Follow-up Contact Form

Client ID: _________________        Client Name (optional): __________________________

Follow-Up Contact One
Date: ____ / ____ / ____         


Session Number: _________
                Month        Day        Year            
Staff Name: _____________________________
Staff ID: _________________

Location: _______________________________
Site ID:  _________________

Type:  ( Face-to-Face 
( Telephone 

( Other (specify :_____________________)
Duration: Start Time: ___: ___ AM/PM (circle one)     End Time: ___: ___ AM/PM (circle one)
Incentive Provided: 
( Yes (specify: ___________________________________)

( No

I. VERIFY AND VALIDATE CLIENT’S GOAL AND PROGRESS

· Client achieved first step in risk reduction goal? ( Yes ( No ( Somewhat

(Specify details below as appropriate)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

II. PLAN THE NEXT STEP

· Next Steps (or revised first step):

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

III. HELP CLIENT IDENTIFY AND OVERCOME BARRIERS

· Barriers and Possible Solutions:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
IV. SOCIAL SUPPORT CHECK-IN

· Social support person(s) or resources identified:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
V. OFFER RISK REDUCTION AND EDUCATION MATERIALS

	Material
	How Many?
	Remarks

	( Safe Injection Kit 
	
	

	( Male Condoms
	
	

	( Female Condoms
	
	

	( Dental Dams
	
	

	( Lubricants
	
	

	( Educational Materials
	
	

	( Referral Lists
	
	

	( Safer Sex Kits
	
	

	( Other - specify: __________________
	
	


VI. ASSESS AND MAKE REFERRALS

Indicate referrals* made, including specific details as possible (e.g., name of referral agency, location of services, specific contact person at referral agency, etc.).
( HIV Counseling and Testing: _________________________________________________

( HIV Medical Care: _________________________________________________________

( STD Screening and Treatment: ________________________________________________

( Reproductive Health Services: ________________________________________________

( Prevention Case Management: ________________________________________________

( Substance Abuse Services: ___________________________________________________

( General Medical Care: _______________________________________________________

( Other: ____________________________________________________________________
*For each referral made to a client, also complete the Safety Counts Referral Tracking Form.
Additional Notes (e.g., challenges, facilitating factors, other influencing events or issues, etc.)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________
Follow-up Contact Form

Client ID: _________________        Client Name (optional): __________________________
Follow-Up Contact TWO

Date: ____ / ____ / ____         Session Number:___________

                Month        Day        Year            
Staff Name: _______________________________   Staff ID: _________________

Location: _________________________________   Site ID:   _________________

Type:  ( Face-to-Face ( Telephone ( Other (specify :________________________)
Duration: Start Time: __ : ___ AM/PM (circle one)     End Time: __ : ___ AM/PM (circle one)
Incentive Provided: ( Yes (specify: ___________________________________)       ( No

I. VERIFY AND VALIDATE CLIENT’S GOAL AND PROGRESS

· Client achieved first step in risk reduction goal? ( Yes ( No ( Somewhat

(Specify details below as appropriate)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

II. PLAN THE NEXT STEP

· Next Steps (or revised first step):

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

III. HELP CLIENT IDENTIFY AND OVERCOME BARRIERS

· Barriers and Possible Solutions:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
IV. SOCIAL SUPPORT CHECK-IN

· Social Support Identified:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
V. OFFER RISK REDUCTION AND EDUCATION MATERIALS
	Material
	How Many?
	Remarks

	( Safe Injection Kit 
	
	

	( Male Condoms
	
	

	( Female Condoms
	
	

	( Dental Dams
	
	

	( Lubricants
	
	

	( Educational Materials
	
	

	( Referral Lists
	
	

	( Safer Sex Kits
	
	

	( Other - specify: __________________
	
	


VI. ASSESS AND MAKE REFERRALS

Indicate referrals made, including specific details as possible (e.g., name of referral agency, location of services, specific contact person at referral agency, etc.).
( HIV Counseling and Testing: _________________________________________________

( HIV Medical Care: _________________________________________________________

( STD Screening and Treatment: ________________________________________________

( Reproductive Health Services: ________________________________________________

( Prevention Case Management: ________________________________________________

( Substance Abuse Services: ___________________________________________________

( General Medical Care: _______________________________________________________

( Other: ____________________________________________________________________
Additional Notes (e.g., challenges, facilitating factors, other influencing events or issues, etc.)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________
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