GO FOR YOUR HIV MEDICAL CARE? 

 

IF YES, 
 

- -  

 
HIV CARE PROVIDER INFORMATION     

 NAME: _________________________________    PHONE:  ___________________ 

 
TYPE OF PHYSICIAN (i.e., Infectious Disease, General Practitioner, Nurse Practitioner): 
_____________ 

 
ADDRESS: ______________________          HOSPITAL/CLINIC AFFILIATION:   
   

 __________________ 
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IF NO, 

WHY ARE YOU NOT SEEING A MEDICAL CARE PROVIDER FOR YOUR HIV? 
 
  
 

 
DATE OF LAST HIV-RELATED MEDICAL APPOINTMENT? ______/____/_______ 

IN THE LAST 6 MONTHS, HAVE YOU HAD A ONE-ON-ONE CONVERSATION WITH A 
HEALTHCARE PROVIDER ABOUT WAYS TO PROTECT YOURSELF OR YOUR PARTNERS 
FROM GETTING HIV OR OTHER SEXUALLY TRANSMITTED DISEASES?   

 

DATE OF MOST RECENT CD4 COUNT:   ______/____/_______  VALUE: _____ 

DATE OF MOST RECENT VIRAL LOAD:   ______/____/_______ VALUE: _____ 

HIV Medication and Readiness Assessment 
HAVE YOU RECEIVED COUNSELING ABOUT TAKING HIV MEDICATIONS OVER LAST 

YEAR:   

From whom:_____________________________ 

DO YOU HAVE ANY CONCERNS ABOUT BEING PRESCRIBED HIV MEDICATIONS: 

  

Notes:____________________________________________________________________________________

___ 

HOW WOULD YOU ASSESS YOUR KNOWLEDGE OF HIV MEDICATIONS AND HOW THEY 
 

Little of no understanding of HIV medications or how they work   
Some understanding of meds but not how they affect HIV   
Understand all meds and how they affect HIV 

DATE YOU LAST TOOK HIV MEDICATIONS:   _/____/__ (please include date if you don’t currently take 
HIV meds, but did in past) 

ARE YOU CURRENTLY PRESCRIBED MEDICATIONS FOR HIV:     Yes   No  

IF YES, 
e 

 

 How often do you feel that you have difficulty taking your HIV medications on time?  By 

“on time” we mean no more than two hours before or after the time your doctor told you to 

take it.  

 Never (4)    Most of the time (2)    All of the time (1) 

 

On average, how many days PER WEEK would you say that you missed at least one dose 

of your HIV medications?  

 -6 days/week (2)   -3 days/week (3)   

   
 When was the last time you missed at least one dose of your HIV medications?    

 -2 weeks ago (2)  -4 weeks ago (3)     

  

Never (6) 
 INDEX SCORE: _________  ( > 10 = good adherence / < 10 = poor adherence) 

IF NO, 

 
unavailable   

  
  reason____________  

Unknown 

General Health Assessment  

Excellent  Very good Good Fair 
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Poor  

HAVE YOU HAD A DIAGNOSIS OF STD IN LAST YEAR:  Yes    No 

IF YES, DO YOU NEED PARTNER NOTIFICATION ASSISTAN  Yes  No 

HAVE YOU HAD A DENTAL VISIT IN THE LAST YEAR:  

HAVE YOU HAD A NUTRITIONAL COUNSELING VISIT IN LAST YEAR:  

OVER THE LAST MONTH, HAVE YOU HAD PROBLEMS EATING OR PROBLEMS WITH 

WEIGHT LOSS? 

 Experiencing some problems eating, may have weight or abdominal problems  

 Many problems eating, may have advanced signs of wasting syndrome or other physical signs of eating 

problems   

 Not experiencing any weight problems or problems eating 

PRIMARY CARE SOURCE:  Private Practice   HMO  Comm. Health Ctr. 

 Hospital Clinic  

  Other Clinic Emergency Room   Other 

 None 

 

IS YOUR HIV PROVIDER ALSO GENERAL PRIMARY CARE PROVIDER? 

complete provider info) 

PRIMARY CARE PROVIDER NAME: ___________________________   

PHONE:  _______________  

TYPE OF PHYSICIAN (i.e., Infectious Disease, General Practitioner, Nurse Practitioner): 
____________________ 

ADDRESS:                   
HOSPITAL/CLINIC AFFILIATION:             
 ______________________ 

DATE OF LAST MEDICAL APPOINTMENT:   ___/___/_____ 

MEDICAL CONDITIONS THAT A DOCTOR, NURSE, OR OTHER MEDICAL PROVIDER HAS TOLD 

YOU THAT YOU HAVE:  

   

permanent numbness   

      

    

Tuberculosis              

      

ncer (Please specify type):    

Pregnancy Assessment: complete if pregnant currently or in last 6 months 

ARE YOU RECEIVING OR HAVE YOU RECEIVED PRENATAL CARE:     
Refused       

IF YES, WEEK ENTERED PRENATAL CARE:____________________    Don’t Know 

ESTIMATED CONCEPTION DATE:  ___/___/_____  Don’t Know      EXPECTED DUE DATE:  
___/___/_____  Don’t Know       

PREGNANCY OUTCOME:  Pregnant   Live Birth   Miscarriage   
Still Birth  Pregnancy Terminated  Refused 

DELIVERY TYPE:    Planned Caesarian Section   Emergency Caesarian Section 
 Vaginal Delivery  Not Applicable 
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ANTIRETROVIRALS PRESCRIBED?   Yes    No   Don’t Know  Refused 

Legal History 

 

CRIMINAL BACKGROUND:      

IF YES, CHECK ALL THAT APPLY: 

 

 

  -IL 

 

 

     

    

       

 bstance Abuse Centers    

    

Parole Officer (optional, if coordination desired): ________________________Phone: 

______________________ 

 

register as sex offender: (circle one)    adults     children   

 

 

Substance Use Assessment 

Type(s) of Drugs                                  Number of Days Used in Past 30 Days   # Years Used    Route of Use 

□ Cigarettes                                                         ______________                       _______    

__________________ 

□ Alcohol – any use at all                     ______________                       _______    

__________________ 

□ Alcohol to Intoxication                              ______________                       _______    __________________ 

□ Heroin                                                ______________                       _______    

__________________ 

□ Methadone                        ______________                       _______    __________________ 

□ Other Opiates/Analgesics                ______________                       _______    __________________                     

□ Cocaine or Crack                ______________                       _______    __________________                               

□ Amphetamines/Speed                                      ______________                       _______    

__________________ 

□ Marijuana/Hash                                                ______________                       _______    

__________________    

□ Hallucinogens /LSD/Mushrooms       ______________                       _______    

__________________ 

□ Inhalants/Poppers                                            ______________                       _______    

__________________ 

□ More than 1 substance in 1 day (incl. alcohol) ______________                       _______    

__________________ 

□ Refused  

 

How many times in your life have you been treated for . . . ?  (if none, code 0; if refused, code 77; if don’t 

know, code 88) 

Alcohol abuse l___l___l        Drug abuse l___l___l 

How much would you say you have spent during the past 30 days on: 
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Alcohol $__________ 

Cigarettes $__________ 

Drugs        $__________ 

Refused 

  Don’t Know 

Do you take steps to reduce the risks of alcohol or substance use?      

Do your friends, family, or legal system believe you have a problem with drug or alcohol use? 

 

Do you believe you have problems with drug or alcohol use?   

If yes, how many days in the past 30 days have you experienced drug or alcohol problems? l ___ l ___ l 

days 

How troubled or bothered have you been in the past 30 days by these alcohol problems?  (check one) 

  Not at all   Slightly   Moderately    Considerably   Extremely 

  Refused    Don’t Know 

How important to you now is treatment for these alcohol problems? 

 Not at all   Slightly   Moderately    Considerably   Extremely   Refused  

  Don’t Know 

How troubled or bothered have you been in the past 30 days by these drug problems? 

 Not at all   Slightly   Moderately    Considerably   Extremely   Refused  

  Don’t Know 

How important to you now is treatment for these drug problems? 

 Not at all   Slightly   Moderately    Considerably   Extremely   Refused  

  Don’t Know 

 
Mental Health Screener 

During the past 3 months, how much have you been bothered by emotional problems such as feeling anxious, 

depressed or irritable? 

 Not at all  Slightly  Moderately Quite a lot  Extremely    

During the past 3 months, how much did personal or emotional problems keep you from doing your usual work, 

school or other daily activities? 

 Not at all  Very little  Somewhat Quite a lot  Could not do daily 

activities    

In the past 3 months, have you considered harming yourself or others? 

     

During the past 3 months, were you ever on medication/antidepressants for depression or nerve problems? 

     

During the past 3 months, was there ever a time when you felt sad, blue, or depressed for 2 weeks or more in a 

row? 

                                 

During the past 3 months, was there ever a time lasting 2 weeks or more when you lost interest in most things 

like hobbies, work, or activities that usually give you pleasure? 

     

During the past 3 months, did you ever have a period lasting 1 month or longer when most of the time you felt 

worried and anxious? 
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During the past 3 months, did you have a spell or an attack when all of a sudden you felt frightened, anxious, or 

very uneasy when most people would not be afraid or anxious? 

                

During the past 3 months, did you ever have a spell or an attack when for no reason your heart suddenly started 

to race, you felt faint, or you couldn’t catch your breath? 

     

Is there any history of mental illness in your family?    Yes    No   Refused 

Have you ever been hospitalized for a psychiatric condition?   Yes   No  Refused  

 If yes, how many times? ______ Name of hospital (most recent) __________Dates of hospitalization: 

____/____/______   

Have you ever taken medication for psychiatric or emotional problems on a daily basis?  Yes   

  

 Please explain:                   

Current Mental Health Assessment 

 

Are you currently seeing a mental health professional?    

