NAME:                                                                                          DATE:                          GENDER:
DOB :                                                                                                     
TRANSITION  ASSESSMENT








       PLEASE CIRCLE ONE

Knowledge of your health
1. Do you understand what caused your medical condition?                   Yes  No  N/A
2. Do you understand the changes caused by your medical condition?   Yes  No N/A

3. Do you manage your daily treatment needs?                                        Yes  No  N/A

    What are they?      __________________________________________                           
4. Do you have any problems with your daily treatments?                       Yes  No  N/A

    What are they? ____________________________________________

5. Do you understand the action of the medications you take?                 Yes  No  N/A

6. Do you have understanding of the laboratory tests you have?              Yes  No  N/A

    Explain __________________________________________________
7. Do you know the results of your latest blood test?                                Yes  No  N/A

8. What are they?  T-Cell_____________________ Viral Load__________________

What do you do to keep healthy:
1. Do you have a Doctor that you see regularly?                                       Yes  No  N/A

    Who is it? _______________________________________________

2. Are you up to date with immunizations and health care screening?      Yes  No  N/A

3. Do you use alcohol?                                                                               Yes  No  N/A

4. Do you use Cigarettes?                                                                           Yes  No  N/A

5. Do you use Drugs?                                                                                  Yes  No  N/A

6.  Do you engage in unprotected sex?                                                       Yes  No  N/A

7. Do you exercise regularly?                                                                     Yes  No  N/A
     What is it? _______________________________________________

      How often? ______________________________________________

8. If Yes, what do you do? ________________________________________________

9. Do you see a Dentist on a regular basis?                                                Yes  No  N/A

10. Do you brush and floss your teeth?                                                        Yes  No  N/A

11. Do you know when you’re getting sick such as a cold?                         Yes  No  N/A   
What to do in an emergency:            
1. Do you have a phone to use in case of a emergency?                            Yes  No  N/A

2. Do you have phone numbers of friends and family to call

    in case of an emergency?                                                                        Yes  No  N/A

3. Do you know where the closest ER is?                                                   Yes  No  N/A

Know how to manage your health care needs:
1. Are you responsible for making appointments with your providers?     Yes  No  N/A

2. Are you responsible for refilling your medications?                               Yes  No  N/A

3. Do you have an attendant, home health aide?                                         Yes  No  N/A

4. Are you responsible for their supervision                                                Yes  No  N/A

5. Do you hire the attendants that you need?                                               Yes  No  N/A

Know how to communicate effectively:
1. Do you know how to seek answers to health related concerns?             Yes  No  N/A

2. Are you able to ask questions of your providers?                                   Yes  No  N/A

3. Are you able to make contact with teen/young adult support groups/

     camps?                                                                                                   Yes  No  N/A
Know how to use community resources:
1. Do you know how to get services in your area?                                        Yes  No  N/A

2. Have you used services in your area?                                                        Yes  No  N/A

3. Are you able to use community transportation when you need it?            Yes  No  N/A

Demonstrates responsible sexual activities:
1. Are you able to avoid dangerous situations (victimization)?                     Yes  No  N/A

2. Are you able to provide a reliable sexual history?                                     Yes  No  N/A

3. Do you know what an STD is and how it can affect you?                         Yes  No  N/A

4. Do you know about contraception and ways to prevent STD’S?               Yes  No  N/A

Information regarding reproductive health:
1. Do you know when to seek birth control counseling?                                Yes  No  N/A

2. Do you understand the problems associated with teenage/unplanned

    pregnancies?                                                                                               Yes  No  N/A
3. Do you think you understand the responsibilities of being a parent?        Yes  No  N/A

Keep track of health records:
1. Do you have a copy of your health records?                                              Yes  No  N/A

2. Does your doctor/dentist have a copy of your health records?                  Yes  No  N/A

3. Do you have an insurance card or copy of it?                                            Yes  No  N/A

4. Do you have a method of keeping track of your health appointments?     Yes  No  N/A

Knowledge of health insurance and issues: 
1. Do you know the eligibility requirements for your health insurance?       Yes  No  N/A

2. Have you applied for income assistance (SSI) and other public services?Yes  No  N/A

    What are they? _____________________________________________

Uses transportation safely:
1. Do you have a driver’s license?                                                                 Yes  No  N/A

2. Do you use the buses, trains and/or other types of public transportation? Yes  No  N/A

3. Do you have the money you need to get bus passes/ use your car?           Yes  No  N/A
4. Do you have any trouble getting to your travel destinations?                    Yes  No  N/A

Transportation Etiquette: 
1. Do you use Dial-a-Ride, Access Van?                                                        Yes  No  N/A

2. Do you feel safe taking the bus, van, driving?                                            Yes  No  N/A

3. Do you usually arrive and leave on time?                                                   Yes  No  N/A

4. Do you know how you should interact with strangers when traveling

     Using public transportation?                                                                       Yes  No  N/A

5. Do you carry the phone numbers of friends and family when you travel?  Yes  No  N/A

GROUPS:

1) HIV+ Support Group                                                                  YES        NO

2) Budgeting Group                                                                         YES       NO

3) RAP Session                                                                                YES       NO

4) Young Gay Men’s Group                                                            YES       NO

5) Transition Group                                                                          YES      NO

6) Young Mother’s Group                                                                YES      NO
Transition Status: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Signature of Transition Coordinator ________________________________
