Yamhill Community Care
PO Box 5490 -
Salem, OR 97304 R \/'
Customer Service: 855-722-8205 TTY 711 Yamhill

www.yamhillcco.org COMMUNITY CARE

Welcome to Yamhill Community Care, your Oregon Health Plan insurance. As part of your care team,
please tell us how we can support your health. Complete the following questions. Please return this
survey in the envelope we sent, no stamp is needed. Care Management is your point of contact for care
coordination needs and a care manager is available to you and may call you. You can also call us at
833-257-2191.

You do not have to answer any questions that do not apply to you.

Name: Member ID:

Preferred Name: Date of Birth:

Gender: Pronouns: Preferred Language:

Address:

Phone Number: s it okay to leave a message?(O Yes (O No
Is it okay to text you? O Yes O No

Email Address: Is it okay to email you? O Yes O No

Provide the name of person completing this form — if for a minor child or an adult unable to complete:

Name: Relationship:

1. Do you have a Primary Care Provider (PCP) or Pediatrician? If yes, who:

2. When was your last physical exam?

3. How would you rate your general health? Please select one.
O Excellent O Good O Fair O Poor
4. Are you pregnant? O Yes (O No Due date:

5. Do you have any physical limitations that require — equipment or supplies:

O Medical equipment (Walker, Cane, etc.) QO Additional Caregiver support

O Other:

6. Tell us about your teeth. Do you have any concerns with the following? (select all that apply)
O Mouth pain O Dentures O Cavities O Missing Teeth
O | don’t have any of these O Other:

7. Tell us about your mood or mental health. Do you feel any of the following? (select all that apply)
O Down, depressed, hopeless QO Scattered/unable to slow your thoughts

O Unable to sleep O Anxiety or anxiousness


http://www.yamhillcco.org/

O I don’t have any of these O Oother:

8. Have you been able to make all of your appointments? If no, please tell us more:

9. Do you need help with any of the following activities? (select all that apply)
O Dressing O Bathing O Walking
O Eating or Preparing Food O Organizing or taking medications

What else would you like to share?

10. Do you need help finding any of the following providers to help get you care? (select all that apply)

O Primary Care O Dentist O Specialist O Mental health of Substance Abuse
11.Do you have a job?
O Yes, full time O Yes, part time O I'm retired O Student

O No, | am not working at this time

12.What is your living arrangement?

O Alone O Community living O With spouse or family
O Parent/Guardian O Friends/Roommates O | don’t have consistent housing
Other:

13. How many people currently live in your household, including yourself?

14.Do you or members of your family need help in any of the following areas?

Please select the areas where help (select all that apply)

O Food, including vegetables and fruit O Housing (rent, house payment)
O Utilities (Electric, gas, water) O Transportation (own or public)
O Clothing O Diapers O cChildcare
O Other:

15. Do you have any concerns related to alcohol use? QO Yes O No

16. Do you use tobacco? O Yes O No

17. Do you have concerns related to substance abuse? O Yes (O No

18. Do you have any needs related to Hearing, Visual Impairment or other? Please describe:

19. Do you have any language or interpreter needs? Please describe:

20. Which of the following best describes you? Please select one answer.
O Asian or Pacific Islander O Black or African American

O Hispanic or Latino O Native American or Alaskan Native



O White or Caucasian O Multiracial or Biracial

O A racelethnicity not listed here O | prefer not to answer
21. Have you ever served in the United States Armed Forces? O Yes O No
22. Do you have any of the following? Select all that apply.
O Allergies O Liver Condition O Gl/Stomach issues
O Respiratory O Diabetes O Neurological Disorders
O Drug/Marijuana Use O Heart Condition O Pain
O Kidney Condition O Mental health condition O None of these

O Other serious medical conditions

23. Do you have an Advance Directive or a POLST document — a document that provides
information about your wishes when you cannot speak for yourself? O Yes O No

24. Do you have any safety concerns? OYes O No

Care Coordination and Care Management are free services and part of your insurance coverage. What

would you like us to help you with to get the most out of your health care?