 Yes   No (skip to domestic violence section)  Refused (skip to domestic violence section) 

Provider name_________________________________Provider phone________________________ 

Provider type (therapist, counselor, psychiatrist, social worker, psychologist, 

Other________________________) 

How often do you meet with your mental health professional?________________________ 

Have you been able to follow through with doctors and counseling appointments? Yes  No    

 If no, please explain:  

Are you currently on medications for mental health issues?   Yes    No   (skip to mental health history 

section) 

Current Medications:          

Have you been able to follow through with taking the prescriptions? Yes   No  

 

What is the treatment for:   

 Schizophrenia        Depression       Bipolar Disorder      Personality Disorder  Anxiety Disorder      

 Others: ________________________________________________________   

 Was treated, but does not know diagnosis, but their symptoms are: 

____________________________________ 

 

Domestic Violence Assessment 

 

SPECIAL NOTE:  Please remember to notify your client before you being this series of questions if you 

are a mandated reporter in the State of Illinois and the possible consequences of their sharing this 

information with you.  If you are a mandated reporter, notify your client BEFORE YOU BEGIN THE 

ASSESSMENT, and ask them if they choose to decline this assessment.  If they decline this assessment, 

please indicate so and skip to the next Intake section.  Please remember also that this assessment is only 

for the purposes of service need planning and referral making.  It is not intended for any legal or client 

tracking purposes. 
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CLIENT DECLINES THIS ASSESSMENT: YES  NO  

 

 

 

 

Have you experienced anger that has caused you to want to hurt someone?    

 Yes and a state agency became involved due to signs of potential abuse 

 Yes and need help finding an appropriate release 

 Yes but was able to control anger and no harm was done 

 No   

 Refused   

 

Have you experienced domestic violence or abuse in past or present relationships?   

Refused 

If yes, when did the experience occur? 

 Currently experiencing domestic violence or abuse  

 A history of violence within last 3 months   

 A history of violence more than 6 -12 months ago 

 A history of violence more than one year ago 

 

Have you ever perpetuated violence toward a partner, child or others?          

Additional Assessed Service Needs 

TRANSPORTATION  

Able to meet transportation needs at this time 

Able to use public transportation, but need occasional help paying for it  

Have car or access to car but need occasional help paying for gas   

Need referrals to clinic/hospital van services 

Need assistance applying for RTA reduced fare card 

No means of transportation via self, friends/family, public transportation, van services, etc 

FOOD 

Able to meet food needs at this time 

Need referrals to food banks or for home delivered meals 

Need assistance applying for Public Aid (Link Card)  

Not able to access food pantries or Public Aid and need emergency food assistance (vouchers)  

NUTRITIONAL COUNSELING 

 

erral for nutrition education  

 

HOUSING 

Stably housed with no additional needs at this time 

Currently receiving ongoing housing assistance or in a supportive housing program 

Need referral to lower-cost housing options 

Current housing in danger and need financial assistance for rent, mortgage, and/or utilities 

OTHER SERVICE NEEDS 

Support Groups  

Rehabilitation/Job education  
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Cultural or linguistic services 

Assistance managing monthly bills  

Dental Care  - – Major   
Legal Services (For HIV discrimination and entitlements) 
Eye Care 

 
 

Program Eligibility 

Emergency Food Assistance Eligibility: 

 

Client affirms that they do not receive assistance from Public Aid (Link Card) 

Client affirms that they are not receiving food from Vital Bridges 

Client affirms that they are not able to access local food pantries 

Clients must meet ALL of the above eligibility criteria to receive emergency food voucher assistance. 

Client is eligible for emergency food assistance:  YES    NO    

Client requests food services   YES    NO   

 

CTA/PACE/METRA Services: 

 

Client’s income is at or below 50% of the area median income to be eligible. 

Client affirms that he/she has no family or friends that can transport him/her to appointments 

Client affirms that there are no clinic/hospital van services available  

Client affirms that he/she does not have an RTA reduced fare card and is not eligible 

Client affirms that he/she does not have an active medical card 

Clients must meet ALL of the above eligibility criteria to receive CTA/Metra/PACE transportation assistance. 

Client is eligible:  YES     NO     

Client requests fare cards  YES    NO   

 

Taxi Services: 

*Client’s income is at or below 50% of the area median income to be eligible. 

*Client affirms that he/she has no other transportation resources available to them. 

*Client affirms that he/she does not have an active medical card.  

*Client affirms that he/she does not have an RTA reduced fare card and is not eligible. 

Client has demonstrated difficulty ambulating (i.e. cannot climb stairs, cannot walk more than 20 

feet) 

Client has a documented physical disability that impedes safe access to public transportation. 

Client affirms that public transportation does not serve point of origin or destination. 

Client affirms that he/she is traveling with two or more infants or toddlers. 

 

*Client must meet ALL of the first four eligibility criteria and at least one of the remaining four eligibility 

criteria in order to be eligible to receive taxi transportation assistance.   

 

Client is eligible:    YES      NO    

Client requests taxi services    YES    NO   

PROGRAM ENROLLMENT CHANGE INFORMATION:  

AULT TO LAST ASSESSMENT (NO CHANGE) 

DISCHARGE INFORMATION:      EFFECTIVE DATE OF DISCHARGE:  ____/____/________   

REASON FOR DISCHARGE:  Administrative discharge  

 

Whereabouts 
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unknown  

TRANSFER INFORMATION:   EFFECTIVE DATE ___/___/____  NEW PROGRAM:  

 

      NEW CASE MANAGER  _____________________   AGENCY  _______________________________ 

I have participated in the completion of this document for planning of my care.  I certify that all 

information provided is accurate and truthful to the best of my knowledge.  I understand that I may 

deemed ineligible for services based on some of the responses to these questions. 

 

 ______________________________________                           _____/____/_________ 

Client or Legal Guardian signature                                                            Date 

______________________________________                           _____/____/_________ 

Case Manager                                                                                           Date 

 
*At intake ONLY, acceptable documentation of serostatus, Photo ID, and proof of residency must be provided 

by the client and recorded in the client case management record.   
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Ryan White Initial Assessment Checklist 

(To be completed at intake for all Ryan White clients) 

 

Forms/Documentation      Date Completed/Received 

 

Client Screening Form (received from AFC)    ____________ 

Consent to Enroll in Central Database (AFC form)   ____________ 

Consent to Participate in Case Management (AFC form)  ____________ 

AFC Consent to Release Information (AFC form)   ____________ 

Case Intake Form (pages 1-12) (AFC form)    ____________ 

Medical Assessment to Physician (AFC form)  Date Sent: ____________ 

          Date Received: ____________ 

Client Photo ID (Drivers License/State ID)    ____________ 

Client Proof of Residency       ____________ 

 Utility bill with client name and current address 

 Driver’s license or state ID with current address 

 Documents issued by the state or federal government  

(i.e. a motor vehicle registration form, a current Illinois  

voter registration card, or a current Medicaid card)  

 Current rental or lease agreement with client name 

Client Proof of Income       ____________ 

 Current pay stubs – 1 month’s worth   

 Most recent W2 forms 

 Unemployment Benefits Statements  

 Most recent SSI benefits statement  

 For clients with no income, a verification letter must be  

completed, signed and dated by client and cm  

Client Proof of HIV Status       ____________ 

Client’s name must be on any of the following: 

 Medical Assessment with diagnosis identified  

 Official lab result with any detectable viral load  

 Positive ELISA & Western Blot  

 Positive Serology assay  

 Positive DNA PCR assay  

Client Rights and Responsibilities (Agency Form)   ____________ 

Client Grievance Policy (Agency Form)     ____________ 

HIPAA Policy (when applicable) (Agency Form)    ____________ 

 



32 

 

CASE MANAGEMENT POLICY 

Case Management Process 

 

Subject: SOP 3 – Confidentiality and Releases of Information 

 

PURPOSE: 

To set a minimum standard across Cooperative subcontractors regarding ensuring confidentiality of client 

records and the process for legally releasing client information. 

 

POLICY: 

All client information is confidential and must follow appropriate protocols before it can be released. Case 

managers must inform clients of confidentiality protocols and have clients sign all requisite confidentiality 

policies and releases at intake and annually thereafter (when appropriate). 

 

PROCEDURE: 

Confidentiality ensures that information regarding a client's HIV status (positive or negative), behavioral risk 

factors, or use of services cannot be released without his or her documented consent.   The Cooperative has 

established written policies and procedures that are in compliance with the Illinois AIDS Confidentiality Act.  

Subcontracted agencies must take the necessary steps to ensure that their practice conforms to these policies and 

procedures. 

 

For the purposes of planning and funding, the AIDS Foundation of Chicago (AFC) must also ensure that 

reporting requirements accurately depict client-level service utilization while protecting client identity and 

ensuring the highest possible standard of security. Case managers are required to counsel clients regarding this 

policy. 

 

Consent to Enroll in Central Database and Participate in Case Management Services Form 

 

All clients requesting case management services must be informed of and sign the “Consent to Enroll in Central 

Database and Participate in Case Management Services” form at intake before any services can be provided and 

reported.  This form sets the expectations for client contact for case management services and the consequences 

of non-compliance, abuse and threats, and other safety concerns. This form allows for the entry of client 

identifying information into AFC’s client-level data system and the verification of the client in the system.  No 

identifying information can be collected without the additional signature on a Consent for Release of 

Information. 

 

Cooperative Consents must be obtained at the time of case management intake to enroll clients in the AFC 

database. They allow AFC to receive protected health information and permit the case manager to verify 

previous enrollment in database and satisfy the medical data needs required by the Chicago and Illinois 

Departments of Public Health.  Appropriate consents must be signed by any client receiving a service provided 

and funded by the Cooperative; these services include but are not limited to any level of case management 

services, Part B direct services, Part A funded services (Early Intervention Services, Medical Transportation, 

Emergency Financial Assistance, emergency food vouchers, and Housing assistance) and non-case management 

affiliated prevention services where electronic records are maintained on AFC’s client-level database. 

