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Co-Factors Team 
 

Program Services 
Projected 

# 
Actual # % YTD 

Jan – # MH/SU Screenings 106 55 52% 55 

Jan – # STI Screenings 25 21 84% 21 

Feb – #  MH/SU Screenings 106 88 83% 143 

Feb – # STI Screenings 25 32 128% 46 

Mar – # MH/SU Screenings 106 113 106% 256 

Mar – # STI Screenings 25 40 160% 86 

Apr – # MH/SU Screenings 106 90 85% 346 

Apr – # STI Screenings 25 25 100% 111 

May – # MH/SU Screenings 106    

May – # STI Screenings 25    

Jun – # MH/SU Screenings 106    

Jun – # STI Screenings 25    

Jul – # MH/SU Screenings 106    

Jul – # STI Screenings 25    

Aug – # MH/SU Screenings 106    

Aug – # STI Screenings 25    

Sept – # MH/SU Screenings 106    

Sept – # STI Screenings 25    

Oct –# MH/SU Screenings 106    

Oct – # STI Screenings 25    

Nov – # MH/SU Screenings 106    

Nov – # STI Screenings 25    

Dec – # MH/SU Screenings 106    

Dec – # STI Screenings 25    

 
Comments: 
In order to even out screenings by May 31st, aim for 5 STI Screenings and 177 MH/SU 
Screenings 
 
Option 2 for MH/SU Screenings only 
To even out by June 30th, aim for 140 Screenings in May and 140 Screenings in June. 
 



Co-Factors Flow

 
 

 

CO FACTORS CLIENT FLOWCHART 
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Co-Factors Chart
CHART SAMPLE MHRA CO-FACTORS 

 

Co-Factor Chart 

Section I 

Screening & Assessment Form 
Demographic / Client Locator Form 
Section II 

BATF Statement of Consent 
Notice of Privacy 
Client Bill of Rights 
Client Responsibilities 
AIRS Status Change Form 
Section III 

Progress Notes 
Section IV 

Linkage Forms 
Testing Log - Rainbow 
Results Log - Rainbow 
All Other Referrals 
Section V 

Client Results Form 
STI Screening Form – yellow 
Lab Request – yellow 
Lab Results 
Mental Health Report 
Section VI 

Chart Review Sheet 
 



Chart Review

Reviewed by: ____J. Lewis___________________  Date reviewed: ________ / ________ / ________ 

Health Educator: ____________________________ Program name: _____________________________ 

Chart name: ________________________________ 

FORMS COMPLETE INCOMPLETE MISSING  COMMENTS 

Client 

Locator 
    

MH/SU 

screening  
    

Consent      

Privacy      

Bill of Rights     

Client 

Responsibility 
    

Progress 

Notes 
    

Linkage to 

Testing  
    

Rainbow 

MH/SU 
    

Rainbow STI     

Lab request 

(yellow sheet) 
    

Lab Results 

(yellow sheet) 
    

Client Results     

Status Change     

 

Comments:  _______________________________________________________________________________ 

_____________________________________________________________________________________________

_______________________________________________________________________________________ 

Chart needs to be revised:  □ YES   □  NO   Director (Initial Here) ______________ 

*   You are responsible to submit your revised chart for review and authorization  * 

 

Revisions made:  _____ / _____ / _____    Director (Initial Here) ______________ 

 

 Rev. 02/09 

BROOKLYN AIDS TASK FORCE, INC. 

COF CHART REVIEW SHEET 



AIRS Basic Intake Form
* NAMENAMENAMENAME ~ PLEASE PRINT 

 

 Please Check Box If Anonymous 

                                                     

*INTAKE DATE: *INTAKE DATE: *INTAKE DATE: *INTAKE DATE:  __ __ / __ __ / __ __ __ __ 
                                            MONTH      DAY             YEAR 

* LAST NAMLAST NAMLAST NAMLAST NAME:E:E:E:       
 

 Client ID #: 

                        

* FIRST NAME:FIRST NAME:FIRST NAME:FIRST NAME: 
Middle Name: 

* GENDER:GENDER:GENDER:GENDER:   10 Female    12 Transgender - Id As Female 

                           11 Male         13 Transgender - Id As Male   

 

 

