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1. Organizational background

The Family Van mobile clinic was founded in 1992 by Dr Nancy Oriol, Dean of Students at Harvard Medical School.  It is led by Jennifer Bennet, Executive Director.  Our goals are to improve access, improve health and increase health equity in Boston.  We provide free preventive health services, health education, and referrals to individuals in underserved neighborhoods across Boston. By going directly to the areas in which the need is greatest, the Van removes barriers to care and improves the health of Boston’s most vulnerable residents.  By making prevention available to those with the greatest healthcare needs the Van also saves healthcare costs. Our mission is to educate, counsel, and assist community members in strengthening and protecting their bodies, minds, and communities.

Over the last 21 years, we have served more than 40,000 individuals in Boston’s underserved communities.  Last year, 87% of our clients were minorities and 40% did not speak English as their primary language.  We are a community resource for people to stay healthy: Between 2010-2012, our regular clients who first came with high blood pressure had an average reduction of 10.7 mmHg and 6.2 mmHg in systolic and diastolic blood pressure respectively.  This reduction is associated with 32% and 45% reductions in relative risk of myocardial infarction and stroke.  Over the last 5 years our cumulative return on investment is $27 for every $1 invested in terms of downstream healthcare savings and avoided Emergency Department visits.

2. Short project description

Data is collected about our clients by our team at every visit on board the Family Van.  The data is stored on a MySQL database via a web-browser user interface accessed on ipads and occasionally on PCs. We are looking for developers to design an upgrade to our data collection system to make it more user-friendly and to better support chronic disease management for our clients.
The current data-collection interface was designed for use on a tablet with a stylus and does not allow our team to view clients’ previous records.  This project is to:

a)
update the front-end with an improved user interface and flow, optimized for a touch interface so that it can be used on ipads, android tablets.  It needs to also be accessible via PCs, although this is not the prime interface.

b)
update the front-end to allow providers and clients to view previous records to make it more user friendly for returning clients and to assist with chronic disease management. 

c)
update the visual design to make it  more userfriendly.

d)
adjust the existing database to include new fields

e)
adjust the data-dump function (which exports the data into an excel file) to include new fields.
3. Project requirements and project objectives: 

Our audience: This data collection system will be used by community health workers, nutritionists, HIV counselors and volunteers with clients from underserved areas in Boston.  Clients often have considerable issues to address and the team needs to upgrade the data collection system so that it better support their work with these clients by being intuitive and user friendly. 

Current environment: 

Data-collection user interface: This is on a web-browser.  The current code is a combination of PHP and Javascript. The database is MySQL and would not require many changes apart from a few additional fields. There is limited reporting functionality, apart from an excel export of key fields from the database, which will need to be slightly amended to reflect new database fields. A paper version of the current service provider form is included in Appendix A.

Required features and preferred tools

The developers will work with the Family Van team to design the user interface.  The basic questions that need to be covered are in Appendix B, although these may be amended slightly in the design phase.

Below are the key features that the new system should have:

1. Touch adapted: it will be adapted to touch enabled devices to make input and navigation easy.  

2. Multiple devices: It will be usable on a range of devices including ipads and android tablets and occasionally on PCs.   If it can be used on smart phones too that would be an advantage but not essential.

3. Modular data entry: It will allow data-entry to follow the flow of a conversation rather than the data-entry to determine the flow of the conversation. There will be modules for each of the key sections and these can be completed in any order.  For example, there will be a module on ‘health care access needs’, a module on ‘client demographics’. The Client Demographics module could be completed towards the end of the visit if this is how the conversation flows.  The current data flow is entirely linear and does not allow for this.
4. Dynamic:  The forms will be dynamic and will expand according to clients’ response, for example if blood pressure input reaches a certain level, additional fields will show up to collect more relevant data.  This functionality is already available on some parts of existing user interface.
5. Previous records: Previous records for clients will be visible to the team.  This will allow them to see trends in physiological measures such as blood pressure and also allow clients to check whether there has been any change in semi-static values such as ‘health insurance’, ‘usual source of primary care’ etc. 

