	

	Participant Information

	Name: (First, Middle Initial, Last)                                                                   ID#:



	Address:   (Street)                                                     (Apt.)            

      

	  (City)                  (State)                    (Zip Code)                                 

	Birthdate:

	Phone Number: 

(Message OK?  yes / no)
	Primary Pharmacy:

Location:

Phone Number:

	Primary Physician:

Phone Number:
	Allergies:



	Case manager:
	

	

	The Hennepin County Community Health Department manages the funds that make this 

program possible.  It is required that the following non-identifying information be collected.

This information will remain confidential.

	Current Physical Gender:
	· Male
	· Female
	· Transgender M to F

· Transgender F to M

	· Check here if you consider yourself to be Hispanic (or Latino or Chicano).  (Hispanic is defined as a person of Mexican, Puerto Rican, Cuban, Central or South American, or Spanish origin)

If you are not Hispanic, what do you consider to be your race or ethnic group?

	· American Indian or Alaskan Native

· Asian (including India)

· Other: ___________________
	· Caucasian 

· Native Hawaiian or other Pacific Islander
	· African American or Black

· Refused 

· Unknown

	Country of birth:
	· USA
	· Other: ___________________

	Current living situation:

· Homeless from the streets

· Homeless (emergency shelter)

· Permanent Housing
	· Non-permanent Housing

· Institution (residential, health care, correctional facilities)
	· Other

· Refused 

· Unknown

	County in which you live:
	· Hennepin
	· Ramsey
	· Other: ___________________

	

	Anticipated gross family income:



	Number of People Legally Dependent on that Income:
	How many children < 18 years old live with you more than 20 hours a week?

	Documented source of income:
	Date of documentation:

	Primary Medical Insurance:

· Private

· Medicare

· Medicaid (MA)
	· Other Public Insurance (GA, Mn Care)

· NO Insurance

· MCHA
	· Refused

· Unknown



	

	The following questions are asked only if the status is not known from the medical record:

	Date of last MD/ NP appointment:

	HIV/AIDS Status:
	· Year HIV +
	· 
Year of AIDS diagnosis (if applicable):

	What do you consider to be your HIV Exposure category?:

	· Male to male sex

· Male to female sex

· Injecting drug use
	· Blood recipient

· Hemophilia

· Perinatal transmission
	· Occupational exposure

· Other
	· Refused

· Unknown




Daily schedule

What is a typical day like for you?

Weekdays:





Weekends:

____________________________________________
_________________________________________

____________________________________________
_________________________________________

____________________________________________
_________________________________________

____________________________________________
_________________________________________

____________________________________________
_________________________________________

____________________________________________
_________________________________________

____________________________________________
_________________________________________

Support for taking Your Meds

Who knows that you are HIV-positive and taking HIV medications?

____________________________________________________________________________________________

____________________________________________________________________________________________

Who do you actively work with regarding your medications?  For example, physician, case manager, friends

____________________________________________________________________________________________

____________________________________________________________________________________________

Has anyone ever explained why medication adherence is so important?  

What do you know about HIV resistance?

____________________________________________________________________________________________

____________________________________________________________________________________________

When did you last have difficulty taking your meds?  Explain.

____________________________________________________________________________________________

____________________________________________________________________________________________

Are the meds working for you? . . . .Or are YOU working for the meds?

____________________________________________________________________________________________

What makes it difficult for you to take meds?

____________________________________________________________________________________________

____________________________________________________________________________________________

	Medication  Recall

	Did you miss any medication doses in the last three days?
	· No
	· Yes

	If Yes, how many, and which doses?

	· 1-3
	· 4-6
	· 7-9
	· 10+
	
	· Morning Dose
	· Mid-Day Dose
	· Evening Dose

	What do you think were the reasons you missed your med(s)?

	· I forgot

· I didn’t understand the instructions

· I skipped them due to side effects

· I didn’t want others to see me take them

· I didn’t feel like it

· Family responsibilities got in the way 

· Had a change in my daily routine

· Felt depressed/overwhelmed
	· I didn’t have my meds with me

· I didn’t have any water with me to take them

· I was sleeping

· Too many pills to take

· Had problems taking pills at specific times

· I lost my medication

· I was drunk/high

· Other: _____________________________________


	Chemical Use Assessment

These are questions everyone is asked as a means of screening for possible health risk.

	

	Tell me about your __________ use.
	Does anyone in your family have a problem with medications, alcohol, or drugs?

	On average, how many days a week do you drink?
	When you drink, how many drinks do you have?

	Has anyone in your family ever told you they were concerned or didn’t like your drinking or drug use?
	Have you ever had a chemical dependency evaluation or been involved in a treatment program?

	Have you ever tried to cut down?               Were you successful?



	Have you had any of the following problems due to alcohol or chemical use?