 

Consent to Release of Information 

 

The Consent to Release Information form allows for the sharing of client information between AFC and its case 

management subcontractors. It also allows for a limited amount of information to be shared between case 

management subcontractors for the purposes of service coordination and client transfer. The Consent to Release 
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Information allows for AFC Program Staff and oversight committees (i.e. Governance, Consortia Advisory, 

etc.) to review program files for quality assurance purposes.  No client information beyond the initial AFC 

screening can be shared with AFC until the Consent to Release Information form is signed by the client. The 

form must be signed at intake and annually thereafter. 

 

The Consent to Release Information form ensures that information will be solely provided for the purposes of 

coordinating and funding services and will not be disclosed to any government agency or health department for 

purposes of surveillance, contact tracking, or any other purpose other than obtaining health care or social 

service utilization.  Except (1) with client consent, (2) as required by law, or (3) if necessary, to prevent a 

serious attempt to inflict harm to self or others.  Security precautions will be maintained to prevent unauthorized 

access to the database by anyone other than AFC Program Staff. 

 

If a client refuses to sign the Consent to Release Information, the case manager must indicate so on the 

signature line and place the form in the client chart. The case manager must make every effort to inform the 

client of the purpose of the form as well as the ramifications of not signing the form, but must not be coercive in 

forcing the client to sign. NO information is to be submitted to AFC for reporting purposes and client must be 

informed that they are ineligible for services that require verification of diagnosis or identity.  For example, 

Part A-funded transportation services (fare cards or taxis), cannot be provided without verifying eligibility and 

supporting documentation; therefore a client cannot access these services without signing the Consent to 

Release Information form. 

 

Client Confidentiality and External Releases of Information 

 

Before a case manager discusses or shares information about a client with another organization or individual, 

the client must agree by signing a Release of Information.  A Release of Information may be in the agency’s 

internal format as long as it includes at minimum: the receiving entity, the receiving individual, the nature of 

information to be shared, the duration of the consent agreed upon by the client, the client and case manager’s 

signatures, and the identifying information of the client (address and/or social security number).  The Release of 

Information must be a part of the case management chart and may also be faxed, mailed, or physically 

distributed to the receiving entity. 

 

The Cooperative and case managers may release information without client approval under the following 

circumstances only:  

 

 When records are subpoenaed and legal counsel confirms that information must be shared.  In such 

cases, the client will be informed of the information shared, if legally possible, before AFC does so; or 

 In the event of a medical emergency when the client, guardian, or caretaker is unable to provide consent. 

 

FORMS: 

 

Consent to Enroll in Central Database and Participate in Case Management Services Form 

Consent to Release of Information Form (AFC form) 

Consent to Release of Information (Agency form) 

 

 
 

 

 

 



34 

 

CONSENT TO ENROLL IN CENTRAL DATABASE AND PARTICIPATE IN CASE MANAGEMENT 

SERVICES PROGRAM 

 

I.  CONSENT TO ENROLL IN CENTRAL DATABASE 

 

I, (enter client’s name) _____________________________________, consent to enroll in the 

centralized client database established by the AIDS Foundation of Chicago (the “Database”) to assist and 

monitor the enrollment of persons receiving case management and direct services through the Northeastern 

Illinois HIV/AIDS Case Management Cooperative (the “Cooperative”).  I understand that my participation in 

the Database is dependent upon my completion of a separate and distinct form consenting to the release of my 

medical information to the Database. 

In connection with my enrollment in the Database, I hereby allow the following information to be 

furnished to the AIDS Foundation of Chicago for entry into the Database: my name (where applicable), date of 

birth, mother’s maiden name, any positive or negative HIV status and other demographic data.  I understand 

that this information will be grouped together with that of other clients for the purpose of generating statistical 

reports, avoiding duplication of services and coordinating a system for service delivery to persons with or at risk 

of HIV, their family members, and/or significant others and specifically authorize the use of such information 

for that purpose. 

 

II. CONSENT TO PARTICIPATE IN CASE MANAGEMENT SERVICES PROGRAM 

 

I, (enter client’s name) _____________________________________, consent to participate in the case 

management services program (the “Program”) offered by the Northeastern Illinois HIV/AIDS Case 

Management Cooperative (the “Cooperative”). 

The Cooperative is a sub-unit of the AIDS Foundation of Chicago, a non-profit organization.  The 

Cooperative assists persons with HIV infection, their dependants and/or their legal guardians in obtaining 

medical and social services as may be required from time to time. A large number of social service agencies 

work with the Cooperative to provide a full range of services to each client. 

The Cooperative’s case management services are offered to persons with HIV infection, their 

dependants and/or their legal guardians regardless of their ability to pay.  Where appropriate, the Cooperative 

will negotiate with private insurance companies and/or IDPA for payment. 

During my participation in the Program, my case manager and I will agree on my medical and social 

needs and my needs will be addressed via referral to appropriate agencies or service systems.  During my 

participation in the Program, I will discuss my needs with my case manager on a regular basis to determine if 

any changes in planned services are in order. 

I will continue to participate in the Program and receive the case management services offered by the 

Cooperative unless I choose, at any time, to refuse such services or if I am discharged from participation in the 

Program for one or more of the following reasons: 

1.  Non-compliance with my service plan (for example, being out of contact with my 

assigned case manager for three months or more); 

2. Making threats to Cooperative staff or others with a likelihood that I will act on such 

threats; or 
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3. The existence of problems of environmental safety that threaten the well-being of my 

case manager or myself. 

Should one of these occur, I understand that I may be restricted from receiving case management 

services from Provider. 

I agree to notify my case manager of any significant changes in my status (physical, mental, social, 

economic or other) or of any intent I may have to change my participation in the plan of care developed for me 

in connection with my participation in the Program. 

 

_____________________________________ 

Signature of Client or Client’s Legal Representative 

 

_____________________________________ 

Print Name 

 

_____________________________________ 

Date 

      _____________________________________ 

      Relationship (if signed by person other than Client) 
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CONSENT TO RELEASE INFORMATION 

Subject to the limitations and conditions set forth below, I, ___________________hereby consent to  

__________________________________ (“Provider/Case Manager”), acting through its employees or agents, 

to use and/or disclose my health information and medical records to the AIDS Foundation of Chicago, the 

Northeastern Illinois HIV/AIDS Case Management Cooperative (the “Cooperative”) and/or any agencies that 

provide services through the Cooperative (collectively the “Recipients”), as follows: (i) in connection with my 

participation in the centralized client database established by the AIDS Foundation of Chicago (the “Database”) 

and the operation of the client database; (ii) to enable the AIDS Foundation of Chicago and the Cooperative to 

conduct quality assurance programs for individuals receiving case management services through the 

Cooperative; (iii) to avoid duplication of services by case management agencies; and (iv) in connection with the 

submission of reports and other data to funding sources. 

In connection with my enrollment in the Database, I hereby give my consent for the following 

information to be furnished to the AIDS Foundation of Chicago for entry into the Database: my name (when 

applicable), date of birth, mother’s maiden name, and other demographic data.  In addition, verification of HIV-

positive status (if applicable) and dates of medical and case management service will be released to the AIDS 

Foundation. I understand that this information will be grouped together with that of other clients for the purpose 

of generating statistical reports, avoiding duplication of services and coordinating a system for service delivery 

to persons with HIV, their family members, and/or significant others and specifically authorize the use of such 

information for that purpose. 

I further allow the program staff of the AIDS Foundation of Chicago and its designated Oversight 

Committees of the Cooperative to review my individual service records as part of the Cooperative’s quality 

assurance program.  For the purposes of this consent, I acknowledge and agree that my service records include 

any and all records generated by any of the Provider agencies that participate in the Cooperative. 

Any information I provide for the purposes of receiving services will not be disclosed to any 

government agency or health department for purposes of surveillance, contact tracing, or any other 

purpose other than obtaining health care or social services, except (1) with my consent, (2) as required by 

law, or (3) if necessary, to prevent a serious attempt to inflict harm on myself or others.  Security 

precautions will be maintained to prevent unauthorized access to the Database by anyone other than the 

program staff of the AIDS Foundation of Chicago. 

I give further consent to allow the AIDS Foundation of Chicago to report information that I provide in 

connection with my enrollment in the Database and in connection with my receipt of services to the federal 

grant programs that support the AIDS Foundation of Chicago.  I understand that such information may be 

provided either in the aggregate or on an individualized basis.  I understand that, in order to protect my privacy, 

any information that is provided on an individualized basis, with the exception of Part B funded service 

utilization, will be furnished using unique client codes, without names or other information that identifies me. 

I further understand that should I receive service funded under Part B of the Ryan White CARE Act, 

certain information will be reported to the Direct Services Unit of the Illinois Department of Public Health, 

including: 

- demographic information, including but not limited to name, gender, race, ethnicity, and birth date; 

service utilization information; HIV/AIDS diagnosis and treatment information, if any; and mental health and/or 

substance use diagnosis, treatment, and service information, if any. 

I understand that this information will be shared for the purposes of evaluating Part B service utilization 

patterns, on-site service reviews, and when necessary to coordinate services. 
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I further agree that the Direct Services Unit of the Illinois Department of Public Health may disclose this 

same type of information to my provider/case manager, and/or the Cooperative. 

 

I can terminate this consent by submitting a written request to any of the Recipients (agencies in the 

Cooperative) indicating that I no longer desire to receive services through the Cooperative, or my written 

revocation of this authorization, whichever occurs first. 

I understand that I may refuse to sign this consent and that may result in being denied services, if 

eligibility for services is based on the verification of my diagnosis and the release of that information.  I 

understand that I have the right to receive a copy of this consent.  I further understand that I may revoke this 

consent at any time by providing written notice of my intent to revoke this consent to Provider.  This consent 

cannot be revoked to the extent that action has already been taken based on this consent. 