6. Some question changes & new database fields:  These also reflected in the excel export.

7. Existing data needs to be maintained in the updated schema 
8. Edit function: it needs to be possible to bring up previous records and edit them if necessary.  This is already functional in the current data-entry system.
9. Referral form: there is a short form that is completed when a referral needs to be made.  This needs to be printable via the air print function. This is already functional in the current data-entry system.

Preferred tools

We believe that JQuery Mobile and AJAX are the best tools for this development.  However, organizations that have other suggestions will be considered as long as they allow for the functionality outlined above.


JQuery Mobile will make input and navigation easy, and provide easily styled and enhanced form elements and widgets, like sliders, checkboxes, radio sets, select menus, persistent toolbars, buttons and dialogs that are all touch-friendly and work across devices and browsers.

AJAX will enable the data collection interface to be modular and dynamic. The forms will be interactive, expand and change according to patient’s record or input. 

Activities

Design (with Family Van team)

· Finalize scope 

· Finalize requirements and feature list 

· Design user interface

Development and testing

· Build the front-end and update the back-end of the mobile app

· Update the visual design

· Update the user-interface to be touch friendly using JQuery Mobile or equivalent.

· Use AJAX technology to make it modular and dynamic.


Testing (with Family Van team)

· Test on multiple platforms

· User testing with mobile clinic providers

· Amend based on feedback

System Integration:

This is a PHP application with a MySQL database.  The schema will reqire minor updates to include some additional fields.
4. Project budget

Upper limit of $35k all included
5. Milestones and deadlines

Project design: September 2013

Development: October 2013-December 2013

Testing and improvement: January 2013

6. Terms of contract

The initial contract term for this will be negotiated at the time of contract award.

The Family Van reserves the right to reject all proposals, reject portions of any proposal, or accept the proposal deemed most advantageous to the Family Van.

Should the vendor fail to meet the requirements of the contract, the Family Van may cancel the contract with a thirty (30) days notice and award the remainder of the contract term to the next best vendor.

7. Schedule for the Evaluation Process

Request for proposals due June 24 5pm 2013
Selection of Vendor/contract negotiation July 2013
8. Proposal Submittal

Format:

Cover Letter

Table of Contents

Company Background (one page) including company description, history, number of employees, number of clients and financial status. What differentiates you from your competitors?

Non-technical summary including any unique of distinctive features.

Product overview including the user interface and system navigation features, customization features, help features built into the system

Technology requirements:

· Is it optimized for iPads and android tablets? 

· Can you access it from a web interface on a PC desktop if necessary?  

· What language is the software in? 

· Will it be compatible with our MySQL database? 

· Is there a limit to the number of records this software supports?

Training for our team

Support for our team during developing and testing period

· How will technical support be handled during testing period?  (Days and hours?)

· Method of support contact (email, telephone etc)

· Average support call back time

· Average problem resolution time
· Hand over to HMS IT support team.

Response to terms and conditions outlined above.

Proposal costs

Please submit an electronic copy of the proposal via email to:

Caterina Hill, Family Van, Harvard Medical School

caterina_hill@hms.harvard.edu
1542 Tremont Street, Boston MA 02120

Tel: 617 4423200

9. Vendor Qualifications

Vendor must be incompliance with all city, county and state business licensing, bond and insurance requirements.

Vendor must be based in the United States.

10. Proposal evaluation criteria

Financial information

Please indicate any planned mergers or acquisitions.  Please indicate if your company is currently in bankruptcy proceedings.

Customer list

Please list at least five companies/customers as references. State company name, address, contact name and telephone numbers, installed and supported software and duration or relationship.

Criteria for award

Technical capacity

Software capacity

Functionality

Vendor support, responsiveness and follow-up

Ease of use

Flexibility and ease of product implementation

Implementation plan and support

Pricing

Timely and complete response to RFP

Vendor client references

Results of requested demonstrations and presentations

11. Contact information and deadline for submissions
Caterina Hill, Family Van, Harvard Medical School

Caterina_Hill@hms.harvard.edu 

1542 Tremont Street, Boston MA 02120

Tel: 617 4423200

Deadline for submission: Close of day June 27th 2013
Appendix A. Current data collection form

	TODAY’S DATE:  ____________/____________/____________

	· Codman Square

Hyde Park

East Boston

  Special Event: Zip Code: ___________


Dudley Square

Save A Lot 

Mattapan
          Upham’s Corner

Office

	CLIENT FIRST NAME:  _________________________  DOB:  __________/__________/__________

	STAFF NAME:  _____________________________________

	DEMOGRAPHIC INFORMATION    Questions 1-16 must be answered by all clients.

