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JUSTICE-INVOLVED YOUTH TARGETED CASE MANAGEMENT
Fillable Needs Assessment





Instructions for Providers
These tools are designed for use by South Dakota Medicaid-enrolled Targeted Case Management providers, including Community Mental Health Center (CMHC) staff and Community Health Workers (CHWs).
· The same forms may be used by CMHC-based Targeted Case Managers and CHW-based Targeted Case Managers.
· Providers should complete all sections applicable to the youth.
· This form can be adapted to current existing assessments or broken out into a Targeted Case Management assessment, removing areas completed by another professional within the organization, i.e. nurse, behavioral health practitioner, substance use disorder (SUD) provider, etc.
· Clinical diagnosis or treatment decisions must be made by appropriately licensed clinicians. Targeted Case Managers document needs, coordination, and follow-up.
· Please follow the “Practitioner Note:” above each section as scoring can vary throughout the document.
Comprehensive Targeted Case Management Assessment (Adaptable/Fillable)
Youth Information
· Youth Name:
· Date of Birth:
· Medicaid ID/Insurance Information:
· Facility/Probation Jurisdiction:
· Estimated or Actual Release Date:
· Referral Source (detention, probation, court, CMHC, other):
· Consents/Releases of Information on file (list entities):
· Race/Ethnicity: Native American/African American/Hispanic/Asian American/Caucasian/Other:
· Do you speak a language other than English at home? 
· No
· Yes – Please list other languages spoken at home: ___________________________________
· How often do you speak the language above? _____________________________ (Please assess the need for an interpreter)
· Are you a member of a tribe in South Dakota?
· No, skip to next section
· Yes, list tribe if applicable: ______________________________ Also, please ask the below questions (taken from the Native American Cultural Orientation Scale Youth (NACOS):
	How would you rate your knowledge of Dakota/Lakota culture (values, beliefs, practices)?

	Excellent
	Very good
	Good
	Fair
	Poor

	How often do you participate in traditional Dakota/Lakota social activities, such as, social dances, pow wows, community gathering?

	Very often
	Sometimes
	Rarely
	Never

	How often do you participate in traditional Dakota/Lakota ceremonies, such as inipi, house ceremony, sun dance?

	Very often
	Sometimes
	Rarely
	Never

	I feel a sense of comfort when I participate in traditional Dakota/Lakota activities, such as, ceremony and social gatherings.

	Strongly agree
	Agree
	Not sure
	Disagree
	Strongly disagree
	I do not participate in traditional activities



[bookmark: youth-identified-goals-priorities]Main Assessment
Practitioner Note: Score each area with a 0 – 2 rating and define those need areas to work on with the client with 2 being most critical to 0 being self-sufficient. If the participant scores a 2, rate the priority area as an “H” for high/immediate priority need. If a 1 is scored rate the priority area as an “M” for a moderate priority need and a 0 would be “L” for low/no priority need.
	3 –High/Immediate Need
	2 – Vulnerable Need 
	1 – Moderate Need
	0 – Low/No Needs
	My Score
	Priority Area

	FAMILY, CAREGIVERS, AND NATURAL SUPPORTS

	· Who is your legal guardian?
· How many people are in your household?
· Do you have supportive adults (family, friends, spiritual, cultural, etc.) in your life? (please describe, if comfortable)

· Are there any daily living needs you would like supported with, such as, limitations with mobility, daily activities, self-care, memory, or communication, etc. (Please describe, if comfortable)

· What social, cultural, spiritual supports or community resources would help improve your quality of life? (please describe, if comfortable)



	Tool Suggestion: The use of an eco-map or medicine wheel would be a great tool during this section to outline supports and stressful relationships.

	1. Do you have any relationship stressors? (Please indicate who, if comfortable.)


	Yes 
	Prefer Not to Answer
	
	No
	
	

	2. Do you have any family mental health or substance abuse history? (Please provide some details, if comfortable.)


	Yes  
	Prefer Not to Answer
	
	No
	
	

	3. Do you have any caregiving/childcare responsibilities at home? (Please list those you are responsible for.)


	Yes 
	Prefer Not to Answer
	
	No
	
	

	4. Have you had any history of traumatic or overwhelming experiences? (Provide any history information as comfortable sharing.)


