
Steps / AAA Eligibility Phone Screen
 FORMCHECKBOX 
 GN    FORMCHECKBOX 
 CO    FORMCHECKBOX 
 JT    FORMCHECKBOX 
 Other _____

Client’s Name   ___________________________  __________________________________ 



  First Name


      Last Name


Client’s Gender

   Date of Birth _______   _____   __________
 
Age: ________

 FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female


       Month / Day / Year
Address __________________________​​​​​_____________  ________________________ _________________



Street





City



Zip

Phones___________________________  ___________________________ ___________________________



Home




Work



Cell


Referred by  _____________________________________________

Eligible   


 FORMCHECKBOX 
 Yes
……….
Appointment
Date: _________________
Time: ________________

 FORMCHECKBOX 
 No  


 FORMCHECKBOX 
 Uncertain………….Callback date/time: ________________________

Results of eligibility interview (circle)                    Screening Form Closed:  _____/_____/_____     By:___________

1.    Completed eligibility interview
2. Refused eligibility interview

3. Unable to reach caretaker
4. Interview terminated during eligibility interview (not eligible)
5. Other reason for not completing eligibility interivew (specify) ___________________________________
6. Contact limit reached.



SCRIPT.  I have some questions to ask you about your/your child’s asthma to see if you are eligible for our program. The questions are mainly related to symptoms and medication.

1. Has a doctor ever diagnosed you/your child with asthma or reactive airway disease (RAD)?

 FORMCHECKBOX 
 Yes, asthma       FORMCHECKBOX 
 Yes, RAD
 FORMCHECKBOX 
 No  If no, then not eligible. Go to ineligible script. 

2.  During the past 14 days, about how many days did you/your child have any asthma symptoms such as wheezing, chest tightness, cough, limited activity, or waking up at night because of asthma?
Days ______ 

 FORMCHECKBOX 
 Eligible if >4 days

3.  During the past 14 nights, about how many nights did you/your child wake up because of asthma symptoms, such as wheezing, shortness of breath, chest tightness or cough?
Days ______ 

 FORMCHECKBOX 
 Eligible if >1 night

3.  During the past 14 days, about how many days did you/your child use rescue medicine for asthma, such as albuterol, alupent, proventil or ventolin?
Days ______ 

 FORMCHECKBOX 
 Eligible if >4 days

4.  During the past 6 months, have you/your child had a prescription for controller medicine or steroids such as Flovent, Beclovent, Azmacort, Aerobid, Pulmicort, or Vanceril?   
 FORMCHECKBOX 
 Yes
              FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Eligible if yes.

5.  During the past 6 months, did you/your child get hospitalized or visit the emergency room for asthma? 
 FORMCHECKBOX 
 Yes
              FORMCHECKBOX 
 No  

Eligible if  yes.

6.  During the past 6 months, did you/your child have an unscheduled clinic visit to see a doctor or health care provider for an asthma attack?  Unscheduled visit includes walk-in or scheduled less than 24 hours ahead. 
 FORMCHECKBOX 
 Yes
              FORMCHECKBOX 
 No

Eligible if yes.

At least ONE eligible box in questions 1 – 6 must be checked to continue on to number 10.

           If no boxes are checked, child is Not Eligible go to ineligible script. 




11. Have you/your child gotten medical coupons at any time during the past 2 years?    

 FORMCHECKBOX 
 Yes         FORMCHECKBOX 
    No

12. Now I need to ask you about your total combined HOUSEHOLD income – that is, money before taxes from jobs, social security, unemployment, public assistance, interest and so forth. It includes your income and the income of any others you live with who contribute income. Last year, was your total household income more than $30,000 ($2500/month)? 

              [NOTE: If respondent does not know annual income, rephrase using the monthly income. 

              If respondent only knows hourly salary, multiply hourly wage by 2080 for full time work; 

              multiply by 1040 for half-time work, multiply by 1560 for 30 hours per week.]
 FORMCHECKBOX 
 No – Start here 

1.  More than $  9,000?  ($ 750/mo)     If YES, continue to next line.      If NO,  FORMCHECKBOX 
 go to 13

2.  More than $12,000?  ($1000/mo)     If YES, continue to next line.     If NO,  FORMCHECKBOX 
 go to 13

3.  More than $15,000?  ($1250/mo)     If YES, continue to next line      If NO,  FORMCHECKBOX 
 go to 13

4.  More than $18,000?  ($1500/mo)     If YES, continue to next line.     If NO,  FORMCHECKBOX 
 go to 13

5.  More than $21,000?  ($1750/mo)     If YES, continue to next line.     If NO,  FORMCHECKBOX 
go to 13

6.  More than $24,000?  ($2000/mo)     If YES, continue to next line.     If NO,  FORMCHECKBOX 
go to 13

7.  More than $27,500?  ($2300/mo)     If YES, check  FORMCHECKBOX 
                          If NO,  FORMCHECKBOX 
 go to 13

