WCCP Periodic Reporting Form

This form is to be completed by the Care Coordinator starting at the first ISP development, then Quarterly (every 3 months) and at discharge from the program.

Client Name: ____________________________________________________________                 

   Last


       First



MI

DOB: ___________
     

SS #: _____-______-_____


	1. How many days of homelessness occurred in the past three months?
	


	2. Current Living Situation (check one):

О Private residence alone
	О Nursing home or other medical facility

	О Private residence with spouse or domestic partner
	О DOH Adult Home

	О Private residence with parent, child, or other family
	О OMH Crisis Residence

	О OMH Supported Housing (or Supported SRO)
	О OMH Housing Treatment Program (Congregate Treatment, Apartment Treatment, or Transitional Living Center)

	О OMH Housing Support Program (Congregate support or Service Enriched SRO)
	О Inpatient State Psychiatric Center

	О Inpatient general or private psychiatric hospital
	О Drug/alcohol abuse residence or inpatient setting

	О Assisted/supported living
	О Correctional facility

	О Homeless (shelter or emergency housing)
	О Other (specify) ______________________________________

	О Homeless (streets, parks, drop in center, etc.)
	


	3. How long has enrollee been in current living situation (check one)?
	○ < 1 month
	○ 1-3 months
	○ 4-6 months

	
	○ 7-12 months
	○ > 12 months
	○ Unknown


Service Use

	4. Number of psychiatric emergency room (ER) visits in the last three months?
	

	    Total number of days (overnights) in ER in the last three months due to psychiatric illness?
	


	5. Number of psychiatric hospitalizations in the last three months?
	

	    Total number of days (overnights) in the hospital in the last three months due to psychiatric illness?
	


6.  Current employment situation (check one):

О 
No employment of any kind

О 
Competitive employment (employer-paid position) with no formal supports

О 
Competitive employment (employer-paid position) with ongoing supports

О 
Community-integrated employment run by a State or local agency

О 
Works in a sheltered (non-integrated) workshop run by state or local agency

О 
Sporadic or casual employment for pay (includes odd jobs)

О
Non-paid work experience (includes volunteer positions)

О 
Other employment situation (specify) ________________________________
О 
Unknown

	
	Average Hours Per Week

	7.  Average hours of employment or non-paid work experience per week (check one):
	О None
	О 1-10
	О 11-20
	О 21-30
	О Over 30


	
	Weeks

	8.  Number of weeks at current employment or non-paid work experience:
	


Criminal Involvement

	9. Indicate the number of arrests in the last three months for each type of crime:
	

	Crimes involving Assault or Sexual Assault
	

	Crimes involving property
	

	Other
	


	10. Indicate the number of incarcerations in the last three months
	


Victimization during the last three months

	11. How many incidents of client’s property stolen or destroyed?
	


	12. How many incidents as victim of physical assault?
	


	13. How many incidents as victim of sexual assault?
	


	 14. Has this client attended any self-help or support groups in the last 3 months?
	О
	Yes
	О
	No


[Examples include but are not limited to Recovery Incorporated, Double Trouble, Emotions Anonymous, Alcoholics Anonymous, ALALON/ACOA, Panic/Anxiety/ OCD Groups, Mood/Affective Disorders Groups, Psychiatric Survivor Groups, Sexual Abuse Survivor Groups, Suicide Survivor Groups, Narcotics Anonymous, Change Unlimited, Consumer Operated Supports/Services (e.g. Drop-in Centers).]

15.  During the last three months, how frequently has this individual engaged in the following behaviors?  Please circle only one response per item.

	
	Never
	Once
	Occasionally
	Frequently

	Express suicidal threats
	1
	2
	3
	4

	Do physical harm to self
	1
	2
	3
	4

	Make suicide attempts
	1
	2
	3
	4

	Verbally assault others
	1
	2
	3
	4

	Make threats of physical violence to others 
	1
	2
	3
	4

	Do physical harm to others
	1
	2
	3
	4

	Damage or destroy property
	1
	2
	3
	4

	Take property without permission
	1
	2
	3
	4

	Create public disturbances
	1
	2
	3
	4

	Abuse substances
	1
	2
	3
	4


Care Coordinator Name: _______________________________________

Care Coordinator Signature: _______________________________________ Date: _____________

Agency: __________________________________________________ County: ________________
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