	· Missed work

· Missed medications
	· DWI / DUI

· Missed doctor appt
	· Relationship conflicts

· Poor diet
	· Illness

· Other: ___________________



	In the last six months have you used ___________?:

	· Alcohol

· Poppers/Amyl nitrate

· Other: ______________


	· Marijuana/Hash/Pot 

· Hallucinogens
	· Tranquilizers

· Cocaine/Amphetamines
	· Injected Drugs

· Heroin/Narcotics


Medication Regimen

	Anti-HIV Medications

	Start date
	Stop date
	Trade Name
	Generic Name
	Dose

	
	
	· Combivir 
	Zidovudine/Lamivudine
	

	
	
	· Emtriva
	Emtricitabine (FTC)
	

	
	
	· Epivir
	Lamivudine (3TC)
	

	
	
	· Epzicom
	Lamivudine/ Abacavir
	

	
	
	· Retrovir
	Zidovudine (AZT)
	

	
	
	· Trizivir
	AZT + 3TC + ABC
	

	
	
	· Truvada
	Emtricitabine/Tenofovir
	

	
	
	· Videx
	Didanosine (ddI)
	

	
	
	· Viread
	Tenofovir (TDF)
	

	
	
	· Zerit
	Stavudine (d4T)
	

	
	
	· Ziagen
	Abacavir (ABC)
	

	
	
	· Rescriptor
	Delavirdine
	

	
	
	· Sustiva
	Efavirenz
	

	
	
	· Viramune
	Nevirapine
	

	
	
	· Crixivan
	Indinavir
	

	
	
	· Fortovase or Invirase
	Saquinavir
	

	
	
	· Kaletra
	Lopinavir/Ritonavir
	

	
	
	· Lexiva
	Fosamprenavir
	

	
	
	· Norvir
	Ritonavir
	

	
	
	· Viracept
	Nelfinavir
	

	
	
	· Reyataz
	Atazanavir
	

	
	
	· Fuzeon
	Enfuvirtide (T-20)
	


	Other Medications

	· _____________________________________

· _____________________________________

· _____________________________________

· _____________________________________

· _____________________________________

· _____________________________________

· _____________________________________
	· _____________________________________

· _____________________________________

· _____________________________________

· _____________________________________

· _____________________________________

· _____________________________________

· _____________________________________




Client Name: _________________________________________________________

	Medication Adherence Supplies

	Which medication adherence devices did the client receive? 
	Date Received

	· Calendar     Wk/mon (S,M,L) or monthly

· Pillbox, free keychain

· Pillbox, pocket (Glaxo or Agouron freebie)

· Pillbox, pocket (jewel case or extra large)

· Pillbox, 7 day, 14 compartment  (specify freebie or purchased)

· Pillbox , Large (7 day, 28 compartment)

· Pillbox, 7 compartment 

          (specify type/size)____________

· Pillbox, Medium (blue, adjustable)

· MedGlider Timer w/ 1 or 7 day box)

· Timer, other

· Watch  (specify model) ________________

· Water bottle

· AA batteries (2)

· AAA batteries (2)

· ginger tea or candy (packets of 4 teabags)

· Other: ______________________________
	· __________________________________

· __________________________________

· __________________________________

· __________________________________

· __________________________________

· __________________________________

· __________________________________

· __________________________________

· __________________________________

· __________________________________

· __________________________________

· __________________________________

· __________________________________

· __________________________________

· __________________________________

· __________________________________




	Teaching Documentation – Adherence Supply Session

	Date:
	Instructor:

	Method
	Barriers
	Response
	Evaluation

	· Verbal instructions

· Demonstrate skill

· Video tape

· Pamphlet/handout


	· Illness

· Literacy

· Language/cultural

· Drug/medication

· Denial

· Readiness

· Cognitive skills

· 
	· Verbalizes understanding

· Unable to validate client understands

· Demonstrates new skill

· Unable to demonstrate new skill

· Answers questions correctly

· Unable to answer questions correctly

· Declined instruction

· Accepted tools/information

· 
	· Additional/repeat instruction needed

· Needs reinforcement

· Demonstrate/verbalize understanding


Minnesota Medication Adherence Project

Ryan White CARE Act Title II Funds

ELIGIBILITY REQUIREMENTS:

· The client must be HIV positive and on antiretroviral therapy.

· The client must have an income that is at or below 300% of the Federal Poverty Level (less than $28,710

·  for a single person) and be able to validate this if needed.

· The client must live in Minnesota or Pierce or St. Croix county in Wisconsin.
· Clients can access this program in one of three ways: as a Clinic 42 patient, through a case manager, or through a self-referral.  Clients do not need to see a doctor at Clinic 42.
I acknowledge that I am HIV positive, on antiretroviral therapy, live in Minnesota or Pierce or St. Croix county in Wisconsin, and earn a maximum of 300% of the Federal Poverty level for my household.  

A program staff member has explained the Minnesota Medication Adherence Project Policy and Procedures to me and I agree to provide required non-identifying information with the understanding that it will remain confidential.  

I agree to participate in follow-up evaluations and remain in contact with staff.

__________________________________________________________________________________________

First Name
Middle Initial
  Last Name 


Client Signature


Date


I agree that program staff may leave messages for me at the following telephone number(s):

____Home 

____Work 

____Cellphone 


Initial



Initial



Initial

I agree that program staff may mail information related to Medication Adherence to my home address.