 FORMCHECKBOX 
 Yes – Start here 

8.  More than $36,000?  ($3000/mo) If YES, continue to next line.         If NO,  FORMCHECKBOX 
 go to 13

9.  More than $42,600?  ($3550/mo) If YES, continue to next line.         If NO,  FORMCHECKBOX 
 go to 13

10.  More than $48,600?  ($4050/mo) If YES, continue to next line.       If NO,  FORMCHECKBOX 
 go to 13

11.  More than $54,600?  ($4550/mo) If YES, continue to next line.       If NO,  FORMCHECKBOX 
 go to 13

12.  More than $60,000?  ($5000/mo) If YES, check  FORMCHECKBOX 
                            If NO,  FORMCHECKBOX 
 go to 13



13. Including you, how many people are supported by this income?
_________



[The following Federal Poverty Guideline income figures should be used to calculate 250%  of Poverty Level.   Circle family size and then check to see if their income is less than number on this chart.]


Family Size

250% Poverty Level (at or below)

1 person ………………………….$22,500  ($1875/mo)


2 person.………………………….$30,000  ($2500/mo)


3 person.………………………….$37,500  ($3125/mo)


4 person…………………………..$45,000  ($3750/mo)


5 person…………………………..$53,250  ($4438/mo)


6 person………………………..…$60,750  ($5063/mo)


7 person…………………………..$68,250  ($5688/mo)


8 person………………………..…$75,000  (($6250/mo)

           (For each additional person, add $7700)

14. [Is the household at 250% Poverty Level or less? See Above.]


 FORMCHECKBOX 
 Yes
     FORMCHECKBOX 
 No


{If NO and if client is NOT receiving Medicaid (NO to 11), then client is NOT ELIGIBLE.] 
[If NO and client IS receiving Medicaid or has received it in the last 2 years (YES to #11), then ELIGIBLE.]

15.  Do you / your child have any other ongoing health problems that require daily medications besides asthma or have a bleeding disease or severe mental retardation?

              FORMCHECKBOX 
 Yes
      [If Yes] What are the health problems?
 17a. ______________
17b. ______________


 FORMCHECKBOX 
 No             FORMCHECKBOX 
 Don’t know

[If client has any of the following conditions, he/she may not be eligible (to be determined by Nurse Coordinator): any hematologic, endocrine, or cardiac condition requiring daily medication; or any clotting disorder, obvious severe mental retardation (can’t answer questions or follow instructions).  Disease examples: Juvenile diabetes mellitus, hypo/hyper thyroidism, hemophilia, Von Willebrands disease, sickle cell disease, and cerebral palsy. Record the condition and contact the nurse.]


Eligible

Read closing script 1. 

Schedule and record baseline appointment: _________________________________








    Date and Time

Not Eligible

Read closing script 2. 

Return this completed form to Margie after recording eligibility interview results on front page. If client requested resource list or referrals, check below for referrals made.

Referred to:

 FORMCHECKBOX 
   AAFAWA

 FORMCHECKBOX 
   ACT / Wee Wheezers

 FORMCHECKBOX 
   MHE

 FORMCHECKBOX 
   ALA

 FORMCHECKBOX 
   PHKSC—Environmental Health

 FORMCHECKBOX 
   Requested resource list 

 FORMCHECKBOX 
  Mailed

Eligibility Uncertain
· Read closing script 3. 

· Determine eligibility within the next three days. 

· Check the Screening Status box on the front page only when eligibility is determined.
Record when you will call back the client with the eligibility results: ____________________________

​​​​​​









  Date & Time
[If caller and client are not same person] 


Caller’s Name   ___________________________  __________________________________ 


		First Name			    Last Name





Relationship to Client  ( Mother  ( Father  ( Grandmother   ( Grandfather  ( Other __________





Is caller Legal Guardian of Child?	  ( Yes   ( No





Symptom Eligibility Questions





Income Eligibility Questions





If the address is not in the following zip codes, then the client is NOT ELIGIBLE.





98055�
98101�
98104�
98106�
98108�
98118�
98121�
�
98122�
98126�
98134�
98144�
98146�
98148�
98158�
�
98166�
98168�
98178�
98188�
98198�
�
�
�






Concluding the Phone Screen
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