KY Childhood Lead Poisoning Prevention Program

    CLPPP Follow-up Home Visit Form

Date:______________County/Health Dept District:








Case Manager:







Phone #:




Name of Patient:







DOB:





Pt. Address:
__________________________________________________________________
Social Security #:_________________________________ Medicaid #:

____________________
Parent/Guardian of child present at F-U HV:








  
 Follow-Up Home Visits are to be completed for any child who:      (please mark appropriate reasons)
· Does not return for Blood Lead Monitoring:____________________________________________
· BLL remains at high levels:__________________________________________________________
· BLL increases:____________________________________________________________________
· BLL does not decline over 1-2 months:_________________________________________________
	Interventions/Actions

	Parent/guardian can verbalize an understanding of lead poisoning & the effects lead poisoning can have on their child? 


	Previous teaching reinforced?    Diet:_____  Hand washing: ________ Cleaning of home:_______
Pamphlets previously given to patient again reviewed with parent:      RN Initials:____________                                    
· Lead Poisoning: Are Your Children at Risk? _______
 Yes / No

· Prevent Lead Poisoning: Eat Healthy_______________Yes / No

· Pregnancy and Lead_____________________________ Yes / No

· Other:______________________________



	Temporary measures for lead safety (tape over chipping paint, cleanliness of home, cleanliness of child & child’s toys, etc.) are continuing?_________________________________________________________


	If CRA has been done, are recommendations being are being followed?__________________________


	Home remodeling taking place, or has occurred?



	If home remodeling is taking place, is the patient being kept away from work areas?
 

	Child scheduled for repeat BLL at HD________, PCP________, Clinic_________,

 Other: Specify_________________________Date scheduled:____________________


	Blood specimen collected for BLL in home.  Capillary______/Venous_____




Comments___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Nurse/Case Manager Signature: 













Place this completed form in the Medical Chart and send copy to:


Lead Case Manager


275 E. Main Street HS2WA


Frankfort, KY 40621


Or fax to: 502-564-8389
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