____________


Initial

___________________________

Instructor Signature

Minnesota Medication Adherence Project

Non-Ryan White Care Act Title II Funds Eligible

ELIGIBILITY REQUIREMENTS:
· The client must be HIV positive and on antiretroviral therapy.

· Clients can access this program in one of three ways: as a Clinic 42 patient, through a case manager, or through a self-referral.  Clients do not need to see a doctor at Clinic 42.

· The client has an income that is above 300% of the Federal Poverty level (> $27,930/ yr.) and/or lives outside of Minnesota or Pierce or St. Croix county in Wisconsin.

I acknowledge that I am HIV positive, on antiretroviral therapy, live in Minnesota or Pierce or St. Croix county in Wisconsin, and earn more than 300% of the Federal Poverty level for my household.  

A program staff member has explained the Minnesota Medication Adherence Project Policy and Procedures to me and I agree to provide required non-identifying information with the understanding that it will remain confidential.  

I agree to participate in follow-up evaluations and remain in contact with staff.

__________________________________________________________________________________________

First Name
Middle Initial
  Last Name 


Client Signature


Date


I agree that program staff may leave messages for me at the following telephone number(s):

____Home 

____Work 

____Cellphone 


Initial



Initial



Initial

I agree that program staff may mail information related to Medication Adherence to my home address.

____________


Initial

___________________________

Instructor Signature

	Contact Documentation


	Date:
	Type:
	Time:
	Encounter entered in Excel:
	Excellian:

	Notes:

	

	

	

	

	

	


	Date:
	Type:
	Time:
	Encounter entered in Excel:
	Excellian:

	Notes:

	

	

	

	

	

	


	Date:
	Type:
	Time:
	Encounter entered in Excel:
	Excellian:

	Notes:

	

	

	

	

	

	


Dear Doctor ___________________:

Clinic 42 has been awarded Ryan White CARE Act Title I Funds for a medical adherence supply and support program.  In order to provide these services to your patient, we must verify medical information about his/her HIV status.  We are also requesting access to viral load and T-cell results, along with other select labs that will assist us in helping clients with their medication adherence. 

Please complete the Medical Verification section below and return it to me in the enclosed self-addressed, stamped envelope.  Thank you for your prompt attention in returning this information.  If you have any questions or concerns, feel free to contact me at 612 863- 4008.

Sincerely, 

Karen Williams, PharmD
_________________________________________________________________________________________

I authorize Clinic 42’s Minnesota Medication Adherence Project to receive verification of my HIV status and  lab results from:

_______________________________________          _____________________________________________.

Doctor’s Name




    Organization / Address / Phone Number

I understand that this information will be kept in a confidential manner by the Clinic 42 staff.

I understand my rights, including the right to refuse to allow this exchange, and the right to revoke this consent with written notice effective the date received by Clinic 42.

_______________________________________          ______________________________

Signature




                Date

_______________________________________          ______________________________

Name (please print)                                                         Expiration Date

MEDICAL VERIFICATION OF HIV STATUS
I hereby certify that ___________________________________ has been tested and diagnosed with:

_________ HIV infection             ___________ AIDS   (Please include date of diagnosis if available)

__________________________________________________________________

Signature




  

Date

CONSENT FOR RELEASE OF PRESCRIPTION INFORMATION

Name of Individual: ________________________________________   Date of  Birth:_________________

I hereby authorize Clinic 42’s Minnesota Medication Adherence Project to receive information regarding my medication prescriptions and refills from:

_______________________________________          ______________________________________________  

Pharmacy Name




    Pharmacy (location) / Fax Number

I understand that this information will be kept in a confidential manner by the Clinic 42 staff.

I understand my rights, including the right to refuse to allow this exchange, and the right to revoke this consent with written notice effective the date received by Clinic 42.

_______________________________________          ______________________________

Signature




                Date

_______________________________________          ______________________________

Name (please print)



                Expiration Date



Clinic 42, Abbott Northwestern Hospital

2545 Chicago Avenue South, Suite 200

Minneapolis, MN  55404

612-863-5336

POLICY: The Minnesota Medication Adherence Project will provide education, adherence supplies, and peer support related to medication adherence issues to individuals who meet eligibility requirements.  The eligibility requirements are mandated by Ryan White CARE Act Title II Funds used to support this program.

PROCEDURE:
· The client will schedule an appointment with Program staff for an intake and assessment session and 

follow-up sessions.

· The client will report any change of address or phone number.

· The client will return any supplies (watch, pager, timer) that he/she has decided to stop using that are in reusable condition.

· Replacement of lost items will occur only after assessment of staff and according to inventory levels.

· The client will be informed that the Hennepin County Community Health Department manages the funds for this program, and requires non-identifying information be collected periodically, which will remain confidential, for the following purposes:

1. To identify the services needed and used by persons with HIV infection.

2. To identify barriers to receiving those services.

3. To evaluate future funding needs.

	Your first follow up appointment is scheduled for: _______________________________________


at  ____ Clinic 42 

            ____  Park Nicollet ID Clinic

      Please remember to bring your medications with you.

      Please call MnMAP at 612-863-4008 if you are unable to make this appointment.



	


PAGE  
Date: ____________________


