
  
 

   
    

  
      

  

      
       

      
     

 

    
      

Client Based Venues, 
Pre and Post Assessments 
 Step 1: Fill out Venue Template Page 1 send to TA for approval 
 Step 2: Go to Venue fill out Pre Assessments on all venue participants 

 Step 3: Fill out Venue Template Page 2 
 Step 4: Send page 1 approved venue along with page 2 to TA for consideration of 

payment for venue time. 

 Step 5: Send Pre Assessment to TA for review or use Monkey Survey. TA will review 
Assessments and then send on to Central Office for data entry. Pre Assessment will be 
entered into Med-It by Central Office within 5-7 days of receiving from TA. 

 Step 6: Community based clients will now show up on your Health Coaching list run by 
your TA. 

 Step 7: Health Coach you community clients in MedIt 
 Step 8: Fill out and send in Post Assessments to TA when health coaching is done. 

1 



iity Health Hub,s Venue Summary Report Template 

Purpose o f Temp'late : This 1empla1e is tor identifying, J2iwJ[ljog and monitoring 
community reach 

• Patie,nl pathway far Na.vigafion end Hes , Coachi"9 musl be submitted" Sam ple 
pathway for N avigation cm website: Ven.ue-Navigetion to Sere.en Pathway.pelf 

• There is e maxiimum of $4000.00• lo be used f □wards comm,m ify venues. No 
p<elposl venue fime wil l be reimbursed. 

• Venues a,e ?"Yable vlhe,n they have a minimum of 10% -□f res.ch r10vigated. 

All priority populations reached at the venue must have a risk assessment 

Venues without 10% of ,reach navigated will not be payable. 

Community Health Hub: 

NEBR/\---SKA 
Good L 'e Great Mtsston. 

Submitted By: 
I Venue Tar-get Reaoh: 
□ Women 18"39 □ Women 40-74 

Venue Name: I Venue Date : I Venue Location: 

VenueT~pe Venue Health Focus Describe Health Foous 
Gommuniti/ Based Local Heallh Dept 
Failh Based School Sile 
Hospital Site Work~ile 

Describe lhis venue and any parmnerships wi~h venue? 

What makes this a good community ve,nu,e for re.aching priority pop-ulalion vtith the goal of 
Navi.gafion andfor Health Coaching? 

Have you par1f.c ip ated in this venu.e in the past and was ii successful in reaching c~enls in need of 
Navigat ion andfor Health Coaching? 

Internal Use Only: E!ce '.Ileane 
DHHS Aa;oroval 

□ Reasonal:lle expectafio·n -of being a s•uccesst:ul venue met 
□ Pa1h~~ay to navigation logical and meets req;uirements 

□ Pafh~~ay to health ooaching and HBSS logical and meets requiremenls 
□ Appropriate Patient Palllwav s•ubmitted 
DHHS Signature: I Date of Signature: __ / __ / __ 

 
   

    

     

  

  

       

  
 

     

    

  

  

Community Venue Pg 1 

 Community Health Hub: acronym of Hub 

 Submittedby: Name of person filling out form 

 Venue Name: Name of Venue Ex: St Francis, NDPP Session Zero 

 Venue Date: Date of Venue 

 Venue Location: Location of venue 

 Venue Type: Put a check mark by or circle type of venue 

 Venue Health Focus: Diabetes, Preventive Screenings, Smoking, 
Medical Access etc 

 Describe the venue and any partnerships with Venue: write out 
answer 

 What makes this a good venue..: write out answer 

 Have you participated…: write out answer 

 Send page 1 to TA for venue approval 
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enue Information 

Number of lndivid:ual ~E~a~c~m'c':m'c!:t~e~rs~·=------------------------­

Number of Women Reached in th e Priority Age =.GmJ.uL.,===·~ ----------------­

Number of Women Reached in need of ~bl!:!i!a!!!!v!!.1·gl!i,a~li!!,!O!:!l:i::::· =-------------------­

Number of Women Reached in need of Heallh ~C~a~a~c~b~in~g6· ~ ---------------

Number of Non-White: 

Number of Hispanic: 

Number of Uninsured: 

Venue Time andl staff Nam e: 

Name:_ 

Total ti.me.:._ 

Name:_ 

Total ti.me.:._ 

Name:_ 

Total ti.me.:._ 

Pages 1 and 2 must be submitted togelher for determ ination of reimbursement for all venues except 
Monthly HUB venue 

COMMIUINIITY HUIB MONTHll Y VENUIE Page 2 submitted 0 11,ly. 

