[AGENCY NAME]

COBRA Case Management Information Request

TO:
__________________________________________________________________

RE:
__________________________________________________________________



DATE:
____________________________

FAX #:
____________________________           

PAGES: _______________

Dear Medical Provider:

The individual listed above is enrolled in our COBRA Community Follow-up Program.  We provide community-based comprehensive case management services. Part of our ongoing work is to monitor our client’s health status and treatment adherence, and to support him or her to remain in and manage their care.

To assist us in this task, please provide us with the health information we need by completing and faxing the Medical Information Form on following page. To inform you of our work and the client’s case management priorities, we have included a summary of the client’s current service plan. 

We appreciate the opportunity to exchange information and collaborate with you towards our mutual client’s benefit. Please contact me, the client’s case manager, if you have any client concerns for the case management team. Please contact the COBRA Program Director about any programmatic issues.              . 

A copy of the consent formed signed by the client permitting our communication and the release of confidential medical information is included with this fax. The client’s medical information is maintained in accordance with Article 27F of the NYS Public Health Law.  

Thank you for your time and assistance. 

Sincerely,

_________________________________________________________________________________

Case Manager






Phone

_________________________________________________________________________________

Program Director





Phone

********************************************************************************************************

PROHIBITION OF RE-DISCLOSURE OF CONFIDENTIAL HIV-RELATED INFORMATION

This information has been disclosed to you from confidential records, which are protected by state law. State law prohibits you from making any further disclosure of this information without the specific written consent of the person to whom it pertains, or as otherwise permitted by law.

Any unauthorized further disclosure in violation of state law may result in a fine or jail or both. A general authorization for the release of medical or other information is not sufficient authorization for further disclosure and will be in violation of state law.

THIS FAX CONTAINS CONFIDENTIAL INFORMATION. IF YOU ARE NOT THE INTENDED RECIPIENT, PLEASE CALL THE SENDER AT: ___________________________________.

	MEDICAL INFORMATION REQUEST

	COBRA Complete This Section

Date: ______________ Return to: __________________________ Agency___________________ Fax __________________

Client Name: ______________________________  Address:  ___________________________________________________

Phone:  ________________________   DOB:  __________________       MA ID#:___________________________________




	Is the client HIV positive? ( Yes   ( No     Has the client ever been diagnosed with AIDS? ( Yes   ( No      

Has the client ever exhibited symptoms of HIV disease?  ( Yes  ( No                              

	

	


	Date of Last Primary Care Visit ____________________________________     

Adherence to Medical Appointments:  ______________________________________________________________________

Most recent CD4: _____________ Date:  ____________ Most recent Viral Load: _____________ Date: ____________

Has the client had a confirmed diagnosis for:

Hepatitis A?  ( Yes  ( No  ( Unk       Hepatitis B?  ( Yes  ( No   ( Unk         Hepatitis C?  ( Yes   ( No   ( Unk

TB Status: Date of last PPD: ____________________ Results:  _____ (+)  _______ (-)     

       Current TB treatment?   (Yes  ( No               DOT?  (Yes  ( No                  

       List TB medications: _________________________________________________________________________________

Diagnoses (HIV and non-HIV-related) ______________________________________________________________________

_______________________________________________________________________________________________________

Current Medications: ____________________________________________________________________________________

_______________________________________________________________________________________________________

Adherence to Medication:_________________________________________________________________________________ 

	

	


	OB/GYN  

Most Recent GYN exam and Pap Smear Date: ____________________ Results: ________________________________

____________________________________________________________________________________________________

Is Client Currently Pregnant?  (Yes  ( No       If yes, attending prenatal care appointments? _____________________

Any follow up by Case Management team needed regarding adherence to OB/GYN appointments or medication? ____________________________________________________________________________________________________




What issues would you like the case management team to help address? _______________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical Provider Name ____________________________Social Worker/Case Manager______________________________

Completed by ____________________________________ Phone _________________________________________________

	COBRA REPORT TO MEDICAL PROVIDER


Client Name _________________________________________________________________________

Case Manager________________________________ Phone__________________________________________

Agency__________________________Agency Address______________________________________________

Date Completed______________________________ Service Plan Period_______________________________

	Current Service Plan Issues & Status

Adherence Issues:  (Stable  (Problem Plan: ________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________

Housing:  (Stable  (Problem  Plan ​: ______________________________________________________________​​​​​​​​​_______________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Financial/Entitlements:  (Stable  (Problem  Plan: ___________________________________________________

_______________________________________________________________________________________________
_______________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________

Substance Use:  (Stable  (Problem  Plan: __________________________________________________________
_______________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________

Mental Health:  (Stable  (Problem  Plan:  _________________________________________________________

_______________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Household Issues:  (Stable  (Problem  Plan:_______________________________________________________

_______________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________

Other:    _______________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________








10-20-06