	1) First Visit: 

Yes

No

2) Age: _________     3) Gender:       Female
            F -> M
               Male              M -> F

4) Race:


American Indian/Alaska

Asian

Native Hawaiian/Pacific

Black


White

Unknown/Not Spec.       
Other: ____________________
5) Ethnicity:  Are you Hispanic/Latino? Yes
    No ( answer this and select and Ethnicity below)

African

Cuban

Mexican, Mexican American, Chicano


African American

Dominican

Middle Eastern


American

European

Pakistani


Asian Indian

Filipino

Portuguese


Brazilian

Guatemalan

Puerto Rican


Cambodian

Haitian

Russian


Cape Verdean

Honduran

Salvadoran


Caribbean Islander

Japanese

Vietnamese


Chinese

Korean

Unknown/Not Specified


Colombian

Laotian

Other: ____________________
6) What is your primary language (choose only 1 option):


English

Khmer

Chinese


Spanish

Vietnamese

Albanian


Portuguese

Somali

Russian


Cape Verdean Creole

Arabic

Other: ____________________

Haitian Creole                          
Unknown/Not Specified




	HEALTHCARE ACCESS   

	7) Overall Health

Are there any particular health concerns that you have today?

No
   Yes: 


8) Do you have health insurance? If Yes, what type?


Mass Health/Medicaid

Medicare          Private Insurance
 No Insurance

9) Where do you go to receive primary health care?


Community Health Center

Hospital (Primary Care)

None


Private doctor’s office

Emergency Room


How would you have handled your health concern if there were no mobile health care services?



ER

____________________

10) When was your last complete physical exam? ___________________ (year)
11) When was your last dental exam? ___________________ (year)

12) How did you hear about The Family Van?


Flyer/Advertisement

Community Agency

Saw the Van


Friend/Co-Worker/Family

Outreach Activity

Empl./Member Event Site


Newspaper 

13) Do you care for children under 19?

No

Yes (list ages) _____________________
14) Are you currently employed?

FT

PT

Disabled

Retired

No
15) Are you homeless?

Yes

No

16) Years of formal education? 

<12  
  
  12
      >12



	RISK ASSESSMENT AND HISTORY

17) Are you Sexually Active?

Yes

No

18) Are you interested in speaking with our HIV tester and counselor today?

(Check ‘yes’ if client is referred to the HIV counselor and tester on board the Family Van)

  
Yes
  No

19) History of HIV/STD/Hepatitis

Yes

No
Have you ever had or thought you had HIV, Hepatitis or a sexually transmitted disease (STD) such as Chlamydia, gonorrhea, herpes, syphilis, or crabs?


Yes

No
Have you ever been tested for HPV (genital warts)?

20) Substance Use Activity
Are you currently using drugs/alcohol?

Daily

Socially

Rarely

No Use

Do you smoke?

Yes

No

21) Previous Cancer Screenings History: When did you have your last- 

Mammogram

< 1year

1-2 years

>2 years

Never
Pap Smear

< 1year

1-2 years

>2 years

Never
Prostate Exam

< 1year

1-2 years

>2 years

Never

Colonoscopy/Sig

< 1year

1-2 years

>2 years

Never
22) Do any of your immediate family members (e.g. parents, children, siblings) have a history of :

  Diabetes    Hypertension    Heart attack    Stroke    Cancer    Obesity    Mental Health 


	SCREENINGS

	23) Blood Pressure: _____/_____
Previously Diagnosed Hyp?
Diet/Lifestyle Mod?
On medication? 
Last 24 hours?
  Yes    No
  Yes    No
  Yes    No
  Yes    No

24) Blood Sugar: 
Glucose __________
HbA1c __________%

Have you eaten or drank in the last 2 hours?     Yes    No
     Last  8 hours? 
  Yes    No

Previously Diagnosed Diabetic?
Diet/Lifestyle Mod?
On medication?  
Last 24 hours?
  Yes    No
  Yes    No
  Pills    Insulin    No
  Yes    No

