
Leqal  Services  Referral/Intake  Checklist

>  2019  JUH  Legal  Intake  or Referral  Form

>  Data  Practices  Notice  for  Clients  -  turn  in with  referral  a copy  signed  by  client
>  Client  Bill  of  Rights  -  provide  a copy  to the client
>  Grievance  Procedure  form  -  provide  a copy  to the client

>  JUH  Legal  Services  Consent  Form  -  turn in with  referral  a copy  signed  by

client
I> Authorization  to Exchange  Information  form  -  turn  in with  referral  signed  by

client  for  referrer  and  other  providers  that  legal  services  may  need  to talk  to on
behalf  of  the client

>  No Income  Statement  (optional)  -  complete  and  return  if  the client  does  not

have  any  income



JustUs  Health

Legal Intake/Referral  Form

Date:

LEGAL First  Name

Preferred  Name:

Current  Gender:

Q male

[2 female

Sexual  Orientation:

Q Bisexual

Q Gay

Pronouns:

Q he/him/his
Q she/her/hers

Race: (All identified  with):

0  American  Indian

Q Alaska  Native

Q Asian

Ethnicity:

Born  in MN?  Yes

Citizenship  (Country):

Middle  Name Last Name Birth Date (MM/DD/YYYY)

Gender  assigned  at birth: male female

Cl transgender  male

Cl transgender  female

o  non-binary

€  Other

o  Heterosexual

o  Lesbian

o  Refused

C) Other

Q they/them/theirs
[1  other:

Q African  American/Black

[]  Native  Hawaiian

o  Pacific  Islander

o  White

o  Refused

Hispanic/Latino  Not  Hispanic/Latino

No If  no: date moved  to MN (MM/DD/YYYY)  Moved  From

Country  of Origin  (if  not  born  in USA):

HOUSING/ADDRESS/CONTACT (Required for all Clients)

Housing Type: Stable/Permanent  ***Temporary ***Unstable

Street  Address

>  OK to send  mail?: Yes

City

No

State Zip Code County

Phone  (type-  cell, home,  etc.) Call OK  Text  OK MAP  OK Name  & # only  Email  (if  okay  to email  from  MAP)

***Have  you moved  at least  two  (2) times  in the  last 60 days?  Yes No

***Are  you housed  in a Transitional  Housing  Program  or a Program  with  supportive  Services?  Yes No

Are you currently  in a lease?  Yes No

FINANCIAL  (Required  for  all Clients)  -  VERIFICATION  NEEDED

Legal Household  size:  (Client  + total  number  of  people  legally  dependent  on client's  income.)

Total  Monthly  Income-  MDH:  5 Source(s):
*Employment,  SSDI, 551, GA, food  stamps,  etc

Monthly  income  of  other  adult  and/or  legal  dependents (spouse  or child):'>

Relationshiptoclient  Source(s):
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HIV  STATUS  (Required  for  Clients  Living  with  HIV)  -  VERIFICATION  NEEDED

Is this  client  living  with  HIV?

CI Yes  CI No  Q Unknown

If Yes, Date  of  HIV diagnosis:

Does  the  client  have  an AIDS Diagnosis?

Q Yes

If Yes, Date  of  AIDS diagnosis:

u  No

 N/A

(MM/DD/YYYY) check if  estimate 

u  Unknown

(MM/DD/YYYY) check if  estimate

How  was  the  client  exposed  to HIV?

Q Male to Male sex o Hemophilia  o Occupational  Exposure

o Male  to Female  sex  o  Blood  recipient  u  Other  ( )

o InjectionDrugUse  Q Perinatal  u  Unknown

What  is the  client's  HIV Specialty  Clinic?  Name  of  client's  HIV Doctor:

When did client last see an HIV Doctor? (MM/DD/YYYY)
FOR INTERNAL PROCESSING: If client has not seen a doctor within 6 months of QC, document referral in Provide

Does client have an HIV Case Manager (circle one)? YES NO  Name/agency:

Does  client  need  translation  services  (circle  one)?  YES NO  Language:

Is the  client  active  on AIDS Drug  Assistance/HH?  Yes  No  If no refer:

HEALTH (Required  for  all Clients  -  IMPORTANT  TO COMPLETE FOR SOCIAL SECURITI DISABILITY ASSISTANCE)

Does client have any current physical health concerns? (If YES, what are the diagnosis; is the client receiving care for

physical health concerns; and do the physical health concerns limit activities of daily living or ability  to work)

Does client have any current mental health concerns? (If YES, what are the Diagnosis; is the dient receiving care for

mental health concerns; and do the mental health concerns limit activities of daily living or ability to work)

Does client have any current chemical health concerns? (If YES, what are the diagnosis; is the client receiving care for

physicd health concerns; and do the physical health concerns limit activities of daily living or ability  to work)

INSURANCE  (Required  for  all  Clients)  - VERIFICATION  NEEDED

What  is the  client's  current  insurance?  (Check  all  that  apply)

Medicare A/B
Q Medicare D Q Medicaid/MA
Q Medicare  D Low  Income  Q MN  Care

Subsidy/Extra Help Q VA/Tricare

CI Private

o  Other:

Q No insurance
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SUMMARY  OF LEGAL  NEEDS  (Required  for  all  Clients)  -SUBMITANYRELATED  DOCUMENTS

Which  of  the  following  legal  iSsues  does  client  need  to  address?