This consent is valid for a period of one year from the date of the actual client signature below. 

Provider will not use or disclose personal health information beyond the scope of this authorization 

without your written consent or authorization.  Please note that, subject to applicable law, disclosed 

information may be subject to redisclosure by the recipient, and may no longer be considered to be protected 

health information pursuant to the Health Insurance Portability and Accountability Act of 1996 and the 

regulations promulgated thereunder. 

_____________________________________ 

Signature of Client or Client’s Legal Representative 

 

_____________________________________ 

Print Name 

 

_____________________________________ 

Date 

 

      _____________________________________ 

      Relationship (if signed by person other than client) 

 

 

 

 

 

 

 

 

 

 

 

 

CONSENTIMIENTO DE INSCRIPCION  EN EL BANCO CENTRAL DE DATOS Y DE 

PARTICIPACION EN EL PROGRAMA DE MANEJO DE CASOS 

 

I.  CONSENTIMIENTO DE INSCRIPCION EN EL BANCO CENTRAL DE DATOS 
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Yo, ( nombre del cliente) _____________________________________, doy mi consentimiento para 

inscribirme en el banco central de datos de clientes establecido por la Fundación de SIDA de Chicago (el 

“banco de datos”) para asistir y monitorear la inscripción de personas que reciben manejo de caso y servicios 

directos a través de la Cooperativa de Manejo de Casos de VIH/SIDA del Noroeste de Illinois (la 

“cooperativa).Yo entiendo que mi participación en el banco de datos depende de la finalización de una forma 

separada y distinta de consentimiento para transferir mi información médica al banco de datos. 

En conexión con mi inscripción en el banco de datos, por este medio permito que la siguiente 

información sea proporcionada a la Fundación de SIDA de Chicago para ser ingresada al banco de datos: mi 

nombre, mi fecha de nacimiento, número de seguro social, el apellido de mi madre, cualquier estatus de VIH 

positivo o negativo y otros datos demográficos. Yo entiendo que esta información va a ser agrupada con la de 

otros clientes  con el propósito de generar reportes estadísticos, evitar la duplicación de servicios y coordinar el 

sistema de entrega de servicios a personas con o en alto riesgo de contraer el VIH, sus familiares, y/o sus 

parejas  y específicamente autorizo el uso de esta información para ese propósito. 

 

II. CONSENTIMIENTO DE PARTICIPACION EN EL PROGRAMA DE MANEJO DE CASOS 

 

Yo, (nombre del cliente) ____________________________, doy mi consentimiento para participar en el 

programa de manejo de casos (el “programa”) ofrecido por la Cooperativa de Manejo de Casos de VIH/SIDA 

del Noroeste de Illinois (la “cooperativa”). 

La cooperativa es una división  de la Fundación de SIDA de Chicago, la cual es una organización sin 

ánimo de lucro.  La cooperativa asiste a personas con o sin la infección del VIH, sus dependientes, y sus 

representantes legales a obtener servicios médicos y sociales los cuales pueden ser solicitados en cualquier 

momento. Un buen número de agencias de servicio social trabajan con la cooperativa para proveer una amplia 

variedad de servicios a cada cliente. 

Los servicios de la cooperativa se ofrecen a personas con la infección del VIH, sus familiares, y/o sus 

parejas, sin importar su capacidad para pagar.  Cuando es apropiado, la cooperativa negocia con compañías de 

seguros privadas y/o con el Departamento de Ayuda Pública de Illinois el pago por los servicios. 

Durante mi participación en el programa, mi manejador de casos y yo nos pondremos de acuerdo sobre 

cuáles son mis necesidades médicas y sociales y esas necesidades serán tratadas a través de referidos a la 

agencia o al sistema de servicios apropiados. Durante mi participación en el programa, mis necesidades serán 

evaluadas regularmente para determinar cambios en el plan de servicios. 

Yo continuaré participando en el programa y recibiendo los servicios de manejo de casos ofrecidos por 

la cooperativa, a menos que yo escoja, en cualquier momento, rechazar los servicios o si soy dado de alta  de mi 

participación en el programa por una o más de las siguientes razones: 

 1.   Si yo suspendo mi consentimiento para 

 proveer mi información a la Fundación. 

2. No actuar en conformidad con mi plan de servicios (por ejemplo, no comunicarme con 

mi manejador de casos asignado por tres meses o más) 

3. Amenazar a algún empleado de la cooperativa o a otros con la probabilidad de que voy a 

hacer efectivas mis amenazas; o 
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4. La existencia de problemas de seguridad ambiental que amenazan mi bienestar y el de mi 

manejador de casos. 

Si alguna de estas razones ocurre, yo entiendo que los servicios de manejo de casos me pueden ser 

prohibidos o limitados. 

Yo estoy de acuerdo en notificar a mi manejador de casos sobre cualquier cambio significativo en mi 

estado (físico, mental, social, económico y otros) o si tengo la intención de cambiar mi participación en el plan 

de cuidados desarrollado por mi en conexión con mi participación en el Programa. 

_____________________________________ 

Firma del cliente  o representante legal del cliente 

 

_____________________________________ 

Nombre  

 

_____________________________________ 

Fecha 

      _____________________________________ 

      Parentesco (Si es firmada por otra persona que no es el   

                                                                               cliente) 
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 CONSENTIMIENTO PARA TRANSFERIR INFORMACION 

Sujeto a las limitaciones y condiciones abajo expuestas, yo, ___________________por medio de la 

presente, doy mi consentimiento a __________________________________ (“Proveedor/Manejador de 

Casos”), actuando a través de sus empleados o agentes, a usar y/o revelar información sobre mi salud y mis 

archivos médicos a la Fundación de SIDA de Chicago, la Cooperativa de Manejo de Casos de VIH/SIDA del 

Noroeste de Illinois (la “cooperativa”) y/o cualquier agencia que provee servicios a través de la cooperativa 

(colectivamente, los “destinatarios”), para lo siguiente: (i) en conexión con mi participación en el banco central 

de datos establecido por la Fundación de SIDA de Chicago (el “banco de datos”) y el manejo del mismo (ii) 

para permitir a la Fundación de SIDA de Chicago y a la Cooperativa conducir programas que garanticen la 

calidad de los servicios para los individuos que reciben manejo de casos a través de la cooperativa; (iii) para 

evitar duplicación de servicios en las agencias de manejo de casos; y (iv) en conexión con el suministro de 

reportes y otros datos a las entidades gubernamentales que proveen los fondos.    

En conexión con mi inscripción en el banco de datos, a través de este medio, doy mi consentimiento 

para que la siguiente información  sea proporcionada a la Fundación de SIDA de Chicago para ser ingresada al 

banco de datos: mi nombre, fecha de nacimiento, mi número de seguro social, el apellido de mi madre, y otros 

datos demográficos. También entiendo que es mi responsabilidad verificar mi condición con respeto al VIH, (si, 

aplica) y fechas de tratamiento médico y servicio de manejo de casos que serán sometidos a la Fundación de 

SIDA de Chicago. Entiendo que esta información va a ser agrupada con la de otros clientes con el propósito de 

generar reportes estadísticos, evitar la duplicación de servicios y coordinar el sistema de entrega de servicios a 

personas con VIH, sus familiares y/o sus parejas y específicamente autorizo el uso de esta información para ese 

propósito. 

Además yo permito a los empleados de la Fundación de SIDA de Chicago y a los comités designados de 

la Cooperativa revisar mis archivos de servicios como parte del programa que garantiza la calidad de servicios 

de la Cooperativa.  Como propósito de este consentimiento, yo reconozco y estoy de acuerdo en que mis 

archivos incluyen cualquier o todos los archivos generados por cualquier agencia proveedora de servicios que 

forma parte de la Cooperativa. 

Ninguna información que yo provea con el propósito de recibir servicios será revelada  a ninguna 

agencia gubernamental  ni al departamento de salud  con propósitos de vigilancia, ubicación, o cualquier 

otro propósito que no sea  obtener servicios médicos o sociales, exceptuando (1) con mi consentimiento, 

(2) si es requerido por la ley, o (3) de ser necesario, para prevenir una seria intención de ocasionar daño a 

otros o a mi mismo.  Precauciones de seguridad se mantendrán para prevenir el acceso no autorizado al 

banco de datos por cualquier persona que no sea empleado de la Fundación de SIDA de Chicago. 

Yo doy consentimiento adicional para reportar información que yo provea en connección con el banco 

de datos y en connección con los servicios recibidos a través de fondos federales que apoyan a la Fundación 

SIDA de Chicago.  Entiendo que esta información puede ser sometida en grupo o individualmente. Yo entiendo 

que, con el propósito de proteger mi privacidad, toda información sometida en forma individual con excepción 

de los servicios patrocinados por Parte B , serán proveídos con códigos individuales sin nombre ni ninguna 

información que me identifique.    

Además, yo entiendo que si llego a recibir servicios bajo el Proyecto de ley Parte B  de Ryan White, 

alguna información será reportada a la Unidad de Servicios Directos del Departamento de Salud Pública de 

Illinois, incluyendo: 

- información demográfica que incluye pero no está limitada a mi nombre, sexo, raza, número de seguro 

social, y fecha de nacimiento;  información sobre servicios que he utilizado, diagnostico de VIH/SIDA e 

información sobre mi tratamiento;  información sobre servicios de salud mental o uso de drogas será compartido 
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con el propósito de evaluar servicios proveídos, revisar archivos, o en casos donde el compartir información sea 

necesario para coordinar servicios. 

Yo puedo poner fin a este consentimiento presentando una solicitud por escrito a cualquiera de los 

Destinatarios (Agencias en las cooperativas) indicando que ya no deseo recibir servicios de la cooperativa o 

indicando mi revocación escrita a esta autorización. 