* DATE OFDATE OFDATE OFDATE OF    BIRTH:BIRTH:BIRTH:BIRTH:   __ __ / __ __ / __ __ __ __ 
                                                   MONTH      DAY             YEAR 

 * RACE:* RACE:* RACE:* RACE:         African American     White     Native American 

                   Asian     Other 

ADDRESS *ETHNICITY*ETHNICITY*ETHNICITY*ETHNICITY    ::::     Hispanic     Non-Hispanic 
Street: 

* HOUSING    

City: 

 
 

* STATE:STATE:STATE:STATE: * ZIP CODE:ZIP CODE:ZIP CODE:ZIP CODE: 

Telephone: 

( __ __ __ ) __ __ __ - __ __ __ __       ( __ __ __ ) __ __ __ - __ __ __ __ 
                        Day                                                         Evening 

01 Homeless On Street 

02 Homeless In Shelter      

03 Transitional Housing 

04 Residential - Psychiatric Facility 

05 Residential - Group Home 

06 Residential - Drug Treatment 

07 Skilled Nursing Facility Or 
Hospice 

    

08 Hospital 

09 Correctional Facility (Jail / Prison) 

10 Permanent Housing - Rental 

11 Permanent Housing - Owns Home 

12 With Relations / Friends 

13 Domestic Violence Situation 

 

Can Client Be Contacted?                       (Please Check All That Apply) 
 
 

  Discretion          Home Visit           By Mail            Phone  Chronic Homelessness (as defined by HUD) 

****PRIMAPRIMAPRIMAPRIMARY LANGUAGERY LANGUAGERY LANGUAGERY LANGUAGE 

* REFERRED BY ~ SOURCEREFERRED BY ~ SOURCEREFERRED BY ~ SOURCEREFERRED BY ~ SOURCE:       ****  IN HOUSE  IN HOUSE  IN HOUSE  IN HOUSE 

                          EXTERNA  EXTERNA  EXTERNA  EXTERNALLLL 
01 English 

02 Spanish 

03 French 

04 Haitian Creole 

05 Cape Verdean Creole  

06 Italian 

07 Russian 

08 German 

 09 Chinese 

10 Japanese  

11 Other East Asian  

12 Hindi 
13 Other Indian / Pakistani 

 Street Outreach/Education 
 Agency Referral (e.g., MCAT, OTSMU) 

 Self         Partner    Friend / Family 
 

 Other (specify):                                              
     . 

****HOUSEHOLD DATAHOUSEHOLD DATAHOUSEHOLD DATAHOUSEHOLD DATA:::: (Required):     Household Size:   

INCOME SOURCE: PER MONTH PER ANNUM 

 Pub. Asst.     SSI      SSD $ $ 

 Food Stamps     V.A. $ $ 

  Other (Specify) $ $ 

* INSURANCE:INSURANCE:INSURANCE:INSURANCE:    UNKNOWN / UNREPORTED   
   NO INSURANCE     
   KNOWN, SPECIFY 
 

  Medicaid    #                                            . 
  Medicare  
 Other (specify)                                               .  Other (Specify) $ $ 

*SELF*SELF*SELF*SELF----REPORTED HIV STATUS:    REPORTED HIV STATUS:    REPORTED HIV STATUS:    REPORTED HIV STATUS:     Unknown/Unreported         HIV-Negative, At Risk, Not-Affected         HIV-Negative, Affected 

 HIV-Positive, AIDS Status Unknown         HIV-Positive, Not AIDS         HIV-Positive, CDC Defined AIDS 

Would you like to be tested for HIV?Would you like to be tested for HIV?Would you like to be tested for HIV?Would you like to be tested for HIV?   Yes     No 

*Name:  *Date of Last Visit:  
****Primary Primary Primary Primary 

Care Care Care Care 

Physician:Physician:Physician:Physician:    Institution:  
Day  
Phone #: 

Eve  
Phone: 

****Special Population(s) (PSpecial Population(s) (PSpecial Population(s) (PSpecial Population(s) (Please Circle All that Applylease Circle All that Applylease Circle All that Applylease Circle All that Apply))))    

 Active Or Recovering 
Alcohol/Drug Use 

 Adolescents 
 Domestic Violence Victim 
 Family Of Inmate Of DFY 

Facility  
 Gay Man Of Color 
 Homeless 

 Injection Drug Users (IDUs)  
 Mentally Ill Chemical Abuser  
 Mentally Retarded/ 
Developmentally Disabled 