Youth Only

25. Was your child born earlier than their due date? If yes, how early?

26. Were there any complications during the pregnancy or delivery? If yes, please tell us more:

27. Is your child feeding/eating without concern? If concerns, please tell us more:

28. Is your child gaining weight as you would expect? If no, please tell us more:

29. Has your child received recommended immunizations? If no, please tell us more about this:

30. Is your child taking prescribed medicine? If yes, please tell us more about this:

31. Is your child developing as expected? If no, please tell us about this:

32. Does your child visit the dentist? If no, please tell us about this:

33. Does your child attend school regularly? If no, please tell us about this:




34. Does your child have any of the following? Select all that apply.
O Asthma O Allergies O Issues with sleep
O Development Delays O Congenital defects O Mental health condition
O Drug/Marijuana Use O Signs of social/lemotional/behavioral problems

O None of these O Other serious medical conditions:

35. As a parent, we want to support your health as well. Are there any health concerns you are

experiencing that you feel could impact your child, family, or others you support?

Info from this form will be protected in accordance with privacy practices and used to identify your
needs.

This info will be reviewed and shared with the care team helping you, including your involved
providers and other entities, to help reduce duplication of info gathering.

You are not required to get coordinated care and can choose not to receive it.

Seeing your primary care provider is key to great health. Our Care
Management team can provide help in connecting with your primary
care provider.

YCCO Care Management 833-257-2191

You can get this letter in your language, large print, braille, or format
you need. You can also ask for an interpreter. This help is free. To get
this help call Customer Service Monday through Friday, 8 a.m. to 5
p.m. at 855-722-8205 or TTY 711. We accept relay calls.

English

You can get this document in other languages, large print, Braille or a
format you prefer. You can also ask for an interpreter. This help is
free. Call 855-722-8205 or TTY 711. We accept relay calls.




You can get help from a certified or qualified health care interpreter.

Spanish

Puede obtener este documento en otros idiomas, en letra grande,
braille o en un formato que usted prefiera. También puede recibir los
servicios de un intérprete. Esta ayuda es gratuita. Llame al servicio
de atencidn al cliente 855-722-8205 o TTY 711. Aceptamos todas las
llamadas de retransmision.

Usted puede obtener ayudar de un intérprete certificado o calificado
en atencion de salud.

Russian

Bbl MOXeTe nosiyuymTb 3TOT CrpaBOYHUK HA APYrom A3bIKe,
HaneyaTaHHbIVU KPYMHbIM WpUdTOM, WpudToM bpanna nnu B
npegnoyYntaemMom Bamun popmaTte. Bbl Takke MoxeTe 3anpocuTb
YCIyru yCTHOro nepesogyunka. 3ta NoMoLLb NpegocTaBnseTcd
becnnatHo. 3BoHuTe no Ten. 855-722-8205 unn TTY 711. Mebl
NPUHUMAEM 3BOHKU MO JIMHUU TPAHCALMOHHOW CBA3M

Bbl MOXXeTe Nony4YnTb NOMOLLb OT aKKpeaAUTOBAHHOIO Ui
KBannuLUMpoBaHHOrO MeAULIMHCKOro YCTHOro NepeBoaYmnka.

Viethamese

Quy vi c6 thé nhan tai liéu nay bang mét ngén ngir khac, theo dinh
dang ch{ in I&n, chir noi Braille hodc mét dinh dang khac theo y

mudn. Quy vi ciing cé thé yéu cau dwoc thdng dich vién hd tro. Sy
tro’ giup nay la mién phi. Goi 855-722-8205 hoac TTY (Pwdng day




Danh cho Nguoi Khiém thinh hoac Khuyét tat vé Phat am) 711.
Chung t6i chap nhan cac cudc goi chuyén tiép.

Quy vi c6 thé nhan dwoc sy gitp d& tr mdt thédng dich vién cé ching
nhan hoac du tiéu chuan chuyén vé cham soc strc khoe.