	Yes  
	Prefer not to answer
	
	No
	
	

	PHYSICAL HEALTH, MEDICATIONS, AND PREVENTATIVE CARE NEEDS 
(CONCERN AREAS TO SCORE ARE INDICATED BY AN ASTERISK*)

	A. Primary Care & Medical History

	1. Do you have a primary care provider (PCP)? Please list the name and location of your doctor:


	No
	Not Sure
	Yes (unsure of name & location)
	Yes (name & location)
	
	

	2. When was your last primary care visit? 

	Never/unsure
	More than 2 years ago
	1-2 years ago
	Within the past year
	
	

	3. Current or chronic (ongoing or repeating) medical conditions (please list):





	Unmanaged condition/s
	Somewhat managed condition/s
	Manageable condition/s
	0 conditions
	
	

	4. Hospitalizations or ER visits in past 12 months (reason/date):




	3 or more ER or hospital visits
	2 ER or hospital visits
	1 Hospital or ER visit
	0 ER or hospital visits
	
	

	B. Medications & Immunizations

	1. Current medications (including prescription, over the counter, supplements, pharmacy):




	2. Able to take medications as prescribed? (describe any barriers: understanding usage, accessing, cost, reminders, side effects, etc.):




	Not compliant (barriers)
	Sometimes compliant (barriers)
	Compliant, but still has some barriers
	Compliant, no barriers
	
	

	3. Enough medications for the next 30 days?

	No, don’t have access
	Need refills
	Yes, but less than a 30-day supply
	Yes
	
	

	4. Are you up to date on routine immunizations/vaccinations?

	No
	Not Sure
	
	Yes
	
	

	C. Sleep, Pain & Physical Functioning

	1. Sleep quality

	Poor (less than 5 hours per night)
	Fair (less than 5-6 hours per night)

	Good (6-7 hours per night)
	Good (7-8 hours per night)
	
	

	2. Ongoing pain or discomfort (please describe):


	High levels of pain or discomfort, unmanageable
	Some higher levels of pain or discomfort, unmanageable
	Manageable levels of pain or discomfort, unmanageable
	No pain or discomfort
	
	

	3. Physical limitations affecting daily activities (please describe):


	Not able to complete daily activities on their own
	Somewhat able to complete daily activities on their own
	Physical limitations are managed and do not affect their daily activities
	No physical limitations and manages all physical activities
	
	

	D. Vision Screening

	1. Difficulty seeing even with current prescription glasses/contacts?

	Yes, minimal vision, needs aid
	Yes, some vision, needs aid
	Yes, can manage vision needs with aids 
	No vision needs
	
	

	2. Uses glasses/contacts (please describe):

	3. Last eye exam (List date and doctor and/or clinic if known):

	Never/unsure
	More than 2 years ago
	1-2 years ago
	Within the past year
	
	

	4. Needs help accessing vision care?

	Yes, immediate need
	Yes, need soon for replacement or new prescription
	Yes, need with minimal assistance
	No
	
	

	E. Dental/Oral Health Screening

	1. Current dental/oral pain or infection? (please describe):


	Yes, high pain/immediate need
	Yes, some pain/need soon 
	No current pain but may need soon
	No needs
	
	

	2. Last dental visit (please indicate approximate date and dentist/clinic visited if known):


	Never/unsure
	More than 2 years ago
	1-2 years ago
	Within the past year
	
	

	3. Difficulty chewing/speaking/sleeping due to dental issues? (please describe):

	Yes, high need
	Yes, some need
	No, but may need a visit soon.
	No, has been seen and no current issues
	
	

	4. Need help accessing dental/oral health care?

	Yes, immediate need
	Yes, need soon 
	Yes, need with minimal assistance
	No
	
	

	F. Sexual Activity, Transmitted Diseases, Pregnancy

	1. Do you have any sexual or reproductive health concerns you want help with? For example, contraception (i.e. birth control) and/or sexually transmitted infections (STI). (please describe)


	Yes
	Not Sure
	
	No
	
	

	2. Do you think you might need pregnancy-related care or testing?

	Yes, pregnant
	Not Sure, if pregnant
	
	No, not pregnant
	
	

	G. Medical Appointments

	1. Do you have any upcoming medical or other appointments scheduled? (please provide dates/physician/location if known):


	2. Do you have a plan to get those appointments (transportation)?

	No 
	No but able to make a plan with assistance
	Yes, but may need some assistance
	Yes
	
	

	3. How can we assist you with this? (please add any comments):


	H. Access to Healthcare and Helping Services

	1. Was there a time you needed medical, dental, or mental health care but did not receive it?  

	Yes
	Unsure
	
	No
	
	

	2. What kept you from care? (Check all that apply.)

	Practitioner Note: If 3 or more are checked, score a 2, if 1 or 2 are checked, score a 1, if nothing is checked then score a 0.