Yo entiendo que puedo rehusarme a firmar este consentimiento. Yo además entiendo que puedo 

suspender este consentimiento en cualquier momento presentando una nota por escrito al proveedor de servicios 

con mi intención de suspender este consentimiento. Este consentimiento no puede ser suspendido en la medida 

en que alguna acción ha sido tomada basada en este consentimiento.  

 Este consentimiento es válido por el periodo de un año a partir de la fecha en que es firmado por el 

cliente 

El proveedor no usará o revelará información personal de salud más allá del propósito de esta 

autorización sin su autorización o consentimiento escrito. Por favor tenga en cuenta que, sujeto a la ley que 

aplica, la información revelada  está sujeta a ser revelada a su vez por el que la recibe, y puede entonces no ser 

considerada información de salud  protegida, en conformidad con al acta de transferibilidad y responsabilidad 

de seguro de salud de 1996 (HIPAA-Health Insurance Portability and Accountability Act of 1996) y las 

regulaciones promulgadas a partir de entonces.  

_____________________________________ 

Firma del cliente o su representante legal 

 

_____________________________________ 

Nombre 

 

_____________________________________ 

Fecha 

 

      _____________________________________ 

      Parentesco (Si es firmada por otra persona que no es el cliente)
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CASE MANAGEMENT POLICY 

Case Management Process 

 

Subject: SOP 4- Assessments 

 

PURPOSE: 

To set a minimum standard across Cooperative subcontractors regarding Assessment of current 

client needs and progress towards goals set in the service plan. 

 

POLICY: 

Case managers will assess client needs and determine level of care no less than every six (6) 

months and update the client service plan accordingly. In addition, case managers will update all 

necessary eligibility documentation during this process and enter re-assessments in the database 

system.  

 

 

PROCEDURE: 

Assessment is a case management activity that is client-centered and ongoing throughout a 

client’s enrollment in services. A formal client re-assessment and service plan must be conducted 

at least every six months and documented in the client’s chart and in the database system.  Re-

assessment includes a summary of progress in the client’s situation, indicates changes in client 

need, and updates the client level of case management.  By revisiting the service plan and 

client’s needs on a regular basis, case managers ensure that progress is being made and the client 

needs are being met.  Re-assessment, like service planning, can and must be a collaborative 

process between the case manager and client.  If client experiences a drastic change in level of 

services or unmet needs, the services can be completed prior to the (6) months especially if the 

client needs to transferred to higher level of care.  

 

Below is a list of required PACPI assessments to be conducted at during an enrollment: 

 

 Entry Assessment Form – completed within 1 week of intake 

 Prenatal Assessment – completed at time of delivery 

 Delivery Assessment – completed within a week of delivery 

 Birth Assessment – completed at time of discharge 

 Postpartum Assessment – completed a least 2 months after delivery 

 Exit Assessment – completed at discharge 

 

Below is a list of other required assessments and documentation 

 Medical Assessment Form (completed by physician)   

 Medication list 

 

  *   Must be entered into Client Track  

 

 



43 

 

In addition to conducting the required assessment, case managers must also update eligibility 

documentation on an annual basis at the re-assessment. Below is a list of required documentation 

to be collected annually: 

 

 

 Client Photo ID 

 Proof of Residency 

 Proof of Income 

 AFC Consent to Release Information 

 Change in HIV status 

 Name, address (mailing if different), telephone, email address, including contact 

information 

 Housing type (if different) 

 Location and method where client to be contacted 

 Emergency contact information 

 Demographic information 

 Household information 

 Employment 

 Income 

 Eligibility for public and private programs;  e.g. third party insurance, Medicaid, 

Medicare, SSI, SSDI 

 

 

This list is also available in the Ryan White Re-assessment Checklist, which includes specific 

information on each required item.  In cases where clients do not have income or health 

insurance, AFC will accept a letter signed by both the client and case manager affirming that the 

client has no source of income or insurance as adequate documentation. 

 

 

FORMS: 

 

Entry Assessment Form  

Prenatal Assessment 

Delivery Assessment 

Birth Assessment 

Postpartum Assessment 

Exit Assessment 

 

Medical Assessment Form   
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PACPI ENTRY ASSESSMENT 
Client Initials:  
Assessment Date: ___/___/____ 

        Date entered into Client Track: ___/___/____ 

 
ENTRY ASSESSMENT 

1. Date Consented/Entered Into PACPI 

 

 

___/___/_____ 

2. Pregnancy state at PACPI Entry:  

 

 Before Delivery  AT Delivery After Delivery 

3. From Hotline Call:  

 

 Yes 
 

 No 

4. Preliminary Positive Test Results: 

 

 Yes  No  Don’t Know 

5. Diagnosed HIV Positive before this 

pregnancy:  

 Yes  No  Don’t Know 

6. In HIV Care prior to pregnancy:  Yes  No  Don’t Know  Doesn’t Apply 
 

7. On HIV Medication? 

 

 Yes  No  DK  Doesn’t Apply 

 

8. Number of Children living with the Client:   

 

PREGNANCIES AND CHILDREN (please complete for each child) 
 CHILD 1 CHILD 2 CHILD 3 CHILD 4 

Initials  

 

   

Age  

 

   

 
Date of Last HIV Vist 

 

___/___/____ 

 
 N/A 

 

 

___/___/____ 

 
 N/A 

 

 

___/___/____ 

 
 N/A 

 

 

___/___/____ 

 
 N/A 

 

 
Lives with Mom? 

 
 Yes 

 
 No 

 
 DK 

 

 
 Yes 

 
 No 

 
 DK 

 

 
 Yes 

 
 No 

 
 DK 

 

 
 Yes 

 
 No 

 
 DK 

 

 

DCFS Involvement?  
 

 

 Yes 

 

 No 

 

 DK 
 

 

 Yes 

 

 No 

 

 DK 
 

 

 Yes 

 

 No 

 

 DK 
 

 

 Yes 

 

 No 

 

 DK 
 

9. Age of first Pregnancy? ________________________________years 

 

PRIOR TO PREGNANCY 

10. Total monthly income prior to this 

pregnancy? 

$_______________________  Doesn’t Apply 

 

11. Experience domestic violence?  Yes  No  DK  Doesn’t Apply 
 

3 MONTHS PRIOR TO PREGNANCY 

 

12. Used Birth Control? 

 

 

 Yes 

 

 No 

 

 DK 

 

13. How often used condoms? 

 
 

Always 

 
 

Rarely 

 
 

No Sex 

 
 

Sometimes 

 
 

Never 

 
 

DK 
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PRENATAL ASSESSMENT  

Client Initials:  

Assessment Date: ___/___/____ 

        Date entered into Client Track: ___/___/____ 

 
PREANTAL ASSESSMENT 

1. Entered PACPI After Delivery:  

 

 Yes  No 

2. Expected Date of delivery:  

 

___________________________________________ 

3. Pregnancy Terminated:  

 

 Yes  No 

4. Miscarried:   Yes  No 

5. Number of Children living with Client ___________________________________________ 

6. Total income:  $__________________________________________ 

7. Housing Status:   Homeless  Institution Transitional or 

Temporary 

 Permanently  

Housed 

 Don’t Know  Refused 

PRENATAL CARE 

8. Did the client receive any prenatal care: 

 

 Yes  No  DK 

9. Where did the client receive prenatal care: 

 

 Cook County  Rush  UIC 

 NWMH 

 

 U of Chicago  Mt. Sinai 

 Other 
 

 Don’t Know  

10. Prenatal Care Location Other:   

_____________________________________________ 
 

11. Date of First Prenatal Care Visit: 

 

___/___/_____ 

12. Week Prenatal Care Began: ___________________________weeks 

13. Total Number of Prenatal Care Visits 

 

  

 

_____________________________________________ 

 

14. Attend PACPI Prenatal Classes?  Yes  No  DK  N/A 

15. Father Positively involved in pregnancy?  Yes  No  DK  N/A 

16. In Care for HIV? 

 

 Yes  No  DK  N/A 

17. Where Attend HIV Care:   Cook County 
 

 Rush  UIC 

 NWMH 

 

 U of Chicago  Mt. Sinai 
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 Other 

 

 Don’t Know  

18. HIV Care Location Other:  _____________________________________________ 
 

19. Date of Last HIV Care Visit prior to delivery:  

 

___/___/_____  

 N/A 

20. On HIV Medication? 

 

 Yes  No  DK Count: Date:  N/A 

21. CD4 Counts Obtained? (if yes please provide 

count and date) 

 

 Yes  No  DK Count: Date:   N/A 

22. VL Tests Obtained? (if yes please provide count 

and date) 

 

 Yes  No  DK Count: Date:   N/A 
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DELIVERY ASSESSMENT 
Client Initials:  

Assessment Date: ___/___/____ 

        

 Date entered into Client Track: ___/___/____ 

 
DELIVERY ASSESSMENT 

1. What was your last CD4 

Count?  

 

 

__________________ 
 

Date:                                      

____/____/________ 

 
N/A 

2. What was your last VL? __________________ 

 

Date:                                      

____/____/________ 

 

N/A 

DELIVERY PLAN 

3. Mother Received IV AZT 

At Labor and Delivery? 

 

 Yes  No  DK N/A 

4. If yes, she received at least 

4 hours of IV AZT? 

 

 Yes  No  DK N/A 

5. If no, she received AZTPO 

at delivery? 

 

 Yes  No  DK N/A 

6. Mother received 

nevirapine? 

