Disability Support Center for Families
Medical Needs Assessment

Name____________________________

Date__________________________

Please rate your overall health:  Poor; Good; Excellent.
If poor, what are the things you need in order to feel healthy (special diet, exercise,     medication, specialized equipment, etc.)?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you currently have any health insurance (medicaid, medicare, Chip, PCN, HIP,           private, other)?     







Yes__ No __

If yes, list which kind(s):
________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently taking medications? 




Yes __ No __

If yes, do you have trouble obtaining or taking your medications? Explain________________________________________________________________________________________________________________________________________

_______________________________________________________________________

Do you have any difficulties in getting to your doctor or dentist?

Yes __ No __

Do you have dental care?






Yes __ No __

Do you wear, or need glasses?





Yes __ No __

Are you currently being seen by a mental health therapist?


Yes __ No __

Are you currently paying on any outstanding medical bills?


Yes __ No __

If yes, how much?










Comments:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________-