Arabic

&k e de phae o S hadyde gilaa ol (s Al el 488 ) o3 e J peanl) SiSa
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Somali

Waxaad heli kartaa buug-gacmeedkani oo ku goran lugaddo kale, far
waaweyn, farta dadka indhaha aan gabin wax ku akhriyaan ee Braille
ama gaabka aad doorbidayso. Waxaad sidoo kale codsan kartaa
turjubaan. Taageeradani waa mid lacag la’aan ah. Wac 855-722-
8205 ama TTY 711. Waan agbalnaa wicitaanada gudbinta.

Waxaad caawimaad ka heli kartaa turjubaanka daryeelka
caafimaadka oo xirfad leh ama la aqoonsan yahay.

Simplified Chinese

AR AN EFHEMEE R, KFR. 5 XHREERFHE AR
A, BRI ERRZHEOFRRS ., A% ER, FEE855-722-
8205 KTTY 711, A I=EWTRTA RIEEHE KR,




RA] LLMEIDAIEE AR ET MEFNEARBEIRSE B,

Traditional Chinese

WIS AT MY EAMEES A ~ KRR ~ B CIREE RIS - &
A FREE S - U\J:Tmﬂjﬁ/ﬁ%%%’ i 2B 855-722-8205 BE[EE
711 - Tz Pre (FeEEsE
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Korean

Ol ZM2 ChE 2o, 2 &Xf, GA £ d2ot=s A= 2HotHE &
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Chuukese

En mi tongeni angei ei taropwe non pwan ew fosun fenu, mese watte
mak, Braille ika pwan ew format ke mwochen. En mi tongeni pwan
tingor emon chon chiaku Ei aninis ese fokkun pwan kamo. Kokori
855-722-8205 ika TTY 711. Kich mi etiwa ekkewe keken relay.




En mi tongeni kopwe angei aninis seni emon mi certified ika qualified
ren chon chiaku ren health care.

Ukrainian

Bu moxeTte oTpumaTu Leun SOBIOHUK IHLLMMU MOBaMU, KPYMHUM
lwpudTtom, wpudtom bpanns abo y dopmarti, SKOMY BN HagaeTe
nepesary. Bu Takox MoxeTe nonpocuTu HagaTtu NoCyrn
nepeknagava. Lla nonomora € 6e3kowToBHOK. [13BOHITL MO HOMEpPY
TenedgoHy 855-722-8205 abo tenetaunny 711. Mun npnnmaemo Bci
O3BiHKW, SIKi HA HAc NepeBOOATb.

Bu MoxeTe oTpmaTu gonomory Big cepTudikoBaHoro abo
KBanigpikoBaHOro Meau4Horo rnepekagaya.

Farsi

A€ il 50 (5 B a8 B L s el 8o a4 1) 4l Gl il i
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Romanian

Puteti obtine aceasta brosura in alte limbi, cu font marit, in Braille sau
intr-un format preferat. De asemenea, puteti solicita un interpret.
Aceste servicii de asistenta sunt gratuite. Sunati la 855-722-8205 sau
TTY 711. Acceptam apeluri adaptate persoanelor surdomute.




Puteti obtine ajutor din partea unui interpret de ingrijire medicala
certificat sau calificat.

Dari

355 ol Ay Caa i Ly o B0 la b8 slagly 4 1 Laialy o) il 53 oe Ladk
0250 el GBI SaS al LS aa e Cal g3 50 1) e Cpinan 205K il )
i ) clagld W 711 TTY L 855-722-8205
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Khmer/Cambodian

gt egumensiaflialigammaninig)a thanpie hanprintugaimian yhephninds HuERGAme
anfimuiaanunipsaiie dgmiesAsnfnigied wi  grunielius 855-722-8205 4 TTY 711+
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Ambharic

LUy LN4S0 NANT £I2PTFE AP vFart: (N&LLA DLI° ACH N9LavCmet
@A TUTF S AN FeTI69° ANTCATL aPMPPI° S AN LU £0G PILAMm-
N1 10 L. 855-722-8205 mwe9° TTY 711 LLm-r:: 4600 TEPTY
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Swahili

Unaweza kupata mwongozo huu kwa lugha zingine, kwa herufi
kubwa, Breli au muundo unaopendelea. Unaweza pia kuomba




mkalimani. Msaada huu ni haulipishwi. Piga 855-722-8205 au TTY
711. Tunakubali simu za watu wenye ugumu wa kusikia

Unaweza kupata usaidizi kutoka kwa mkalimani wa utunzaji wa afya
aliyehitimu au kustahiki.