25) Cholesterol:
TC _____________
HDL _____________
LDL _____________

Previously Diagnosed Chol?
Diet/Lifestyle Mod?
On medication? 
Last 24 hours?
  Yes    No
  Yes    No
  Yes    No
  Yes    No

26) Obesity Screening: 
HT ________(inches)
WT _____________

BMI _____________

27) Glaucoma Screening: 
  Yes    No

Do you have an eye doctor?   Yes    No          When was your last eye exam? Year:_________

Have you been diagnosed:   Glaucoma Suspect?  Yes    No         To have Glaucoma?   Yes    No

How Long?  <1 yr 
  1-2 yrs 
  3-4 yrs    5-10 yrs
   >10 yrs

History of Glaucoma in your family?   Yes    No  

If Yes –  Immediate Family 
Extended Family  Relation ___________________________________

Visual Field: Tick boxes that apply


0 Misses (Normal)
1-2 Misses (Suspect)
3+Misses (Abnormal)
Unreliable
Total misses
Right Eye






Left Eye






Instrument Used:  FDT 
 Other__________

Glaucoma Summary:   Normal    Suspect    Abnormal

28) Pregnancy:
  Yes    No            Is there any chance that you might be pregnant or are you thinking about getting pregnant? (If interested, offer a pregnancy test and enter test results)

Pregnancy Test Results
  Positive    Negative

29) Was your last period:    Early    Late    On time

30) Since your last period, have you had any of the following:


Breast Tenderness

Nausea or Vomiting

Fatigue


Unusual Bleeding

Increased Urination

STD Exposure


Abdominal Pain

Unusual Vaginal Discharge

Other ____________________

31) Are you worried about pregnancy from unprotected sex within the last 5 days?   Yes    No

32)
Are you currently using any type of birth control? 


  Birth Control Pills    Depo Provera    None    Other ____________________

33)
If you are pregnant, will you feel: (check all that apply)

  Happy    Sad    Worried    Relieved    Not Sure

34) If you are pregnant, will you want information or assistance on:


Prenatal Care

Pregnancy Options

Health Coverage


Nutrition (WIC)

Financial Assistance



	35) Survey to Assess the Level of Food Insecurity Among Family Van Clients:

	  Yes    No
In the past month was there any day when you or anyone in your family went hungry because you did NOT have enough money for food?
Are you currently enrolled in any of the following nutrition programs? 

 Food Stamps
  Woman, Infants and Children (WIC)

 Free or reduced school meals for children 
  Free summer meals for children

  Yes    No
Would you like us to provide you with help in getting more food?


	36) Supply Distribution

	
Male Condoms

Diapers

Female Condoms


Emergency Formula



	37) Education/Handouts Provided

	E
H

E
H



Alcohol


Family Planning/Pregnancy/Childbirth



Birth Control


Health Insurance



Cancer Screening


HIV/AIDS



Cardiovascular Health


Medication Management



Child Health & Safety


Mental Health/General Support



Cholesterol


Nutrition



Contraception


Obesity (Nutrition/Exercise)



Diabetes Support


Oral Health



Domestic Violence


Pregnancy Self-Care



Drugs


Smoking



Emergency Contraception


STD’s (prevention/condom use)



Eye Health Care/Glaucoma



	38) Generate Referral?

	  Yes    No     Referral offered and declined


The Family Van Referral Form

CLIENT Name:

Telephone Number


Address:

DOB: 

Referred to (agency & address):


Appointment with:
Phone:

Appointment Date:
Time:

NOTES: 



REASON FOR REFERRAL (please check all that apply.)