In House Monthly Walk.in and Phone Call venue Pag'e 2 ~ out and submitted with check box marked 
and Name ot HUB along w ith Mon1h and v e,ar. Example: ~ LLCHD March 2023 

D 
HUB Name Monlh Year 

Revised: 3-23-2023 

 
         

      

        
 

     
   

     
     

    
    

            
 

       
 

            
 

  

      

    

Community Venue Pg 2 

Venue Information – All of the information on Page 2 is from your Pre Assessments 
and must be filled out for payment consideration of venue time. 

 Number of Individual Encounters: number of people at the venue who filled out 
a pre assessment 

 Number of Women Reached in the Priority Age Group: Number of women 40-75 
that filled out a Pre Assessment 

 Number of Women Reached in need of Navigation: number of women from the 
pre assessments that are in need of Breast and/or Cervical navigation. 

 Number of Women Reached in need of Health Coaching: number of women 
from the pre assessments, age 40-64, that are in need of Health Coaching 

 Number of Non-White: number of non white individuals at the venue that filled 
out a pre assessment. 

 Number of Hispanic: number of Hispanic individuals at the venue that filled out 
a pre assessment 

 Number of Uninsured:number of uninsured individuals at the venue that filled 
out a pre assessment 

Venue Time and Staff Name 

 Name of individual that worked the venue with total time worked. 

 Prep time is not included in time worked at the venue 
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lnfol"m.rtion 

Number of lndivid:ual ""E="a!c',c~o~•~m~t~e"'=rs~·- --------------------------­

Number of Women Reached in th e Priority Age =.Gcoup.:....,==='·~ -----------------­

Number of Wome.n Reached in need of !!!,~Q!e!~~ '--------------------­

Number of Women Reached in need of Heallh c!cce!o:!!ac!!c::!bc!!i!o!oc!lg=-· ~ -----------------

Number of N on -While: 

Number of H ispanic: 

Number of Uninsured: 

Venue T ime and staff N ame: 

Na.me:__ 

T otal :tim..e.:_ 

T otal :tim..e.:_ 

Na.me:__ 

T otal :tim..e.:_ 

Pages 1 and 2 must be subm.itl.ed 1ogelher for determination of reimbursement for all venues ex cept 
Monthly HUB venue 

COMMIUINIITY HUB MONTHIL Y VENUE Page 2 submitted ORiy. 

In House Monthly W alk in and Phone Call venue Pag:e 2 
and Name of HUB along w ith Month and Y ear_ Example: 

oul and submitted with check box marked 
x LL C HD M arch 2023 

CJ 
HUB N ame Monlh Y ear 

Revised: 3-23--2.023 

  

         
      

           
       

        
     

 

       
  

 

   

   

        
 

Community Monthly Venue Pg 2 Cont 

Venue Information – All of the information on Page 2 is from your Pre Assessments 
and must be filled out for payment consideration of venue time. 

For Community Monthly Venues Hubs no longer need to fill out Page 1 of the Venue 
Template. Page 2 is required for payment consideration of venue time 

Community Monthly Venues are for walk in and client calls received by the 
participating Local Health Hub, where a pre assessment has been filled out for the 
client. 

 Fill out all information on page 2, as per instructions on previous page, through 
venue time and staff names 

 Fill out HUB Name 

 Fill out Month and Year of venue 

 Example: LLCHD April  2023 

 Page 2 in its entirety must then be sent to TA for payment consideration of 
venue time. 
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COIMMUNITV BASED IHEAILTH COACHI G 
Initial Intake and P,re-As.:ses.,sment 

NOT£5: 
• Wlo ·t11& ·1-ror1 ~~wl'IO ul'lillSUrea,.underffuretlancl,l'ordo I 

r,,11;,r 
Me cxnpltl.l! a fmil ta tM men'l. II! w 

~@mil: d ~l:'il' « ccmplete~• ttf 
IQvs;ltl! ..,..w.....,.....n rep., 

D.m ~mpltted: __/ ___/ __ 

Corm!wntty , 11'11, H b (C HI: 

H 
sterc •U.CHJ 

WI 
IUlkHNRl'I 

Birthdatr-,_/_/ __ 

ifld.trt · 

£-,11,...,_ 

Cil,j: ____________________ ~te=--~-

Date of Blo od Pressure, He;igjht, Weig ht: __J_/ __ 

BP 1: /___ BP 2: --~'·---
He;igjht: ______ We ight: ______ _ 

Waist Cirrnmfe re;nce: _______ _ 

l..lli:D-Ul'-l?Z' 

111111111111■ 11■ 11 ■111111111111■ 11■11111111111111111111111111111111111■ 11■ 11■ 11 ■1111111111111111111111111111 

Total Choleste rol: _____ _ 

Not App lic:a ble 
Performe d by Healt h Coach 
Performe d by Healt hcare Provider 

Date of Total Choleste rol: I 

O RefU1sedl 
OSelf Re ported 
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Community Based PRE Assessment 
Women aged 40-64 
 Date Completed: date of venue when pre assessment was filled 

out. 
 Venue Name:  Name of approved venue or Comm Monthly 

Venue ex: LLCHD Comm Monthly Venue or LLCHD St Francis or 
LLCHD NDPP West Point Session Zero. 

