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This form records information on the initial screening of potential Healthy Families (HF) participants including: contact information, brief demographics, referral source, the risk factors and screening outcome for each person screened. The risk factors are those characteristics or situations in the person's life (current or historical) that place them at risk for child abuse and other negative outcomes.

This form should be completed at the screening of potential participants.

	Site ID: ________________________________
	Screen ID: _____________________________

	Screen Date: _________/_________/_________
	Data Entry Staff ID: _____________________________

	Time of Screening: □ Pre-natal    □ Post-natal
	



Expectant/New Parent Information

	Last Name:
	________________________________
	First Name:
	________________________________

	Street Address:
	___________________________________________________________________________

	City:
	_____________________________________
	State:
	________
	Zip Code:
	________________

	Home Phone:
	_______________________________
	Work Phone:
	_______________________________

	Email:
	_______________________________
	



Screener Information

	Last Name:  
	_______________________________
	First Name: 
	__________________________

	Phone Number:
	____________________________
	Organization:
	_________________________

	
	
	
	
	

	Type of Screener:
	⁪
	□ Counselor
	⁪
	□ Obstetrics/gynecology office

	(check one)
	⁪
	□ Department of children and family services
	⁪
	□ Other Healthy Family staff

	
	⁪
	□ Family Assessment Worker
	⁪
	□ Public health nurse

	
	⁪
	□ Family practice office
	⁪
	□ Receptionist/clerk

	
	⁪
	□ Hospital staff
	⁪
	□ Referral facility staff

	
	⁪
	□ Midwife
	⁪
	□ School staff

	
	⁪
	□ Nurse
	⁪
	□ Other (specify): ____________________

	
	
	

	Method of Screening:
	⁪
	□ In person

	(check one)
	⁪
	□ By phone

	
	⁪
	□ By proxy

	
	⁪
	□ By record review

	
	⁪
	□ Other (specify):______________________

	
	
	
	
	

	Type of Referral:
	⁪
	□ Child Protective Services
	⁪
	□ Mental health provider

	(check one)
	⁪
	□ Church
□ Community based organization
	⁪
	□ Midwife
□ OB/GYN

	
	⁪
	□ Day care/child care center
	⁪
	□ Other Healthy Family participant

	
	⁪
	□ Department of children and family services
	⁪
	□ Other Healthy Family program

	
	⁪
	□ Domestic violence shelter
	⁪
	□ Other home visitor program

	
	⁪
	□ Door-to-door outreach
	⁪
	□ Private physician

	
	⁪
	□ Family member
	⁪
	□ Public health nurse

	
	⁪
	□ Friend
	⁪
	□ School

	
	⁪
	□ Head Start
	⁪
	□ Self referred

	
	⁪
	□ Health clinic
	⁪
	□ Visiting nurse

	
	⁪
	□ Health Department
	⁪
	□ Women, Infants and Children

	
	⁪
	□ Home health care agency
	⁪
	□ Other ( specify): ________________

	
	⁪
	□ Hospital
	

	
	⁪
	
	


Risk Factors

	Marital Status is single, separated, divorced or  widowed
	□ True
	□ False
	□ Unknown

	Husband/partner unemployed
	□ True
	□ False
	□ Unknown

	Inadequate income
	□ True
	□ False
	□ Unknown

	Unstable housing
	□ True
	□ False
	□ Unknown

	No phone
	□ True
	□ False
	□ Unknown

	Education under 12 years
	□ True
	□ False
	□ Unknown

	Inadequate emergency contacts
	□ True
	□ False
	□ Unknown

	History of substance abuse
	□ True
	□ False
	□ Unknown

	Late or no pre-natal care, poor compliance
	□ True
	□ False
	□ Unknown

	History of abortions
	□ True
	□ False
	□ Unknown

	History of psychiatric care
	□ True
	□ False
	□ Unknown

	Abortion unsuccessfully sought or attempted
	□ True
	□ False
	□ Unknown

	Relinquishment for adoption sought or attempted
	□ True
	□ False
	□ Unknown

	Marital or family problems
	□ True
	□ False
	□ Unknown

	History of or current depression
	□ True
	□ False
	□ Unknown


Screening Outcome

	Was referral made for assessment:
	⁪  □ Yes


	If screen is positive, but not assessed,
	

	
	□ Reason declined:
	⁪
	□ Refused/not interested

	
	(check one)
	⁪
	□ Does not need services - client decision

	
	⁪
	□ Does not need services - staff decision

	
	⁪
	□ Participating in another program

	
	⁪
	□ No time available to participate

	
	⁪
	□ Missed at hospital

	
	⁪
	□ Moving/moved

	
	⁪
	□ Unable to locate

	
	⁪
	□ Miscarriage

	
	⁪
	□ Abortion

	
	⁪
	□ Adoption

	
	⁪
	□ Deceased target child

	
	⁪
	□ Child protective services (CPS) status

	
	⁪
	□ Language barrier, no interpreter

	
	⁪
	□ Assessment quota met

	
	⁪
	□ Did not meet criteria (inappropriate referral)

	
	⁪
	□ Other (specify): _______________________________________________

	
	⁪
	□ Unknown

	
	
	

	
	Date Declined:
	______/______/______
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	Date form completed:
	___________
	Date of data entry:
	_____________
	Data entered by:
	_______________

	
	
	
	
	Rev 10/14


Page 2 of 2

[image: image1.png][image: image2.png]