HEALTH

( Cancer Screening

( Cardiovascular Health
( Child Health/Safety

( Comprehensive Risk Assessment
( Diabetes Support

( Emergency Room

( Hepatitis A and B vaccinations

( Hepatitis C Testing

( HIV Case Management

( HIV Counseling and Testing 

( HIV post exposure prophylaxis

( HIV Prevention Group 
( Mass Health/Health Coverage

( Mental Health/Psychotherapy
( Needle Exchange

( Obesity/Nutrition/Exercise


HEALTH (continued)

( Glaucoma consultation 

( Ophthalmic consultation
( Oral Health
( Primary Care Physician

( Risk Reduction Planning

( STD Screening

( Substance/Alcohol Abuse

( WIC 
EDUCATION

( Computer Training

( Education & Training

( GED


PREGNANCY/FAMILY PLANNING

( Emergency Birth Control

( Family Planning/Contraception
( Pregnancy Options
( Prenatal Care

( Test Validity
( Other: _____________________
SOCIAL SERVICES

( Childcare

( Domestic Violence

( Employment

( Food Pantry

( Homeless Shelter

( Housing

( Social Services, specify 
________________________

DISCLOSURE CONSENT (valid for one year from date signed)
Referral organizations may contact me for follow-up to access these services for participation in program or services that meet my individual needs. The Family Van protects the confidentiality of information I provide. However, information I provide on this form may be released to staff of the referral agency or community health center for the purposes of meeting my service needs. Release of information to other agencies/persons shall be made only upon my additional consent and/or as required or authorized by law.
Client Signature:


Family Van Signature: 


Today’s Date: ______________________
APPENDIX B: First draft of proposed data questions (NOTE this is for an indication of the questions, not the functionality.  For a summary of the functionality, see full RFP).

	TODAY’S DATE:  ____________/____________/____________

	· Codman Square
(
Hyde Park
(
East Boston

 ( Special Event: Zip Code: ___________

(
Dudley Square
(
Save A Lot 
(    Upham’s Corner ( Washington Park
 

	CLIENT FIRST NAME:  _________________________  DOB:  __________/__________/__________

	STAFF NAME:  _____________________________________

	DEMOGRAPHIC INFORMATION    Questions 1-16 must be answered by all clients.

	1) First Visit: 
(
Yes
(
No

2) Age: _________     3) Gender:     (  Female
          (  F -> M
             (  Male            (  M -> F

4) Race:

(
American Indian/Alaska
(
Asian
(
Native Hawaiian/Pacific
(
Black

(
White
(
Unknown/Not Spec.       (
Other: ____________________
5) Ethnicity:  Are you Hispanic/Latino? (Yes
    (No ( answer this and select and Ethnicity below)
(
African
(
Cuban
(
Mexican, Mexican American, Chicano

(
African American
(
Dominican
(
Middle Eastern 
(
American
(
European
(
Pakistani

(
Asian Indian
(
Filipino
(
Portuguese

(
Brazilian
(
Guatemalan
(
Puerto Rican

(
Cambodian
(
Haitian
(
Russian

(
Cape Verdean
(
Honduran
(
Salvadoran

(
Caribbean Islander
(
Japanese
(
Vietnamese

(
Chinese
(
Korean
(
Unknown/Not Specified

(
Colombian
(
Laotian
(
Other: ____________________
6) What is your primary language (choose only 1 option):

(
English
(
Khmer
(
Chinese

(
Spanish
(
Vietnamese
(
Albanian

(
Portuguese
(
Somali
(
Russian

(
Cape Verdean Creole
(
Arabic
(
Other: ____________________
(
Haitian Creole                          (
Unknown/Not Specified
7) How did you hear about The Family Van
?

(
Community Agency

· Community Fair 

· Facebook

· 
Friend/Co-Worker/Family

(
Internet (not facebook)

(
Outreach

(
Newspaper 

· Radio 

· Saw the Van

· TV

(
Other
8) Are you working currently
?
(
FT
(
PT
(
Disabled
(
Retired
(
No
9) Years of schooling? 
(
<12  
  (
  12
   (   >12




	HEALTHCARE ACCESS   

	10) Do you have health insurance? If Yes, what type? (check all that apply)
(
Mass Health/Medicaid
(
Medicare         ( Private Insurance
( No Insurance

11) When was your last complete exam? 

Last Physical

Last Dental

( <1 year
( 1-2 years
( 2-3 years

( 3-4 years

( 4-5 years

( 5+ years ago
( Never
( Don’t know

( <1 year

( 1-2 years
( 2-3 years

( 3-4 years

( 4-5 years

( 5+ years ago
( Never
( Don’t know

12) Where do you go to receive primary health care?