 Community Health Hub: Choose your Hub 
 Client ID#: (clients first 3 letters of last name and date of birth 

mmddyy, example CRA020564) 
 Birthdate: Date of birth of client 
 All questions on the 2 page Pre Assessment must be answered 

Biometrics - All are required for health coaching clients 
 Date of Blood Pressure, Height, Weight: date taken 
 BP1 and BP2: Both blood pressures are required 
 Height: Required 
 Weight: Required 
 Waist Circumference: Wanted by CDC if can get 
 Total Cholesterol: total cholesterol is required on ALL HC clients 
 Performed by: 

 Performed by Health Coach if health coach took 
cholesterol 

 Performed by Healthcare Provider if performed by provider 
 Self Reported 

 Date of Total Cholesterol: date taken by HC or provider 
5 



COMMUNITY BASED HEALTH COACHING 
Post-Assessment 

NOTES: 

Who is this form for? Women age 40-64 w ho are uninsured, under-insured and/or do not quali fy fo r EWM . 

Please comple te assessment form and submi t to the Wome n's and Men's Hea lth Program at the fo llowing e mail: 

dhhs.ewm@nebraska.gov or co mplete o n line by go ing to: https://www.surveymonkey.com/r/CBHCPostAssessment 

Post Bio met rics are REQUIRED. If previo us cho leste rol was 240 mg/d i a nd above tota l cholesterol is a lso required . 

Please answer each question and PRINT clearly! 

Date Completed: ___J ___} __ 

Community Health Hub {CHH): 

NEBR 
Good Life. G 

301 Centennial M all South - P.O. Bo 
Lincoln, NE 68509-4817 Fax: 402-4 

1-800-5 
www.dhhs.ne.gov/wome 

Reasonable ac:commoclations made 
persons with disabilities. TDD (800) 833 
Nebraska DHHS provides language assi 
at no cost to ~mited E~ish proficient 

who seek our services. 

Ocentra l District Health Department - CDHD 
OLincoln Lancaster County Healt h Department - LLCHD 
O south Heartland District Hea lth Department - SHDHD 
OThree Rivers Public Health Department - 3RPHD 

OElkhorn Logan Valley Public Health Department - ELVPHD 
OPanhandle Pub lic Health Deaprtment - PPHD 
Osouthwest Nebraska Public Hea lth Department - SWNPHD 
O0ther ________________ _ 

Client ID#: __________ _ Medlt ID#: ________ _ 

Birthdate: _/_/ __ _ 

\ 
Date· of Blood Pressu e, Hcight, Weighlt: __J_J __ 

BP 1: / BP 2.: --~{. __ _ 

He,ight: _____ _ Weighlt 

W aist Circl!lm fe rence: _______ _ 

1111111111111111111111111111111111111111111111111111111111111111111111111111■111111111111111111111111■111111 

Total Chi oles1te rol: ______ _ 

ot App lic:a b1le 
Performed by Hea11t hl Coach 
Performed by Hea lt hlcare Provid e r 

Date· of Total Choles1t,e rol: I 

ORefuse d 
O Setf Reported 

{ 

   
 

  

 
 

     

 
  

 

   

    

Community Based POST Assessment 
Women aged 40-64 
 Date Completed: date post assessment filled out with Client 
 Community Health Hub: Choose your Hub 
 Client ID#: (clients first 3 letters of last name and date of birth 

mmddyy, example CRA020564) 
 MedIt ID#: Clients MedIt ID# from Health Coaching list 
 Birthdate: Date of birth of client 
 All questions on the 2 page Post Assessment must be answered 

Biometrics -
 Date of Blood Pressure, Height, Weight: date taken 
 BP1 and BP2: Both blood pressures are required 
 Height: Required 
 Weight: Required 
 Waist Circumference: Wanted if can get 
 Total Cholesterol: Required only if previous Cholesterol was 240 

mg/dl and above 
 Performed by: 

 Performed by Health Coach if health coach took 
cholesterol 

 Performed by Healthcare Provider if performed by provider 
 Self Reported 

 Date of Total Cholesterol: date taken by HC or provider 

6 


	Client Based Venues, �Pre and Post Assessments��
	Community Venue Pg 1
	Community Venue Pg 2
	Community Monthly Venue Pg 2 Cont
	Community Based PRE Assessment�Women aged 40-64 	
	Community Based POST Assessment�Women aged 40-64 	