Burmese
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Hmong

Koj txais tau tsab ntawv no ua lwm yam lus, ua ntawv loj, ua lus
Braille rau neeg dig muag los sis ua lwm yam uas koj nyiam. Koj kuj
thov tau kom muaj ib tug neeg pab txhais lus. Txoj kev pab no yog ua




pub dawb. Hu 855-722-8205 los sis TTY 711. Peb txais tej kev hu xov
tooj rau neeg lag ntseg.

Koj yuav tau kev pab los ntawm ib tug kws txhais lus rau tib neeg
mob uas muaj ntawv lees paub los sis muaj kev txaw;.

Marshallese

Kwomaroi bok leta in ilo kajin ko jet, kdn jeje ikkillep, ilo braille ak bar
juon wawein eo emmanl|ok ippam. Kwomaron kaijjitok bwe juon ri ukot
en jipan eok. Ejjelok wonaan jipan in. Kaaltok 855-722-8205 ak TTY
711. Kwomaron kaaltok in relay.

Kwomaron bok jipaf jan juon ri ukot ekomalim ak keiie ainwot ri ukot
in ajmour.

Tagalog

Makukuha mo ang handbook na ito sa iba pang mga wika, malaking
letra, Braille, o isang format na gusto mo. Maaari ka ring humingi ng
tagapagsalin. Ang tulong na ito ay libre. Tawagan ang 855-722-8205
o TTY 711. Tumatanggap kami ng mga relay call.

Makakakuha ka ng tulong mula sa isang sertipikado o kwalipikadong
tagapagsalin ng pangangalaga sa kalusugan.

German

Sie konnen dieses Dokument in anderen Sprachen, in Grof3druck, in
Brailleschrift oder in einem von Ihnen bevorzugten Format erhalten.
Sie konnen auch einen Dolmetscher anfordern. Diese Hilfe ist gratis.




Wenden Sie sich an 855-722-8205 oder per Schreibtelefon an 711.
Wir nehmen Relaisanrufe an.

Sie konnen die Hilfe eines zertifizierten oder qualifizierten
Dolmetschers fur das Gesundheitswesen in Anspruch nehmen.

Portuguese

Esta carta esta disponivel em outros idiomas, letras grandes ou
braile, se preferir. Também podera solicitar servigos de interpretacao.
Essa ajuda é gratuita. Ligue para 855-722-8205 ou use o servico TTY
711. Aceitamos encaminhamentos de chamadas.

Vocé podera obter a ajuda de intérpretes
credenciados ou qualificados na area de saude.

Japanese

CDEFHIX., MMOEEICFREINE=10D., ILRXFR. 5FR. £
D ZHFLEDHKXTAFRRETT, £r-. BRZEKEI S0
BETY ., RU—ERIIEBBTIFAWZITET, 855-722-8205%
FIETIYTNETEEFELC S, B L—YUV—EXTHLEWE
HA