(
Community Health Center


Bowdoin Street Health Center
Codman Community Health Center

Dimock Community Health Center
East Boston Neighborhood Health Center
Harvard Street Neighborhood Health Center
Mattapan Community Health Center
Upham’s Corner Community Health Center
Whittier Community Health Center 

Other__________________



· Hospital (Primary Care)


Boston Medical Center

Beth Israel Deaconess Medical Center

Brigham & Women Hospital

Carney Hospital

Massachusetts General Hospital
Children’s Hospital
Other_____________________

· None                   

· Private doctor’s office 

(
Emergency Room
13
) If we were not in the neighborhood today, where would you have got these services? 
   Community Health Center 

  Emergency Department 

· Hospital (Primary Care)  

· Nowhere  

· Private doctor’s office 

   Other ___________________
14
) Have you been to the Emergency Room in the last 6-months, and if so, how many times? (Drop down with numbers starting at ZERO
)
15) Previous Cancer Screenings History: When did you have your last- 

Pap Smear
(
< 1year
(
1-2 years
(
>2 years
(
Never

Prostate Exam
(
< 1year
(
1-2 years
(
>2 years
(
Never

Colonoscopy/Sig                ( < 1year
      (
1-2 years
     (
>2 years         (   Never

Mammogram
                       ( < 1year
       (
1-2 years
     (
>2 years          (  Never



	SEXUAL, REPRODUCTIVE HEALTH AND DRUG USE RISK ASSESSMENT 

14) Are you Sexually Active?
(
Yes
(
No

15
)  Supply condoms? (Male Condoms   (
Female Condoms        
16) Are you interested in speaking with our HIV tester and counselor today?  (
Yes
(  No
(Check ‘yes’ if client is referred to the HIV counselor and tester on board the Family Van)

17) Are you interested in a referral
 for STI screening today?  (Yes (  No


18) Are you interested in a pregnancy test today?

Pregnancy Test Results
(  Positive  (  Negative

Was your last period:  (  Early  (  Late  (  On time

20)
Are you currently using any type of birth control? 


(  Birth Control Pills  (  Condoms  (  Patch  (  Depo Provera  (  None  (  Other ______________

19) Emergency Contraception: Are you worried about pregnancy from unprotected sex within the last 5 days? (  Yes  (  No


21) Substance Use Activity
Are you currently using alcohol?
(
Daily
(
Socially
(
Rarely
(
No Use
Are you currently using drugs
?
(
Daily
(
Socially
(
Rarely
(
No Use
Do you smoke cigarettes?
(
Daily
(
Socially
(
Rarely
(
No Use



	PERSONAL AND FAMILY HISTORY

	22. Existing conditions

Hypertension

High Cholesterol

Diabetes

 Has a health professional ever diagnosed you with these conditions:

(Yes

(Borderline

(No 

(Don’t Know

(Yes

(Borderline

(No 

(Don’t Know

(Yes

(Borderline

(No 

(Don’t Know

Prescribed medication?

(Yes

(No

(Don’t Know

(Yes

(No

(Don’t Know

(Yes

(No

(Don’t Know

Have you taken medication in the last 24 hours
?

(Yes

(No

(Don’t Know

(Yes

(No

(Don’t Know

(Yes

(No

(Don’t Know

Prescribed diet/lifestyle change?

(Yes

(No

(Don’t Know

(Yes

(No

(Don’t Know

(Yes

(No

(Don’t Know

Glaucoma: ( Yes   (Glaucoma Suspect  (No  (Don’t know

Overweight: ( BMI>30 ( BMI: 25-29  ( Neither
  (  Don’t know

Clinical depression
( Yes  ( No     (  Don’t know        


Vision: ( Short sighted  (  Long Sighted (  Don’t Know

Other__________________

23) Do any of your immediate family members (e.g. parents, children, siblings) have a history of :

(  Diabetes  (  Hypertension  (  Heart attack  (  Stroke  (  Cancer  (  Obesity  (  Depression ( Other Mental Health  (  Glaucoma ( Other vision issues




	CARDIOVASCULAR SCREENINGS


	24) Blood Pressure

: _____/_____
25 Blood Sugar: 
Glucose
 __________


Have you eaten or drank in the last 2 hours?   (  Yes  (  No
     Last  8 hours? 
(  Yes  (  No