 

 Yes  No  DK N/A 

7. Delivered at planned 

hospital: 

 Yes  No  DK N/A 

8. Hospital Delivered At: 

 

 Cook County  Rush  UIC 

 NWMH 

 

 U of Chicago  Mt. Sinai 

 Other 

 

 Don’t Know  

9. Hospital Location Other:  _____________________________________________ 

 

10. Disclosed to Hospital Staff:  Yes  No  DK N/A 

 

11. Was Client Compliant to 

HIV Medications During 

this Pregnancy: 

 

 100%  75-95%   At least one 

dose 

 None N/A 

BIRTH OUTCOME 

12. Was Baby Healthy? 

 

 Yes  No  DK 

13. Was Baby Delivered Pre-

Term:  

 Yes  No  DK 
 

14. Was Baby LBW (low birth 

weight: <2500 grams or 3lbs, 

4oz.):  

 Yes  No  DK 

 

15. Number of Babies  
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Delivered (PLEASE complete 

one birth assessment for each 

birth):  

 

_____________________________________________ 

 

16. Number of weeks pregnant 

before delivering? 

 

 

 ____________________________________________ 
 

17. Mode of Delivery: 

 

 Vaginal  
Non-

Elective 

C-
Section 

 Elective C-
Section 

 C-Section 
Unknown 

Type 

 Cannot 
Determine 

18. Date of Delivery:  ____/____/________ 
 

19. Received a bottle of AZT 

to take home at hospital? 

 Yes  No  DK N/A 

20. If no, was the baby in-

patient? 

 Yes 

 

 No  DK N/A 

21. If no, was baby in DCFS 

custody? 

 Yes 

 

 No  DK N/A 

22. If no, was patient given a 

written prescription for 

AZT? 

23.  

 

 Yes 

 

 No 

 

 DK 

 

N/A 

24. Received instructions on 

how to give baby the AZT? 

 Yes  No  DK 

25. Used Condoms During 

Pregnancy? 

 Always  Rarely  No Sex 

(abstinence) 

 Sometimes 

 

 Never  DK 

CO-MORBIDITIES 

26. During pregnancy did client experience any of the following co-

morbidities:  

 Mental  

 

 

Depression 

HCV  Diabetes 

 
Hypertension 

 

 TB  Chemical 
Dependence 

 Other 

27. Documented STIs During Pregnancy?   Chlamydia  

Gonorrhea 
 

 Syphilis  Other 

28. During Pregnancy used:   Cigarettes  Alcohol 

 

 

Marijuana 

 Cocaine 

 Heroin  
Methadone 

 Crack  Other:  
 

 

 
 

 

 

 

 

 

 

 



49 

 

BIRTH ASSESSMENT 
Clients Initials:  

Assessment Date: ___/___/____ 

        

 Date entered into Client Track: ___/___/____ 

 
BIRTH ASSESSMENT 

1.  If there were any adverse birth outcomes, explain: 

______________________________________________________________________________________ 
 

2. Date of adoption or DCFS Custody: (leave blank if 

baby never removed from mother) 

 

___/___/_____ 

 

3. Baby Initials: 

 

 

___________________________________________ 

 

4. Baby date of birth:   

__/___/_____ 
 

5. Baby Gender:   Male  Female  Don’t Know  Refused 

6. Baby Race/Ethnicity:  

___________________________________________ 

 

7. Gestational Age:  __________________weeks  

 

8. Baby birth weight: 

 

______________lbs _______________oz. 

9. Did baby receive AZT during neonatal period? (first 
8 weeks of life) 
 

 Yes  No  Don’t Know  NA 

10. How soon after did the baby first receive AZT?  Never 
 

 <12 hours  12-24 hours 
 

 

 1-2 days 

 

 3+ days  Cannot 

Determine 
 

 NA 

11. AZT is to be given to the baby about every 6-8 

hours. How closely was this followed?  

 All the time 

(100%) 

Half the time  Never 

 
 

 Most of the time 

(75%) 

 

 Some of the time  Cannot 

Determine 

 

 NA 

 

12. Patient compliant with the baby’s medication? 

 

 Compliant  Non-

compliant  

 Cannot 

Determine 

 NA 

PCR Results 

13. PCR Results at Birth: 

 

 Positive  Negative  Not Done  Cannot 

Determine 

14. PCR Results at 2 weeks:   Positive  Negative  Not Done  Cannot 

Determine 

 

15. PCR Test Results, 1-2 months:    Positive  Negative  Not Done  Cannot 
Determine 

 

16. PCR Test Results, 3-6 months:   Positive  Negative  Not Done  Cannot 
Determine 
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OTHER 

17. Received Bactrim? 

 

 Yes  No  DK  NA 

18. Breastfed? 

 

 Yes  No  DK  

19. If YES to breastfed, for how long? ______________weeks 
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POST PARTUM ASSESSMENT 
Clients Initials:  
Assessment Date: ___/___/____ 

        
 Date entered into Client Track: ___/___/____ 

 
POST PARTUM ASSESSMENT 

1. Did client attend Postpartum OB/GYNE 

visit? 

 Yes  No  Don’t Know  NA 
 

2. Location of Postpartum OB/GYNE Visit:  

 

 Stroger  Rush  Mt. Sinai  U of Illinois 

 U of 
Chicago 

 
Northwestern 

 Don’t Know  Other:  

3. Form of Birth Control:    No sex 
 

 OCP (pill)  Shot  Tubes Tied 

 IUD 
 

 Patch  Condoms  None 

 Don’t know 
 

 Other: 
_________________________________________ 

4. Form of HIV protection:   Condoms  No Sex  Don’t Know  Other: 
_________________ 
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PACPI EXIT ASSESSMENT 
Client Initials:  

Assessment Date: ___/___/____ 

        Date entered into Client Track: ___/___/____ 

 
EXIT ASSESSMENT 

1. Date of exit from PACPI ECM:  

 

 

___/___/_____ 

2. Primary Care Center Source:  

 

 Community 

Health Center 

 HMO Other Clinic 

 

Other 

 

 Emergency 

Room 

None Private Provider Unknown 

3. Primary Source of Insurance 

 

  CHIC  Medicaid  Medicaid (Non-
HMO) 

 Medicare Only 

 Private 

Insurance 

 Private 

Organization 

 

 Self-pay  Township 

 VA  Other 

 

 Unknown  None 

4. Last CD4 Count and Date:  

 

_______________count ____/____/______ 

5. Last VL and Date  _______________count ____/____/______ 

 

6. Household income: $___________________ 
 

7. Was the client compliant to medications after 

delivery? 

 

 Yes  No  DK 

8. How often used condoms? 

 

 Always Rarely   

No Sex 

 

Sometimes 

 Never DK 

9. Mom in Medical care for HIV at exit from Case 

Management: 

 Yes 

 

 No  DK 

10. Where:  ___________________________________________________________ 
 

11. When was your last visit?  

 

___/___/_____ 

12. On HIV Medication at exit from case 

management? 

 

 Yes  No  DK  

13. Birth Control at exit from Case Management? 

 

 No Sex 

 

 Shot 

 

 Tubal Ligation 

 

 Cannot Determine 

 

Condoms 

 

 OCP (Pill)  Other 

 

 DK 

 IDU Patch  None  

14. Current HIV Protection at exit from CM?  No Sex  Condoms  Cannot 

Determine 

 DK 

15. Documented STIs after delivery:  Chlamydia  Gonorrhea  Syphilis  Other: 

_______________ 
 

16. Living arrangement:   Rent  Own  With family or 

friends 

 Permanent 

Housing 
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 Supportive 

housing program 

 Shelter  Non-permanent  Treatment Facility 

 Hospital  Psych. Hospital Homeless/Street  None 
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    CASE MANAGEMENT POLICY 

Case Management Process 

 

Subject: SOP 5 – Service Planning 

 

PURPOSE: 

To set a minimum standard across Cooperative subcontractors regarding the development and  

revision of client-centered service plans. 

 

POLICY: 

Client service plans will be developed and implemented within 30 days of a  client’s entry into 

case management. Service plans will reflect a prioritized list of client needs as determined 

through the assessment and will include core clinical and supportive service needs.  The service 

plan will be revised at a minimum of every six months. 

 

PROCEDURE: 

An initial service plan will be developed for all clients enrolled in case management and will be  

revised at a minimum of every six (6) months. Case managers will engage clients in the 

formulation of a service plan that meets the needs identified during the assessment process.  This 

will be an interactive process, and every effort will be made to solicit client input and consensus.  

With the information gather during the initial assessment, the case manager will formulate and 

share with the client an assessment of service needs and suggests areas of focus for the service 

plan.  Either during the initial intake session or in a next meeting with the client, the case 

manager and client will develop a formal service plan to guide the case management 

relationship. This service plan must be completed within 30 days of the initial contact with the 

client.   

 

During this process, the case manager and client will: 

 

 Identify and rank problems needing resolution 

 Identify resources available to the client 

 Identify the roles the client and case manager will take in accessing services 

 Determine the frequency and location of contacts,  

 Identify other service providers involved in the client’s care and 

  Include information on the client’s strengths and barriers to accomplishment of the goals. 

 

 

 

This plan will be electronically recorded in a standardized format developed by the 

AIDS Foundation of Chicago, located in Client Track that includes: problem 

statement, long-term goal, short-term goal, objective, intervention or action, role of 

client and case manager in addressing the problem, time frame, and desired outcome.  

Case managers are strongly encouraged to write specific goals and objectives in the 

SMART format: specific, measurable, attainable, realistic, and time-oriented.  The 
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document must be printed out for the client’s signature and then, the signed copy 

placed in the client’s chart and documented in the progress notes.  Service plans must 

be signed by both the case manager and the client within two weeks of completion. 

Changes in the implementation of the service plan must be documented in the client’s 

chart via progress notes.  Service plans must be revised at delivery and discharge. At 

this time the case manager and client must meet and review the service plan to identify 

goals accomplished and new client needs.  Case managers are required to conduct a 

formal reassessment, including updated service plan, at least every six (6) months.   

