COVID-19 Positive Resident Questionnaire
Reporting of DMH DD Service Participant with COVID-19 -Appendix A (03.30.20)
	Reporter Information

	Name:Click or tap here to enter text.
	Phone:Click or tap here to enter text.
	Email:Click or tap here to enter text.

	DMH DD HCBS Waiver Residential Participant(Individual) Information

	First Name
	Last Name
	Gender
	Age or DOB

	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	
County of Residence
	
Current Address
	
DMH ID
	Name of COVID-19 Testing facility (doctor/hospital/State
Lab)

	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	Date of Symptom Onset
	Date of Test
	Date of Test Result
	Date Residential Provider
Notified

	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	Is the individual still at their residence or hospitalized?
	If hospitalized, which hospital and date admitted?

	Click or tap here to enter text.	Click or tap here to enter text.
	Has the participant been placed in isolation?
	If yes, date isolation began?

	Click or tap here to enter text.	Click or tap here to enter text.
	How is the individual being isolated?
Include isolation location
	Click or tap here to enter text.
	Individual Primary DMH Diagnosis
	Click or tap here to enter text.	Is the individual currently requiring behavioral or mental health
supports/services?
	Click or tap here to enter text.
	
	
	If yes, please describe type of
supports/services.
	Click or tap here to enter text.
	Additional individual underlying conditions of concern? (check all that apply)

	65 or Older
	☐	Severe obesity
	☐	Renal disease
	☐	

	Asthma or
lung disease
	☐	Diabetes
	☐	Liver Disease
	☐	

	Serious heart
condition
	☐	Heart disease
	☐	Cancer:
	☐	

	Immunocompromised, please specify: Click or tap here to enter text.
	Other: Click or tap here to enter text.

	Individual Known Contacts—Include Name and contact phone number

	Other DMH DD HCBS Waiver Residential Participants?
	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	Form Completed by:
	Click or tap here to enter text.	Date & Time Completed:
	Click or tap here to enter text.

Please submit completed form to Designated Agency Staff and DMH DD Regional Contact (Appendix B)