26) Cholesterol:
TC _____________
HDL

 _____________

27) Obesity Screening: 
HT ________(inches)
WT _____________

BMI 
_____________

28
) How much physical activity  did you do last week? 0, <1 hour, 1-2 hours, 2-3 hours, 3+ hours

29) Depression Screening

Over the past 2 weeks, have you felt down?  (  Yes  (  No
In the past month have you lost interest or pleasure in things you usually enjoyed
? (  Yes  (  No
30) Visual acuity Test: 

Do you have an eye doctor? (  Yes  (  No
             Right Eye                     Left Eye                   Glasses or Contact Lenses  (circle one)
Far:   _____20/_____             20 /___________      with / without 
Near: _____20/______           20 /___________      with / without
 
31) Glaucoma Screening: 


Visual Field: Tick boxes that apply
0 Misses (Normal)

1-2 Misses (Suspect)

3+Misses (Abnormal)

Unreliable

Total misses

Right Eye

Left Eye

Instrument Used: ( FDT 
( Other
__________

Glaucoma Summary: (  Normal  (  Suspect  (  Abnormal


	Social support NEEDS ASSESSMENT

	32) Are you currently enrolled
 in any food assistance programs? 

33) Are you interested in food assistance
 information? (
Yes
(
No
( Food Stamps         (  Woman, Infants and Children (WIC)        ( Meals on Wheels ( Food pantries

( Free or reduced school meals for children 
(  Free summer meals for children

34) Do you care for children under 19?
(
No
(
Yes (list ages
) _____________________
35) Supply for infants: (   Diapers ( Emergency Formula



	37) Education/Handouts Provided


	E
H

E
H

(
(
Alcohol
(
(
Family Planning/Pregnancy/Childbirth

(
(
Birth Control
(
(   Glaucoma
(
(
Cancer Screening
(
(
Health Insurance

(
(
Cardiovascular Health
(
(
HIV/AIDS

(
(
Child Health & Safety
(
(
Medication Management

(
(
Cholesterol
(
(
Mental Health/General Support

(
(   Depression                                              (
(
Nutrition

(
(
Diabetes Support
(
(
Obesity (Nutrition/Exercise)

(
(
Domestic Violence
(
(
Oral Health

(
(
Drugs
(
(
Pregnancy Self-Care

(
(
Emergency Contraception
(
(
Smoking

(
(
Eye Health Care                                      (
(
STD’s (prevention/condom use)
                                                                              (
(
Vision acuity


	38) Generate Referral
?

	(  Yes  (  No   (  Referral offered and declined



(No amendments to Referrral form at this stage.  See Appendix A for this form).
�Cut Mattapan


�Moved from Q12 below. Options changed.


�Wording amended


�New order


�Ideally add ‘education/hand out – insurance’


�Drop down menu


�Ideally add education/hand out primary care doctor and oral health


�DROP DOWN LIST


�Sub-questions if answer CHC or Hosp


�New question to replace Q9 (second part)


�New question


�Ideally add ‘education/hand out’ accessing primary care and dentists in MA


�Changed order to bring this before the sexual health questions


�Ideally add ‘education/hand out cancer’


�Amended version of old Q36


�New question


�Should these two 19 & 20follow 14?


�Ideally add – education/hand out sexual health and HIV


�Ideally add education/handout pregnancy


�Cut down version of current questions


�Separating out – currently: alcohol/drugs in one


�Ideally add – education/hand out alcohol, drugs, cigarettes


�New format


�Ideally add – education/handout medication management


�Cut down version


�New


�New


�New


�New


�More comprehensive list


�New wording


�New format


�Ideally add – education/hand out hypertension


�Ideally add – education/hand out Diabetes


�Cut out ldl


�Ideally add – education/hand out high cholesterol


� Ideally add – education/hand out obesity


�Ideally add nutrition question also.


�Ideally add – education/hand out physical activity


�Ideally add – education/hand out depression


�Ideally add – education/hand out vision


�Ideally add – education/hand out glaucoma


�Cut out hunger question


�New options


�Ideally add – education/hand out food services


�Ideally add – education/hand out child services, child health and child safety


�New question – answers from Q36


�Final check – any of these education you provided but not checked off box


�Ideally add ‘referral button’  on every screen – to be discussed.
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