 Migrant/Seasonal Farm Worker 
 Minority Population 
 Physically Disabled 

 Prison Releasee/Probationer) 
 Recent Immigrant 
 Same Sex Contacts 
 Seriously/Persistently Mentally Ill 
 Sex Contacts/IDU 
 Sex Workers 
 Substance Users 

 Transgenders 
 Tuberculosis Infected 
 Unprotected Heterosexual 
Contacts 
 Veteran 
 Women 

**** PERSON COMPLETING INTAKE:PERSON COMPLETING INTAKE:PERSON COMPLETING INTAKE:PERSON COMPLETING INTAKE:                  
 CLIENT WAS TOLD ABOUT THE AGENCY 
GRIEVANCE PROCEDURE. 

* * * * CLIENT ASSIGNED TO SITE:CLIENT ASSIGNED TO SITE:CLIENT ASSIGNED TO SITE:CLIENT ASSIGNED TO SITE:                 OFC      OFC      OFC      OFC      OR:             * * * * INTAKE INTAKE INTAKE INTAKE PROGRAMPROGRAMPROGRAMPROGRAM::::  HR/RRP 

ENCOUNTER/SERVICE CATEGORY: * SERVICE* SERVICE* SERVICE* SERVICE PROVIDED: PROVIDED: PROVIDED: PROVIDED:    Time Started: Time Ended: 

87 HARM REDUCTION/RECOVERY READINESS  439 INTAKE / ASSESSMENT  __ __ : __ __  AM / PM __ __ : __ __  AM / PM 

230 HIV TESTING (INTEGRATED)  1051 HIV RAPID TEST __ __ : __ __  AM / PM __ __ : __ __  AM / PM 



Mobile Van Daily Log
Harm Reduction Relapse Prevention DAILY LOG SHEET (Mobile Unit-HIV Testing Only) 

 

 

DATE: ____ / _____ / _____  STAFF NAME _________________________________________  STAFF ID# __________________ 

 

Client Name Client ID# Service Code 
Begin Time 

Circle am or pm 

End time 

Circle am or pm 

       :            am / pm         :            am / pm 

           :            am / pm         :            am / pm 

           :            am / pm         :            am / pm 

           :            am / pm         :            am / pm 

           :            am / pm         :            am / pm 

           :            am / pm         :            am / pm 

           :            am / pm         :            am / pm 

           :            am / pm         :            am / pm 

           :            am / pm         :            am / pm 

           :            am / pm         :            am / pm 

 

Service Code / Service Type Service Code / Service Type Service Code / Service Type 

214-HIV Testing  Crisis Intervention 
162-Direct Client Intervention (11/41) 

 

 446- Interventions with others on behalf of client  
(11/41) 

 

   

 

DO NOT FAX TO ANY DATA ENTRY CLERK.FILE COPY ONLY 



Harm Reduction Daily Log
Harm Red uction Relapse  Preve ntion DAILY  LOG  SHEET  

 

DATE:  ____ / ____ _ / ____ _  ST AFF  NAME ___________________________ __________ ____   STAFF  ID# __________________  

 

Client  Name Client  ID#  Service  Code  
Begin  Time 

Circle am or pm  

End ti me 

Circle am or pm  

       :            am / pm         :            am / pm 

           :            am / pm         :            am / pm 

           :            am / pm         :            am / pm 

           :            am / pm         :            am / pm 

           :            am / pm         :            am / pm 

           :            am / pm         :            am / pm 

            :            am / pm         :            am / pm 

           :            am / pm         :            am / pm 

           :            am / pm         :            am / pm 

           :            am / pm         :            am / pm 

 

Service  Code  / Service  Type  Service  Code  / Service  Type  Service  Code  / Service  Type  

Other Programmatic Ser vices: Harm R educt ion Services: 
 
395 - AOD Indi vidual  Counse ling          (10/87) 

Assessment & Referral for Substance Use 
 
439 - Subst ance  Use  Asses sment-
Intake/Asses s(10/184) (1st hal f) 

158 - Service  Plan Development  (11/ 169) 