	☐ No transportation
☐ Cost/no insurance
☐ Could not get an appointment
☐ Services too far away
☐ Didn’t know where to go 
	☐ Hours didn’t work with my schedule
☐ Language or communication barriers
☐ Concern about how I would be treated
☐ Legal status or past record concerns
☐ Other: _________       

	Total Score: __________
Priority Area: _________

	3. Have you tried to get help from a community agency but were unable to receive services? (if yes, please describe which organization/s and what was the situation):


	Yes, often
	Sometimes
	
	No
	
	

	4. Do you need assistance connecting to healthcare or community services right now? (please describe): 



	Yes
	Somewhat
	
	No
	
	

	BEHAVIORAL HEALTH NEEDS

	1. Have you received mental health and/or behavioral health services before? (please describe when and where if known):


	2. Do you have any known mental and/or behavioral health conditions and/or concerns? (please describe):


	Yes
	Prefer Not to Answer
	
	No
	
	

	3. Are you currently or have you ever received counseling services (please describe and list provider if known):


	Yes
	Prefer Not to Answer
	
	No
	
	

	4. Have you ever had thoughts of harming yourself?

	Yes
	Prefer Not to Answer
	
	No
	
	

	5. Are you currently thinking about harming yourself?

	Yes
	Prefer Not to Answer
	
	No
	
	

	6. Are you currently thinking about harming others?

	Yes
	Prefer Not to Answer
	
	No
	
	

	7. Have you ever attempted suicide?


	Yes 
	Prefer Not to Answer
	
	No
	
	

	8. Do you feel safe right now? (please describe):


	No
	Prefer Not to Answer
	
	Yes
	
	

	HOUSING, FOOD, TRANSPORATION, AND BENEFITS

	1. Do you have transportation access?

	No
	Unsure
	Working on it
	Yes
	
	

	2. Do you have access to a phone for communication?

	No
	Unsure
	Working on it
	Yes
	
	

	3. Do you have your identification documents (i.e. driver’s license, birth certification, social security care, etc.)?

	No
	Unsure
	Working on it
	Yes
	
	

	4. Do you have health insurance coverage?

	No
	Unsure
	Working on it
	Yes
	
	

	Living Situation

	1. What is your living situation today?

	I do not have a steady place to live (I am temporarily staying with others, in a hotel, in a shelter, living outside on the street, on a beach, in a car, abandoned building, bus or train station, or in a park) (concern).
	I have a place to live today, but I am worried about losing it in the future (mild concern).
	
	I have a steady place to live (no concern).
	
	

	2. Think about the place you live. Do you have problems with any of the following? (Choose all that apply.)

	· Lack of heat
· Pests such as bugs, ants, or mice
· Mold
· Lead paint or pipes
	· Oven or stove not working 
· Smoke detectors missing or not working
· Water leaks
	
	None
	
	

	3. In the past 12 months, has the electric, gas, oil, or water company threatened to shut off services in your home?

	Already shut off 
	Yes
	
	No (no concern)
	
	

	Food & Transportation

	1. Within the past 12 month, you worried that your food would run out before you got money to buy more.

	Often true
	Sometimes true
	
	Never true
	
	

	2. Within the past 12 months, the food you bought just didn’t last and you didn’t have money to get more.

	Often true
	Sometimes true
	
	Never true
	
	

	3. In the past 12 months, has lack of reliable transportation kept you from medical appointments, meetings, work, or from getting things needed for daily living?

	Yes, frequently
	Sometimes 
	
	No, seldom or never
	
	

	Education & Employment

	· Last school attended:
· Grade/credits:
· Employment or job training interests:

	1. Do you want help finding or keeping employment? (please describe):


	Yes, help finding work 

	Yes, help keeping work
	I have a job but would like to find a better one that meets my needs
	I have a job and don’t need help.
	