PACPI case management service plans must include goals related to adherence to 

medication, adherence to medical appointments, health literacy, co-morbidities, HIV 

health-related issues and health insurance programs including ADAP applications and 

re-applications. There should be a maximum of 3-4 goals within a service plan at any 

point in time, and this must be documented in ClientTrack at least every week. 

 

 

 

FORMS: 

Service Plan Format 
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AIDS FOUNDATION OF CHICAGO 

NORTHEASTERN ILLINOIS HIV/AIDS CASE MANAGEMENT COOPERATIVE 

SERVICE PLAN 

 

Agency: _____________________________________ 

Case Manager:________________________________ 

Client : ___________________________    Client Track ID: ___________________ 

 

          

                                                                                                                           

 

Target 

Date 

 

Person 

Responsible 

Date 

Completed 

Problem Statement:    

Long Term Goal: 

 

 

   

Objective: 

 

 

   

Task #1: 

 

 

   

Task #2: 

 

 

   

Task #3: 

 

 

   

Task #4: 

 

 

   

Long Term Goal: 

 

 

   

Objective: 

 

 

   

Task #1: 

 

 

   

Task #2: 

 

 

   

Task #3:    
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Task #4 

 

 

 

   

 Target 

Date 

 

Person 

Responsible 

Date 

completed 

Problem Statement: 

 

   

Long Term Goal: 

 

   

Objective: 

 

 

   

Task #1: 

 

   

Task #2: 

 

   

Task #3: 

 

   

Task #4: 

 

   

Problem Statement: 

 

   

Long Term Goal: 

 

   

Objective: 

 

 

   

Task #1: 

 

   

Task #2: 

 

   

Task #3: 

 

   

Task #4: 
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Outcome Narrative (6 months review) 

 

 

 

Problem Statement Outcome 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

I have received a copy of my service plan for my records and I will actively work toward 

the goals and objectives developed in my service plan 

 

 

 

_______________________________    ________________                           

 Client’s Signature        Date    

 

 

________________________________    ________________ 

Case Manager Signature        Date 
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    CASE MANAGEMENT POLICY 

Case Management Process 

 

Subject: SOP 6 – Intensive Case Management Referral 

 

Purpose:  To provide guidelines and procedure review for appropriate intense case management 

referrals for HIV infected pregnant women 

 

Policy: All clients referred to PACPI from other Ryan White case managers, the Perinatal 

Hotline, health departments, doctor offices, hospital social workers, HIV testing sites, and self 

referral will be assessed for intense case management.  PACPI case manager will determine 

client’s appropriateness for the program 

 

Procedure: All case managers who are working with HIV + pregnant women should be 

encouraged to obtain a signed consent for PACPI services regardless if need of an immediate 

referral.  

 

Any referral to PACPI must accompany a signed consent for services.  All referrals must be 

called to the case manager on call followed with a faxed referral of information. 

 

1. The PACPI case manager will attempt to contact the client within 48 hours of referral. 

Client will be assessed within 1 week to determine if the patient meets the criteria for 

services. 

 

2. The PACPI case manager will contact the referral source to either accept or decline services 

for the client.  

A. Clients who do not meet the level of service criteria will be referred back to their 

case manager with a list of referral sources to assist in care.  In the event the client 

does not already have a case manager the client will be referred to AFC for case 

management.  

B. Clients meeting the requirements will receive intense case management by PACPI.  

Clients already enrolled in AFC should be duel managed by PACPI and the AFC 

case managers to maintain continuity of care. Financial resources can be shared, as 

PACPI resources are not endless.  

C. PACPI will manage mother and infant until infant is 6 months old. A PACPI service 

plan for D/C should be initiated when the client is accepted into care and completed 

and reviewed with an existing or new case manager prior to discharge. 
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CASE MANAGEMENT POLICY 

Program Administration and Quality Management 

 

Subject: SOP 7 - Supervision 

 

PURPOSE: 

To set a minimum standard across Cooperative subcontractors regarding the level, frequency, 

and content of supervisory sessions with case managers. 

 

POLICY: 

All AFC-funded case management agencies will provide supervision to all case managers 

including but not limited to clinical and administrative oversight. All AFC-funded case 

management agencies will be funded for a .25 FTE supervisor’s time to perform these duties. 

Any agency that waives this funding will still be required to adhere to these supervision 

expectations in order to be eligible to provide case management.  

 

Anyone supervising case management hired on or after April 1, 2009 should have at least two 

years supervisory experience and, at minimum, a bachelor’s degree in a human services field.  

Supervisors are required to complete the same trainings required of case managers. 

 

 

PROCEDURE: 
Individual agencies must provide a minimum of four hours of case management supervision per 

month.  Supervision can be provided individually or in a group setting.  Supervision must 

address client treatment coordination, service plan development, client care, case manager job 

performance, and skill development.  Supervision can also include individual case consultation. 

The description of the supervision session must be documented in accordance with the agency 

policy and be made available at utilization reviews and/or programmatic and administrative site 

visits.  Documentation of supervision sessions may include meeting agendas and minutes, notes 

in client charts, and/or personnel files. 

Case management supervisors are required to ensure regular reviews of case management charts 

with 100% of case manager charts reviewed on an annual basis. Case management charts can be 

reviewed by supervisors, peer reviews, or agency-established quality management teams.  

Quarterly review of charts is strongly recommended.  Supervisory review of client charts must 

be documented in the chart via a review sheet or at minimum a supervisor’s signature and date. 

The documentation must also include any deficiencies identified and the appropriate corrective 

action plan. 

Case management supervisors are required to attend Contract Administrators Meetings held at 

AFC approximately every other month, unless there is another designated administrator at the 

agency responsible for attending these meetings.  Supervisors who do not attend Contract 

Administrators meetings must make it a priority to keep abreast of meeting content.  Case 

management supervisors are also required to attend and successfully pass the Case Management 
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Competencies training within six months of hire/promotion into the position. AFC occasionally 

offers supervisor-specific training opportunities. These and all other AFC trainings are open to 

all supervisors and are beneficial to attend. 

 

It is also the responsibility of the case management supervisor to monitor each case manager’s 

adherence to the required twelve (12) AFC-approved trainings annually. 

 

Please review Exhibit A of the Ryan White Contract each contract year for additional 

responsibilities of the supervisor. 

 

FORMS: 

 

Chart Review Summary Form 
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CASE MANAGEMENT POLICY 

Case Management Process 

 

 

Subject: SOP 8 - Client Transfer/Discharge/Case Closure 

 

 

PURPOSE: 

To establish a minimum standard across Cooperative sub-contractors regarding reasons and 

consistent procedure for the closure and/or transfer of case managed clients. 

 

POLICY: 

Discharge is a systematic process occurring when the client no longer requires case management 

services or when the client and case manager are unable to work in partnership.  The purpose of 

discharge is to assure the client as smooth a transition as possible from cessation of services to 

the next step in her life.  Discharge may also occur when a client moves from one region to 

another, requiring medical case management to transfer to a new agency. 

 

Case-managed clients can be transferred to another agency or level of case management 

(Intensive, Medical, Supportive, and Self-Care) or closed for case management services at a 

given agency, or terminated completely from the Cooperative under the circumstances outlined 

below, with the support of the case management supervisor and AFC program staff. These 

situations are meant to provide guidelines regarding client transfer, closure and discharge and are 

not meant to represent all possible case scenarios.  

Cases will be closed 6 months post partum.  If a client is in crisis or there are still needs that have 

not been met the client will be kept open with approval from Case Manager Supervisor.   

PROCEDURE: 

 

Transfer of Clients 

A client requesting or requiring to be transferred from one case management agency to another 

or level of case management within the Cooperative must do so via his or her currently assigned 

case manager.  Acceptable reasons for transfer are limited to the following: 

 

The current case manager must get approval from their case management supervisor and the 

client must meet the eligibility criteria for transferring or closing the case. Documentation of this 

approval must be kept in the client chart. Once approval is established, the current case manager 

must contact the new case manager, who must then agree to accept the client.  The case manager 

must prioritize transfer within the current case management agency. If this is not possible or 

appropriate, the current case manager will arrange for the transfer to a new agency. Acceptable 

reasons for transfer/discharge/closing the case include: 

 

 Client disengaged after service began 

 Client withdrew before service began 

 Client whereabouts unknown.   
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 Client moved outside of service area 

 Death 

 No services needed 

 Client  request 

 Refused services 

 Transferred to SSCM 

 Transferred to MCM 

 Transferred to DRS 

 Incarceration 

 DCFS Placement 

 Transferred to another agency  

 Assisted living/ Nursing home placement 

 Non HIV+ 

 Duplicate enrollment 

 Violation of rules 

 Completion of program 

 

 

Once the new case manager has been identified, the currently-assigned case manager will then 

complete a Discharge Termination from Program Summary Form. The form remains a part of 

the case management chart.  The client’s status must then be updated in AFC’s client-level data 

system by closing the client to the currently assigned case manager and opening the client to the 

new case manager.  NOTE: The case manager who is transferring the client must update all 

client demographics and case information in the client-level data system before the client is 

assigned to the new case manager.  

 

To facilitate ease of transition and continuity of care for a transferring client, the previously 

assigned case manager must document in the client’s chart and Client Track System via the 

Discharge Termination from Program Summary Form any and all information the future case 

manager may need for service continuity; this should include, but is not limited to, any 

entitlements or benefits the client is receiving (ADAP, HAP, EFA, etc.), a list of needed releases 

of information, and an overview of the current issues being addressed on the client’s service 

plan.  Upon the client’s approval and with a signed release of information, the transferring case 

manager must release the client’s entire chart to the new case manager. 

 

Contact AFC before transferring a client to any intensive case management program. 

 

Situational Closure 

Clients may be closed by a case management agency when: 

 The client’s whereabouts are unknown and no contact has been made with the client in 

more than six months. Before the case is closed, the case manager must document 

attempted contacts to the client and must send a certified letter of notification to the 

client’s last known address.  
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 The client moves out of the EMA. 