REFEIIAEROEREREN OXIEERITONET,







	Name: 
	Member ID: 
	Preferred Name: 
	Date of Birth: 
	Gender: 
	Pronouns: 
	Preferred Language: 
	Address: 
	Phone Number: 
	Is it okay to leave a message: Off
	Email Address: 
	Is it okay to text you: Off
	Is it okay to email you: Off
	Name_2: 
	Relationship: 
	1 Do you have a Primary Care Provider PCP or Pediatrician If yes who: 
	2 When was your last physical exam: 
	3 How would you rate your general health Please select one: Off
	4 Are you pregnant: Off
	Due date: 
	5 Do you have any physical limitations that require  equipment or supplies: Off
	Additional Caregiver support: Off
	6 Tell us about your teeth Do you have any concerns with the following select all that apply: 
	Mouth pain: Off
	Dentures: Off
	Cavities: Off
	Missing Teeth: Off
	7 Tell us about your mood or mental health Do you feel any of the following select all that apply: 
	I dont have any of these: Off
	Other_2: Off
	Down depressed hopeless: Off
	Unable to sleep: Off
	Scatteredunable to slow your thoughts: Off
	Anxiety or anxiousness: Off
	8 Have you been able to make all of your appointments If no please tell us more: 
	I dont have any of these_2: Off
	Other_3: Off
	undefined: 
	9 Do you need help with any of the following activities select all that apply: 
	Dressing: Off
	Bathing: Off
	Walking: Off
	What else would you like to share: Off
	10Do you need help finding any of the following providers to help get you care select all that apply: 
	Primary Care: Off
	Dentist: Off
	Specialist: Off
	Mental health of Substance Abuse: Off
	11Do you have a job: Off
	No I am not working at this time: Off
	12What is your living arrangement: Off
	Other_4: Off
	13 How many people currently live in your household including yourself: 
	14Do you or members of your family need help in any of the following areas: 
	Please select the areas where help select all that apply: Off
	Diapers: Off
	Housing rent house payment: Off
	Transportation own or public: Off
	Childcare: Off
	15 Do you have any concerns related to alcohol use: 
	undefined_2: Off
	Yes_6: Off
	No_6: Off
	18 Do you have any needs related to Hearing Visual Impairment or other Please describe: Off
	19 Do you have any language or interpreter needs Please describe: 
	20 Which of the following best describes you Please select one answer: 
	Asian or Pacific Islander: Off
	Hispanic or Latino: Off
	Black or African American: Off
	Native American or Alaskan Native: Off
	White or Caucasian: Off
	A raceethnicity not listed here: Off
	Multiracial or Biracial: Off
	I prefer not to answer: Off
	No_8: Off
	21 Have you ever served in the United States Armed Forces: Off
	22 Do you have any of the following Select all that apply: Off
	Allergies: Off
	Respiratory: Off
	DrugMarijuana Use: Off
	Kidney Condition: Off
	Other serious medical conditions: Off
	23 Do you have an Advance Directive or a POLST document  a document that provides: 
	information about your wishes when you cannot speak for yourself: Off
	24 Do you have any safety concerns: Off
	would you like us to help you with to get the most out of your health care: 
	25 Was your child born earlier than their due date If yes how early: 
	26 Were there any complications during the pregnancy or delivery If yes please tell us more: 
	27 Is your child feedingeating without concern If concerns please tell us more: 
	28 Is your child gaining weight as you would expect If no please tell us more: 
	29 Has your child received recommended immunizations If no please tell us more about this: 
	30 Is your child taking prescribed medicine If yes please tell us more about this: 
	31 Is your child developing as expected If no please tell us about this: 
	32 Does your child visit the dentist If no please tell us about this: 
	33 Does your child attend school regularly If no please tell us about this: 
	34 Does your child have any of the following Select all that apply: 
	Asthma: Off
	Development Delays: Off
	DrugMarijuana Use_2: Off
	None of these_2: Off
	Allergies_2: Off
	Congenital defects: Off
	Signs of socialemotionalbehavioral problems: Off
	Other serious medical conditions_2: Off
	Issues with sleep: Off
	Mental health condition_2: Off
	undefined_3: 
	35 As a parent we want to support your health as well Are there any health concerns you are: 
	experiencing that you feel could impact your child family or others you support 1: 
	experiencing that you feel could impact your child family or others you support 2: 
	English: 
	 You can get help from a certified or qualified health care interpreter: 
	Spanish: 
	Russian: 
	Vietnamese: 
	Somali: 
	Simplified Chinese: 
	Traditional Chinese: 
	Korean: 
	Chuukese: 
	Ukrainian: 
	Farsi: 
	Romanian: 
	Dari: 
	KhmerCambodian: 
	Amharic: 
	Swahili: 
	Burmese: 
	Hmong: 
	Marshallese: 
	Tagalog: 
	German: 
	Portuguese: 
	Japanese: 