	

	2. Do you have any education or employment barriers, such as transportation, childcare, completing application forms, etc. (please describe):


	3. Do you want help with school or training? For example, starting or completing job training or getting a high school diploma, GED, or equivalent. (please describe):


	Yes, I don’t know where to start
	Yes, I know what I’d like to do but not sure how to start
	Maybe, I think I’ve got it figured out but might need some assistance
	No, I am enrolled in a program
	
	

	LEGAL & PROBATION REQUIREMENTS

	1. In the past 12 months, have you been incarcerated (jail, prison, detention, or other correctional facility)? (please describe each occurrence):


	Yes
	
	
	No
	
	

	2. Are you currently on probation, parole, or community supervision?  (If so, provide probation officer name/contact.)


	Yes
	
	
	No
	
	

	3. Has a past incarceration or legal history made it difficult for you to access housing, employment, healthcare, or services?  (please describe):
 

	Yes
	Unsure
	
	No
	
	

	4. Do you feel you need help reconnecting to community services or support after incarceration?  (please describe):


	Yes
	Unsure
	
	No
	
	

	5. Upcoming court dates, if applicable? (please describe):


	Yes 
	Unsure
	
	No
	
	

	6. Are there any conditions of release (if known)?  (please describe):


	Yes 
	Unsure
	
	No
	
	

	7. Are there any required programs or testing? (please describe):


	Yes
	Unsure
	
	No
	
	

	8. Do you have an attorney?  (please provide information):


	No
	Unsure
	
	Yes
	
	

	9. Are you involved with other courts, i.e., drug court, diversion programs, etc.? (please list):


	Yes
	Unsure
	
	No
	
	

	10. Do you have any past offenses? (please list):


	Yes
	Unsure
	
	No
	
	



Additional Assessment Tools

MENTAL HEALTH
Patient Health Questionnaire-9 (PHQ-9)
This assessment is based off the Patient Health Questionnaire-9 (PHQ-9) developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from Pfizer Inc.) https://www.apa.org/depression-guideline/patient-health-questionnaire.pdf
* This tool has been modified to only identify potential areas of need for mental health services and is not intended to diagnose a mental health condition. If a mental health professional is already identified, you may choose to skip these questions. If the responses indicate significant concerns, follow-up with a qualified mental health provider may be recommended for further evaluation.
Over the last 2 weeks, how often have you been bothered by any of the following problems?
	3 – High/Immediate Need
	2 – Vulnerable Need
	1 – Moderate Need
	0 – Low/No Needs
	My Score
	Priority Area

	1. Little interest or pleasure in doing things

	Nearly every day
	More than half the days
	Several days
	Not at all
	
	

	2. Feeling down, depressed, or hopeless

	Nearly every day
	More than half the days
	Several days
	Not at all
	
	

	3. Trouble falling or staying asleep, or sleeping too much

	Nearly every day
	More than half the days
	Several days
	Not at all
	
	

	4. Feeling tired or having little energy

	Nearly every day
	More than half the days
	Several days
	Not at all
	
	

	5. Poor appetite or overeating

	Nearly every day
	More than half the days
	Several days
	Not at all
	
	

	6. Feeling bad about yourself – or that you are a failure or have let yourself or your family down

	Nearly every day
	More than half the days
	Several days
	Not at all
	
	

	7. Trouble concentrating on things, such as reading the newspaper or watching television

	Nearly every day
	More than half the days
	Several days
	Not at all
	
	

	8. Moving or speaking so slowly that other people could have noticed; or the opposite – being so fidgety or restless that you have been moving around a lot more than usual

	Nearly every day
	More than half the days
	Several days
	Not at all
	
	

	9. Thoughts that you would be better off dead or of hurting yourself in some way

	Nearly every day
	More than half the days
	Several days
	Not at all
	
	



	If you checked off any problems above, how difficult have these problems made it for you to do your work, take care of things at home, or get along with other people?

	Extremely difficult
	Very difficult

	Somewhat difficult
	Not difficult at all
	
	



Scoring: add up all boxes on PHQ-9 and review the total score to determine referral need.
	Total Score = Need Severity with possible mental health concerns

	1-4
	Minimal

	5-9 
	Mild

	10-14
	Moderate

	15-19
	Moderately severe

	20-27 
	Severe



Substance Use
Health Related Social Needs (HRSN) Questions
This assessment is based off the CMS Accountable Health Communities Health-Related Social Needs Screening Tool, https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf
The next questions relate to experience with alcohol, cigarettes, and other drugs. Some of the substances are prescribed by a doctor (like pain medications) but only count those if taken for reasons or in doses other than prescribed. One question is about illicit or illegal drug use, but is only asked in order to identify community services that may be available to help.
Practitioner Note: If the participant scores a 4 or 3, rate the priority area as an “H” for high/immediate priority need. If a 2 or 1 is scored rate the priority area as an “M” for a moderate priority need and a 0 would be “L” for low/no priority need.

