
 
 

 

Health-Related Social Needs Screening Tool 

Patient name: ____________ 
Date: ____________ 
Completed by: ☐ Patient ☐ Caregiver ☐ Staff 

1. Housing 

1. What is your living situation today? 
☐ I have stable housing 
☐ I have housing today but worry about losing it 
☐ I do not have housing 
☐ Prefer not to answer  

2. Are you worried about unsafe housing conditions, such as pests, mold, lack of heat, or violence 
nearby? 
☐ Yes ☐ No ☐ Prefer not to answer  

2. Food 

3. Within the past 12 months, were you worried food would run out before you had money to buy 
more? 
☐ Often true ☐ Sometimes true ☐ Never true ☐ Prefer not to answer  

4. Within the past 12 months, did food not last and you did not have money to get more? 
☐ Often true ☐ Sometimes true ☐ Never true ☐ Prefer not to answer  

3. Transportation 

5. In the past 12 months, has lack of transportation kept you from medical appointments, work, 
school, or getting things needed for daily living? 
☐ Yes ☐ No ☐ Prefer not to answer  

4. Utilities 

6. In the past 12 months, has the utility company threatened to shut off your service, such as 
electricity, gas, water, or phone? 
☐ Yes ☐ No ☐ Prefer not to answer  

5. Financial Strain 

7. How hard is it for you to pay for basics like food, housing, medical care, or medications? 
☐ Not hard ☐ Somewhat hard ☐ Very hard ☐ Prefer not to answer  

6. Safety 

8. Do you feel physically and emotionally safe where you currently live? 
☐ Yes ☐ No ☐ Prefer not to answer  

9. Is anyone hurting you, threatening you, or making you feel unsafe? 
☐ Yes ☐ No ☐ Prefer not to answer  



 
 

 

7. Social Support 

10. How often do you feel lonely or isolated? 
☐ Never ☐ Rarely ☐ Sometimes ☐ Often ☐ Always ☐ Prefer not to answer  

8. Help Wanted 

11. Would you like help with any of the needs identified today? 
☐ Yes ☐ No ☐ Maybe later  

Areas needing support: 
☐ Housing ☐ Food ☐ Transportation ☐ Utilities ☐ Financial help ☐ Safety ☐ Social support ☐ Other: 
________ 

Scoring / Follow-Up 

Any of the following should trigger a referral or follow-up: 

• “Yes” to transportation, utilities, unsafe housing, or safety concerns  
• “Often true” or “Sometimes true” for either food question  
• “Very hard” for financial strain  
• “Often” or “Always” for loneliness  
• Patient requests help  

Urgent safety response: If the patient reports immediate danger, follow your organization’s emergency 
protocol and connect them to crisis or safety resources right away. 

Staff notes / referral plan: 
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