Health and Behavior Assessment / Intervention (HBAI)
HBAI ASSESSMENT AND PERSON-CENTERED INTERVENTION PLAN 

Section 1: PARTICIPANT INFORMATION
Name: __________________________________________________________________
Address: ________________________________________________________________ 
Home phone: ______________________ Cell/Other phone: _______________________
Best time to call: ___________ Date of birth: ____________ Gender: Male ☐   Female ☐
Participant’s primary language: ______________________________________________
Race: Alaska Native or American Indian ☐   Asian ☐   Black or African American ☐ Native Hawaiian or Other Pacific Islander ☐   White ☐ 
Ethnicity: Hispanic or Latino Yes ☐   No ☐
Section 2: REFERRAL / BILLING INFORMATION
Medicare number: ________________________ Advantage plan: __________________
Medigap plan/Other insurance: ______________________________________________
Referring physician/Provider: _______________________________________________
Referring Physician/Provider NPI:  ____________________________________________
Provider address: _________________________________________________________ 
City/State: _______________________________________________________________ 
Phone: __________________________________ Fax: ___________________________
Referring organization: ____________________________________________________
Section 3: MEDICAL INFORMATION AND HEALTH BEHAVIORS 
Chronic Disease: __________________ (Primary)/Date of Onset: ___________________
Chronic Disease: __________________ (Secondary)/Date of Onset: _________________
Other Conditions: _________________________________________________________


Age: ____________ Height: ____________ Weight: ____________ BMI: _____________
1. Are you taking oral medications to treat your chronic disease?   Yes ☐   No ☐  
Name(s) of medication and dosage(s):  
_______________________________________  ____________________________ 
_______________________________________  ____________________________ 
_______________________________________  ____________________________ 
_______________________________________  ____________________________ 
_______________________________________  ____________________________ 
_______________________________________  ____________________________ 
2. Do you participate in any physical activities for exercise? (e.g., walking, gardening, or other exercise)   Yes ☐   No ☐
Please share examples of the types of physical activity: ____________________________________________________________________
3. During the past month, how often have you exercised? 
____ Times per week
____ Times per month
____ Don’t know/not sure
4. When you exercise, how many minutes do you usually stay at it? ________________
5. 	Do you follow a specific meal plan?   Yes ☐   No ☐ 
If yes, what is your meal plan? ____________________________________________
6. 	Do you use tobacco?   Yes ☐   No ☐
If yes, what type? Cigarettes ☐   Chew ☐   Snuff ☐   Pipe ☐   Cigar ☐
Frequency: _______________________________ How many years? _____________
If you stopped smoking or using tobacco products, when was your last use?
_____________________________________________________________________

7. 	Do you use alcohol or other drugs?   Yes ☐   No ☐
If yes, how often and how much? _______________________________
8. 	Do you have pain from your chronic disease or any other condition? Yes ☐   No ☐
       If yes, how often? ______________________________________________________
9. 	On a scale of 0-10, with 0 being no pain and 10 being the worst pain possible, how would you rate your pain? 
0        1        2        3        4        5        6        7        8        9        10
Describe how this affects you: ____________________________________________
__________________________________________________________________________________________________________________________________________

10. 	Do you take pain medication on a regular basis? Yes ☐   No ☐
If Yes: Name, Dose, Frequency ____________________________________________
_____________________________________________________________________________________________

11. 	Have you been in the emergency room or hospitalized for a condition related to your disease in the last 12 months? Yes ☐   No ☐  
Details: ______________________________________________________________
Section 4: SOCIAL AND ENVIRONMENTAL FACTORS
1. What is your marital status?  Single  ☐   Divorced ☐   Separated ☐   Widowed ☐
2. Do you live alone? Yes ☐   No ☐	 If no, who else lives with you?  _____________________________________________________________________

3. 	How would you describe your relationships with your family and friends?
_____________________________________________________________________
4. 	Do you have someone close to talk with about your condition and concerns? 
Yes ☐   No ☐   Who: __________________________________________________
5. 	Do you receive the support and assistance that you need from others to take care of yourself? (e.g., self-care activities, such as dressing, bathing, mobility, and toileting)
Describe: _____________________________________________________________
6. 	Do you receive adequate support to manage your chronic condition and personal affairs? (e.g., paying bills, buying groceries, getting to doctor’s appointments, filling prescriptions, running errands, etc.) Yes ☐   No ☐
7. 	Are you able to prepare your own meals? Yes ☐   No ☐