[J Benefits  (Not  Social  Security)

Q Debt

Cl Discrimination

Q Employment

u  Estate  Planning

a Health  Care  Directive

a Power  of  Attorney

a Will/Trust

[2 Immigration

o  Permanency  Planning

Q Privacy

Q Social  Security

a Getting on Benefits/New Application
a Maintaining  Benefits

a Overpayments

Q Other

PLEASE  PROVIDE  A SUMMARY  OF THE  NEED  FOR A LEGAL  SERVICES  REFERRAL

(Please include any details and documentation related to the urgency of the matter/deadlines  related to the matter)

Name  of  Referrer  or  Person  completing  form:

Contact  email  address:

%ency

Contact  phone  #:

I  IfClientiscurrentlyinProvide;confirmaddress,phone,email,LastHIVDoctorVisitandupdatewithanyincome

changes  in the  past  6 months.

I  Complete  section  on HIV STATUS  only  if client  is living  with  HIV

I  Before  you  schedule  any  appointments...

o Remind clients to bring current income verification, HIV verification, residency verification and copies of
current insurance info (as applicable) to appointment; if  we do not already have it.

o Income proofs should include copies of last yeaYs tax forms, W2's and/or bank statements as applicable.
o Failure to provide required proofs will delay linkage to services.
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LEGAL  SERVICES  CONSENT  FORM

I, , understand  that  the  JustUs  Health  provides  legal  services.

These  services  consist  of  advice  and  representation  to help  them  understand  or resolve  legal

issues.  Also,  when  needed  I understand  that  Legal  Services  would  connect  me  with  resources  that

can  be beneficial.

I have  requested  Legal  Services  assistance  with  my  issue

and  agree  to cooperate  with  legal  program  staff  in advising  and  representing  me.  I understand  that

the  legal  services  provided  will  stop  with  the  conclusion  of  this  matter  and  that  I can  contact  the

program  at anytime  in the  future  if I need  assistance  with  a new  legal  issue.

The  legal  program  has  offered  me  the  following  documents:

*  Grievance  Procedure

*  Data  Practices  Notice

*  Patient  Bill of  Rights

The  State  of Minnesota  funds  this  program  and  requires  some  personal  information  be collected

and  reported  periodically  for  the  following  purposes:

1.  To  identify  the  services  persons  with  HIV  disease,  need  and  use.

2.  To  identify  barriers  to those  services.

3. To  evaluate  future  funding  needs.

The  Minnesota  Department  of Human  Services  and  Hennepin  County  Ryan  White  Program  will

have  access  to information  sufficient  to carry  out  payment,  treatment  and  operations  as specified

by the  HIV/AIDS  Bureau  of  the  u.s. Department  of Health  and  Human  Services  Health  Resource

and  Service  Administration  (HRSA).

Clients  will  have  demographic  data  about  them  including  their  names,  sent  to the  Minnesota

Department  of  Health  (MDH).  MDH  maintains  this  information  in a confidential  manner  and  does

not  share  names  with  any  other  outside  entity.

Many  of  JustUs  Health's  services  are  dependent  upon  various  funding  sources,  for  this  or  for  other

reasons,  JustUs  Health  may  at times  decline  to provide  or need  to discontinue  a service.

I agree  with  the  JustUs  Health  that  legal  services  require  my  active  participation  and  may  require

cooperation  between  my  coordination  between  my  case  manager  and  my  medical  provider.  I

understand  that  if I do not  actively  participate  and  cooperate,  legal  services  will  be discontinued.

I have  reviewed  and  understand  this  consent  with  Legal  Services  Staff.  I hereby  authorize  the

JustUs  Health  to provide  Legal  Services  to me.  I understand  that  I can  discontinue  Legal  Services,

in writing,  at  any  time.  The  discontinuance  will  be effective  the  day  my  request  is received  by Legal

Services  Staff.

Print  Name  - (Client) Signature  - (Client)

Date (Staff  initial  and  date  if no client  signature)

This  document  is available  in alternate  formats  upon  request.
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