	4 – Daily or almost daily
	3 – Weekly
	2 – Monthly
	1 – Once or twice
	0 – Never
	My Score
	Priority Area

	1. How many times in the past 12 months have you had 5 or more drinks in a day (males) or 4 or more drinks in a day (females)? One drink is 12 ounces of beer, 5 ounces of wine, or 1.5 ounces of 80-proof spirits.

	Daily or almost daily
	Weekly
	Monthly
	Once or twice
	Never
	
	

	2. How many times in the past 12 months have you used tobacco products (like cigarettes, cigars, snuff, chew, electronic cigarettes)?

	Daily or almost daily
	Weekly
	Monthly
	Once or twice
	Never
	
	

	3. How many times in the past year have you used prescription drugs for non-medical reasons?

	Daily or almost daily
	Weekly
	Monthly
	Once or twice
	Never
	
	

	4. How many times in the past year have you used illegal drugs?

	Daily or almost daily
	Weekly
	Monthly
	Once or twice
	Never
	
	



Safety
Health Related Social Needs (HRSN) Questions
This assessment is based off the CMS Accountable Health Communities Health-Related Social Needs Screening Tool, https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf
Because violence and abuse happen to a lot of people and affects their health we are asking the following questions.
Practitioner Note: A score of 11 or more when the numerical values for answers to questions 1-4 are added shows that the person might not be safe. If the participant scores a 5 or 4, rate the priority area as an “H” for high/immediate priority need. If a 3 or 2 is scored rate the priority area as an “M” for a moderate priority need and a 1 or 0 would be “L” for low/no priority need.
	5 – High/Immediate Need
	4 – Vulnerable Need
	3 – Moderate Need
	2 – Low Need
	1– No Need
	My Score
	Priority Area

	1. How often does anyone, including family and friends, physically hurt you?

	Frequently
	Fairly often
	Sometimes
	Rarely
	Never
	
	

	2. How often does anyone, including family and friends, insult or talk down to you?

	Frequently
	Fairly often
	Sometimes
	Rarely
	Never
	
	

	3. How often does anyone, including family and friends, threaten you with harm?

	Frequently
	Fairly often
	Sometimes
	Rarely
	Never
	
	

	4. How often does anyone, including family and friends, scream or curse at you?

	Frequently
	Fairly often 
	Sometimes
	Rarely
	Never
	
	



Priority Needs Summary (Use by TCM)
· Priority concerns identified above:


· Immediate safety needs:


· Referrals or services recommended:


· Level of care indicated:


· Follow-up plan:

List up to three priority needs that will drive the below care plan: 
1. 
2. 
3.
Footnotes/References
42 C.F.R. § 440.169 – Federal definition and required elements of Targeted Case Management (assessment/reassessment, care plan development, referral and related activities, monitoring and follow-up).
Centers for Medicare & Medicaid Services (CMS), State Health Official Letter (SHO #23-003) implementing Section 5121 of the Consolidated Appropriations Act, 2023 (mandatory Medicaid coverage of screening, diagnostic, and targeted case management services for justice-involved youth).
Consolidated Appropriations Act, 2023, Section 5121 – Justice-involved youth Medicaid and CHIP requirements.
Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) requirements for Medicaid-enrolled individuals under age 21.
South Dakota Medicaid Justice-Involved Youth Case Management and Pre-Release Services Manual.
South Dakota Medicaid CMS-approved State Plan Amendment (SPA) for Justice-Involved Youth services, authorizing screening, diagnostic, and targeted case management services and extending post-release TCM services to 60 days.
CMS Accountable Health Communities Health-Related Social Needs Screening Tool: https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf
	This project is supported by the South Dakota Department of Social Services through funding from the Centers for Medicare & Medicaid Services (CMS), U.S. Department of Health and Human Services, under Grant No. 2T2CMS331980-01-00 (ALN 93.694).
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