 The client is deceased. 

 The client is incarcerated for more than six months. 

 The client no longer wants/has a need for case management services. 

 No documentation of clients encounters in AFC’s or IDPH client-level data system 

In cases of situational closure, the assigned case manager must discuss closure with the case 

management supervisor.  If the supervisor agrees to the closure, a Discharge Termination from 

Program Form must be completed by the case manager.  The form remains a part of the case 

management chart.  The client’s status must also then be updated to “closed” status in client-

level data system. 

 

Administrative Discharge 

While case managers and clients are always encouraged to work through conflicts internally, 

utilizing the grievance procedure as needed (see SOP 13), AFC recognizes there are instances 

when it becomes necessary to discharge a client from a case management agency.  Case 

managers and agencies are not permitted to indiscriminately discharge a client without 

reasonable cause.  However, in accordance with the procedure outlined below, a client’s case 

may result in administrative discharge if a behavior or situation cannot be resolved. 

 

A client’s case can result in administrative discharge from the assigned case management agency 

if the agency can document one or more of the following circumstances: 

 Belligerent language or attitude toward case manager or other agency staff; 

 Physical or verbal threats or use of violence.  (Discriminatory remarks and harassment in 

regards to but not limited to matters of race, nationality, creed, gender, sexual orientation 

will be considered verbal threats) 

 Illegal substance use on the agency premises; 

 Proven theft of agency or other client property; 

 Actions violating the confidentiality of other clients at the agency; 

 Willful refusal to follow through with agreed upon service plan; 

 Proven dishonesty and/or falsification of documents; 

 Violation of any other aspect of the agency’s policies and/or Rights and Responsibilities; 

and/or 

 Other behavioral issues discussed with AFC. 

Administrative discharge is left to the discretion of the assigned case management agency. 

 

With appropriate substantial documentation, a client does not have to agree to administrative 

discharge.  If a case manager and case management supervisor are in agreement regarding the 

administrative discharge of a client, the supervisor should contact AFC to inform Program Staff 

of the discharge.  A letter must then be generated on agency letterhead and mailed or otherwise 

given to the client.  The letter must include the grievance procedure, the phone number for AFC, 

and the client’s right to request case management services from another agency.  The client must 

be informed in this letter that in order to re-engage in services at a new case management agency, 

the new agency will require a behavioral contract.  A copy of this letter must be kept in the case 

management chart.  A copy of this letter must also be submitted to AFC and scanned into the 
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Database system 

 

Should a discharged client request case management at another Cooperative agency, AFC will 

assist the new case management agency in generating a behavioral contract which should include 

mandatory anger management classes or Referral to Mental Health and or Substance Abuse 

Treatment. This contract will detail expectations for the client related to the reason for his or her 

discharge from the previous case management agency.  The new case manager and the client 

must agree to and sign the contract.  The client will be informed that violation of the behavioral 

contract will result in a lifetime termination from case management services Cooperative-wide.  

 

It should be noted that administrative discharge according to this policy applies only to a client’s 

case management services.  Administrative discharge will not necessarily affect a client’s status 

in primary care, mental health, or other non-AFC funded services. However, clients must be 

informed that due to the nature of the screening and eligibility requirements of HAP, EFA, and 

transportation, termination from case management services will impede access to these 

programs. 

 

 

Termination of Clients from the Cooperative 

In a few, very rare, but serious circumstances, clients may be automatically and permanently 

terminated from case management services Cooperative-wide.  Those circumstances include: 

 Threatening a case manager, other agency staff, AFC staff, or another client with a 

weapon or physical force (documented with a Police Report); 

 Two consecutive violations of an established behavioral contract; and/or 

 Actions violating the confidentiality of other agency clients. 

 

In cases of termination, the case manager must contact AFC immediately.  AFC will make the 

final determination for termination.  The circumstances must be documented thoroughly in the 

case management chart and database system, signed off on by the case manager, the case 

management supervisor, and a member of the AFC program staff.  A Change of Status form 

must be completed and the client’s status should be changed to “closed” in AFC’s client-level 

data system.  A list of terminated clients will be maintained at AFC. AFC will provide all 

substantiating documentation to the appropriate case management funder. 

 

FORMS: 

Discharge/Termination from Program Form 
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AIDS FOUNDATION OF CHICAGO 

NORTHEASTERN ILLINOIS HIV/AIDS CASE MANAGEMENT COOPERATIVE 

DISCHARGE/TERMINATION FROM PROGRAM FORM 

 

 

Client: _____________________________________Client Track ID 

___________________________ 

 

Case Manager: 

__________________________Agency_____________________________________ 

 

Exit Date: ___________________________________________ 

 

 

 

CASE MANAGEMENT EXIT REASON: (Select one) 

 

□ Client disengaged after service began 

□ Client withdrew before service began 

□ Client whereabouts unknown.   

□ Client moved outside of service area 

□ Death 

□ No services needed 

□ Client  request 

□ Refused services 

□ Transferred to SSCM 

□ Transferred to MCM 

□ Transferred to DRS 

□ Transferred to PACPI 

□ DCFS Placement 

□ Incarceration 

□ Transferred to another agency                       New 

agency________________________________ 

□ Assisted living/ Nursing home placement 

□ Non HIV+ 

□ Duplicate enrollment 

□ Violation of rules 

□ Other___________________________________________________________________

______ 
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VIOLATION OF RULES: 

 

□ Client received the rights and responsibilities and grievance procedure forms 

□ Client follows the grievance procedure 

 

LOST TO CARE CLIENT:  (attempts to reengage client during the last 3 months) 

 

Did the case manager send a certified letter prior to closing the case? 

 

□ Yes 

□ No 

Where the goals and objectives in the service plan achieved? 

□ Yes 

□ No  

□ Don’t Know  

□ N/A  

 

If goals and objectives were not achieved, please briefly explain why: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

________________________ 

 

 

Does the participant need further support or other services to assist him/her in maintaining 

well-being? 

□ Yes  

□ No 

□ N/A  

□ Don’t Know  

 

If yes, list recommendations/referrals made for support and other services 

______________________________________________________________________________

______ 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

__________________ 

 

At discharge/transfer from case management, was the participant receiving medical care?  
Yes 

No 

N/A 
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Don’t Know 

If yes, describe how participant will continue to access medical 

care__________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Medical Provider: _________________________  Phone number_________________________ 

 

At discharge/transfer from case management was the participant taking any medication? 

Yes  

No  

N/A  

Don’t Know  

 

If yes, describe how participant will continue to access 

medications____________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

Additional Comments: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

TRANSFER INFORMATION:  (This is not entered into Client Track.  Please notify the AFC 

to make the case assignment) 

 

New agency: _______________________________ Program: 

_________________________________ 

 

New Case Manager: ________________________________________ Date: 

____________________ 

__________________________________________                                     

_______________________ 

Case Manager Signature                                                                                      Date 
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CASE MANAGEMENT POLICY 

Case Management Process 

 

Subject: SOP 9 – Direct Data Entry 

  

PURPOSE: 

To set a minimum standard across Cooperative sub-contractors regarding electronic records and 

data reporting needed to properly document continuity of care for clients. 

 

POLICY: 

Case management funded agencies agree to electronically submit client level demographics, 

service utilization, referrals, service planning, progress notes and assessment/re-assessment 

information through participation in Direct Data Entry using the database required by the 

funding source.  

 

PROCEDURE: 

 AFC has licensed the Client Track case management software  to administer its case 

management services.  Access to the Client Track case management software  is provided by 

AFC to all PACPI case managers as an area-wide case management tool to improve human 

service delivery in the Chicago metropolitan area. Such access to Client Track is designed to 

facilitate the coordination and provision of case management, data collection, and policymaking 

for the Cooperative and the Cooperative’s community partners.  

 

Client Track provides a tool to collect longitudinal client-level data that is grounded in the actual 

experiences of persons living with HIV and the service providers who assist them throughout the 

Chicago metropolitan area. Client Track facilitates the analysis of information that is gathered 

from people living with HIV throughout the service provision process to generate an 

unduplicated count and other aggregate (void of any identifying client level information) 

information that can be made available to policy makers, service providers, advocates, and 

consumer representatives. 

 

 

It is imperative that PACPI case managers, regardless of funding source, enter data into the 

requisite database on a weekly basis. Case managers are required to complete data entry every 

five days, at minimum, to minimize excess data entry burden, reduce the number of errors 

associated with high volume and ensure the presence of client level data to submit complete and 

accurate reports of utilization to the Chicago Department of Public Health and Illinois 

Department of Public Health.   
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CASE MANAGEMENT POLICY 

Case Management Process 

 

Subject: SOP 10 – Program Administrative and Peer Review 

 

Cooperative agencies will conduct utilization review in compliance with their existing quality 

assurance procedures and conforming with the following standards. 

 

The review and report will cover the following: 

 

! Initial contact and screening activity.  The number of cases referred during the period and 

the timeliness and quality of responses will be recorded. 

 

! Case review of a random sample of 15% of open cases (a smaller percentage may be used 

when the number of cases exceeds 300, more than 15% of cases may also be required if 

determined by the AIDS Foundation).  The case review will include examination of the 

accuracy of the intake assessment, client involvement in service planning and 

implementation, provider and collateral liaison, documentation of case progress and 

changes in progress notes, case manager response to crisis situations and other changes in 

client need, documentation of changes in case status, documentation of six-month review 

of service plan, updated release of information and documentation and description of case 

manager supervision. Clients will not be referred to by name, but a client record number 

or other identifier will be used for reference. 

 

! Descriptions of actions planned or executed to address case manager or agency 

shortcomings.  

 

! Documentation of utilization review in supervision sessions is acceptable, to be reviewed 

by AFC staff at annual administrative reviews is acceptable. 

 

 