317 -AOD Gro up Co unsel ing  (10/87)                           705 - Referral  for Subst ance  Abu se Tx.   
(10/184)    (2nd  hal f)        

648 - Ser vice  Plan Update    (11/ 169)                      

1103 - Overdose  Prevention- Individual    (10/87)  702 -Reasses sment    (10/87) 

1102 -Overdose Pr evention-Training gro up       (10/87) 72- Case  Closure  Activities (11 /22) 

Assessment & Referral For  STI 

Low  Threshold  AOD  Services: 
 
1101 - Low Thr eshold A OD  Services 
(10/87) 

 

  1122 - Asses sment for STI Scre ening (45/1 56 )  (1 st ha lf)  
713 -Referral  for Testing         (45/156) (2 nd  hal f) 

  

 



HIV Testing Chart Review Check List
EIS DEPARTMENT 

HIV TESTING 

 

CHART REVIEW FORM 
 

DATE: _____________  PROGRAM: __________    CLIENT ID: ______________ 

 
 

INTAKE & ASSESSMENT: 
 

Risk Assessment form complete      yes  no  

 Information sheet on Rapid Test (overview with client; sign) yes    no 

 

EIS or HRR Basic Intake Form completed (Use relevant program form) yes  no 

 

HIPPA Privacy Notice; Grievance Procedure (signed, give client copy) yes  no 

 

Client Locator Form complete      yes  no 

 

 

PRE-TEST COUNSELING: 

 

HIV CT&R Part A          yes  no  

 

HIV Counseling, Testing, Referrals Part B      yes  no  

 

Check list for HIV Counseling      yes  no  

 

Initial Education Evaluation Form complete     yes  no  

 

Inform Consent to Perform HIV Testing Part B (signed and dated)            yes  no  

 

 

POST-TEST NEGATIVE: 

• Test Results (File Copy in chart)     yes  no  

 

• Internal/External Client Referral Form (as needed)   yes  no 

 

 

POST-TEST POSITIVE: 

a) Test Results (File Copy in chart)    yes  no 

 

b) Internal/External Client Referral Form   yes  no 

 

c) HIV Counseling, Testing & Referrals Part D  yes  no 

 

d) AIRS Referral Tracking Form    yes  no 

 

HIPPA Compliant Authorization Release of Medical Information and Confidential HIV Information 

Form completed and signed.                   Yes  No             Not Applicable      



Service Projections



Co-Factors Weekly Billing

Service Type Units October YTD Total

Service Unit Rate

Monthly Service # 

Projected week1 Rate week2 Rate week3 Rate week4 Rate

Service Unit 

Actual Rate Unit Rate

STI Screening -Urine $161.33 16 2,581.28 28 4,517.24 30 4,839.90 21 3,387.93 95 15,326.35 95 15,326.35

STI Screening-Blood $118.76 16 1,900.16 28 3,325.28 30 3,562.80 21 2,493.96 95 11,282.20 95 11,282.20

Mental Health 

Screening $54.10 16 865.60 28 1,514.80 45 2,434.50 10 541.00 99 5,355.90 99 5,355.90

Substance Use 

Screening $36.06 16 576.96 28 1,009.68 45 1,622.70 10 360.60 99 3,569.94 99 3,569.94

WEEKLY TOTAL: 5,924.00 10,367.00 12,459.90 6,783.49

Service Type Units November YTD Total

Service Unit Rate Service # Projected week1 Rate week2 Rate week3 Rate week4 Rate

Service Unit 

Actual Rate Unit Rate

STI Screening -Urine $161.33 6 967.98 5 806.65 4 645.32 4 645.32 19 3,065.27 19 3,065.27

STI Screening-Blood $118.76 6 712.56 5 593.80 4 475.04 4 475.04 19 2,256.44 19 2,256.44

Mental Health 

Screening $54.10 23 1,244.30 24 1,298.40 22 1,190.20 24 1,298.40 93 5,031.30 93 5,031.30

Substance Use 

Screening $36.06 23 829.38 24 865.44 22 793.32 24 865.44 93 3,353.58 93 3,353.58

WEEKLY TOTAL: 3,754.22 3,564.29 3,103.88 3,284.20

MONTHLY TOTAL: 13,706.59

MONTHLY TOTAL: 35,534.39