If no, who prepares them for you? _______________________________________ 

8. 	Do you have concerns about being able to afford the things you need, such as food for yourself, rent, or medicine? Yes ☐   No ☐

	If yes, describe: _____________________________________________________

9. 	Are there other concerns that you have about managing your chronic condition?     Yes ☐   No ☐  
If yes, describe: __________________________________________________
Section 5: COGNITIVE AND EMOTIONAL FACTORS
1. Orientation:
	Person ☐   Place ☐   Time ☐		
2. How are you dealing with your chronic condition?
Okay	Anxious	Angry	     Alone  	     Afraid 	Sad  	  Depressed   	   Frustrated		Stressed         Overwhelmed  		Unsure of what to do   
3. On a scale of 0-10, with 0 being no stress and 10 being the highest level of stress possible, how stressed do you feel about your condition?
0        1        2        3        4        5        6        7        8        9        10
4. How do you manage your stress?   _____________________________________________________________________________________________
Section 6: CULTURAL FACTORS

1. Are there any religious or cultural beliefs or factors that affect how you manage your condition, including eating healthy meals? Yes ☐  No ☐                                                   If yes, describe: ________________________________________________________
2. Does having your serious illness keep you from performing or participating in activities that are important for your culture? Yes ☐   No ☐                                     If yes, describe: _____________________________________________________
Section 7: PERSON-CENTERED INTERVENTION PLAN
Paraphrase: The Chronic Disease Self-Management workshop meets for 6 weeks and covers a range of topics. Participants in the workshop learn to work on their own, setting goals related to managing their disease. 
Now, we’re going to create an individual educational plan for you so that you can get the most out of the workshop.
1. 	Which of the following would you like help with? (Check as many as applicable)
· ___ 	Eating healthier meals/following a healthier meal pattern 
· ___ 	Increasing my level of physical activity/exercise 
___ 	Improving my ability to monitor my disease 
· ___ 	Increasing the support from family or friends 
· ___ 	Setting an achievable weight loss goal 
· ___ 	Setting achievable goals and self-assessment of goal achievement
___ 	Improving communication with my health care providers
___	Increasing my ability to self-manage my disease 
· ___ 	Increasing understanding of my disease 
___ 	Improving my ability to manage stress and/or difficult emotions that affect my disease 
· ___ 	Improving my ability to manage my depression 
___ 	Increasing my ability to manage symptoms and complications from my disease (such as medical issues like neuropathy, vision problems, low energy, pain, difficulty sleeping, mobility problems) 
___ 	Medication usage and management 
· ___ 	Increasing my ability to problem solve barriers to managing my health and 	achieving my goals 
2. 	Identify the top three problems or issues which impact your ability to manage your chronic disease: (for example, frequent symptoms; poor diet; unsafe housing; fear of violence; or other factors)
_______________________________________________________________________________________________________________________________________________________________________________________________________________
3. 	Identify barriers to managing your disease successfully: (physical barriers; language; literacy; inadequate social support)
_______________________________________________________________________________________________________________________________________________________________________________________________________________
Section 8: READINESS FOR CHANGE/GOALS
1. 	Participant’s readiness for change (Pre-contemplative; contemplative; preparation; action; maintenance; relapse): __________________________________________________________________________________________________________________________________________
2.  	Participant’s initial goals: 
1) ______________________________________________________________________________________________________________________________________
2) ___________________________________________________________________
___________________________________________________________________
3) ___________________________________________________________________
___________________________________________________________________
Section 9: ACCOMMODATION FOR INDIVIDUAL EDUCATIONAL NEEDS
Visual/Learning/Mobility/other disability that needs an accommodation: ______________________________________________________________________



Section 10: SUMMARY OF PLAN

☐ Individual Interventions: Frequency and duration: _____________________________
Describe: _______________________________________________________________
☐ Group Intervention: Chronic Disease Self-Management Group Program

· Duration: Six Week Group Intervention for disease self-management
· Frequency: One session per week/2.5 hours each in a group setting
· Targeted intervention to provide participants with the skills to overcome perceived bio-psychosocial barriers to disease self-management
· Workshop Site Assigned: _______________________________________
· Workshop Start Date: __________________________________________
· Class Zero Intake Site: _________________________________________

☐ Participant understands and is in agreement with the plan and goals
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