
 

Behavioral Health Medical Screening Form 

www.amerihealthcaritasla.com 

People who are prescribed atypical antipsychotics are at increased risk of developing metabolic syndrome. Many 
individuals with schizophrenia, bipolar disorder and psychotic disorder are prescribed atypical antipsychotics to  
treat the serious symptoms of these disorders. Depression is also linked to higher risk of diabetes and cardiovascular 
disease. It’s critical that these individuals have their weight, blood sugar, blood pressure and cholesterol routinely 
monitored by their doctor, along with education on healthy lifestyle choices. 

Integrated health care management services are available with AmeriHealth Caritas Louisiana. You may contact  
a care manager at 1-888-643-0005. 

Provider Instructions: 
Fax the completed form to Rapid Response at 1-855-345-2048 to follow up on any services and/or appointments  
to assist the member. 

Behavioral health provider name: Completing staf member name: Date completed: 

Member name: Medicaid ID number: Date of birth: 

Primary care provider (PCP) name: 

1. Living situation 

Where do you currently live? 

❑ House/apartment 

❑ Assisted living 

❑ Shelter 

❑ Homeless 

Where do you currently live? 

❑ Alone 

❑ Roommate 

❑ Partner/spouse 

❑ Adult family 

❑ Minor children 

❑ Supervised 
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2. Hospital/ofce visit history 

In the past 12 
months how many 
times have you:  

Never 1 – 2 3 – 5 6 or more 

Visited a  
doctor’s ofce 

❑ ❑ ❑ ❑ 

Gone to the  
emergency room 

❑ ❑ ❑ ❑ 

Stayed overnight  
in a hospital 

❑ ❑ ❑ ❑ 

3. Cholesterol checked 

Date of last test: 
If unknown, recommedation is to follow up with PCP. 

4. Glucose levels checked 

Date of last test: 
If unknown, recommedation is to follow up with PCP. 

5. Vitals 

Date taken: 

Temp: Pulse: BP: Height: Weight: BMI: Waist: 

6. Social activity 

How often do you 
do the following? 

Never Rarely Sometimes Frequently 

Receive invitations 
to go out and do 
things 

❑ ❑ ❑ ❑ 

Talk to someone 
about personal/ 
family problems 

❑ ❑ ❑ ❑ 
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7. Physical activity 

How often do you 
do the following? 

Never Rarely Sometimes Frequently 

Go to the gym 
❑ ❑ ❑ ❑ 

Walk or run ❑ ❑ ❑ ❑ 

Other ❑ ❑ ❑ ❑ 

8. Preventive test history 

When was the last time you 
had: 

Never Less than 
1 year 

1 – 2 
years 

3 – 4 
years 

5+ years Don’t 
know 

Colon cancer screen ❑ ❑ ❑ ❑ ❑ ❑ 

Flu vaccine ❑ ❑ ❑ ❑ ❑ ❑ 

Pneumonia vaccine ❑ ❑ ❑ ❑ ❑ ❑ 

Tetanus vaccine ❑ ❑ ❑ ❑ ❑ ❑ 

Dental exam ❑ ❑ ❑ ❑ ❑ ❑ 

Pap test ❑ ❑ ❑ ❑ ❑ ❑ 

Mammogram ❑ ❑ ❑ ❑ ❑ ❑ 

9. Chronic condition history 

Do you have any of the 
following conditions: 

Never In the past 
Currently  
diagnosed 

Currently 
taking  

medication 

Under 
medical 

care 

Allergies ❑ ❑ ❑ ❑ ❑ 

Asthma ❑ ❑ ❑ ❑ ❑ 

Bronchitis/COPD ❑ ❑ ❑ ❑ ❑ 

Chronic pain ❑ ❑ ❑ ❑ ❑ 

Diabetes ❑ ❑ ❑ ❑ ❑ 

Heart problems ❑ ❑ ❑ ❑ ❑ 
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9. Chronic condition history 

High blood pressure ❑ ❑ ❑ ❑ ❑ 

Stroke ❑ ❑ ❑ ❑ ❑ 

HIV ❑ ❑ ❑ ❑ ❑ 

Hepatitis ❑ ❑ ❑ ❑ ❑ 

Considering your age, 
how would you rate 
your overall health? 

Poor Not good Average Good Excellent 

❑ ❑ ❑ ❑ ❑ 

10. Wellness education 
Please check the topics you would like additional information on 

Topic Yes No Uncertain 

Nutrition ❑ ❑ ❑ 

Healthy cooking ❑ ❑ ❑ 

Physical activity/exercise ❑ ❑ ❑ 

Smoking cessation ❑ ❑ ❑ 

Stress management ❑ ❑ ❑ 

Recovery activities ❑ ❑ ❑ 

Peer support ❑ ❑ ❑ 

Medical management ❑ ❑ ❑ 

GED ❑ ❑ ❑ 

Vocation/prevocation ❑ ❑ ❑ 

Other, specify: 

ACLA-1522-90 Page 4 of 4 


	Text Field 1: 
	Text Field 2: 
	Text Field 3: 
	Text Field 4: 
	Text Field 5: 
	Text Field 6: 
	Text Field 7: 
	Check Box 2: Off
	Check Box 3: Off
	Check Box 4: Off
	Check Box 5: Off
	Check Box 6: Off
	Check Box 7: Off
	Check Box 8: Off
	Check Box 9: Off
	Check Box 10: Off
	Check Box 11: Off
	Check Box 12: Off
	Check Box 13: Off
	Check Box 14: Off
	Check Box 15: Off
	Check Box 16: Off
	Check Box 17: Off
	Check Box 18: Off
	Check Box 19: Off
	Check Box 20: Off
	Check Box 21: Off
	Check Box 22: Off
	Check Box 23: Off
	Text Field 8: 
	Text Field 9: 
	Text Field 10: 
	Text Field 11: 
	Text Field 12: 
	Text Field 13: 
	Text Field 14: 
	Text Field 15: 
	Text Field 16: 
	Text Field 17: 
	Check Box 24: Off
	Check Box 25: Off
	Check Box 26: Off
	Check Box 27: Off
	Check Box 28: Off
	Check Box 29: Off
	Check Box 30: Off
	Check Box 31: Off
	Check Box 32: Off
	Check Box 33: Off
	Check Box 34: Off
	Check Box 35: Off
	Check Box 36: Off
	Check Box 37: Off
	Check Box 38: Off
	Check Box 39: Off
	Check Box 40: Off
	Check Box 41: Off
	Check Box 42: Off
	Check Box 43: Off
	Check Box 44: Off
	Check Box 45: Off
	Check Box 46: Off
	Check Box 47: Off
	Check Box 48: Off
	Check Box 49: Off
	Check Box 50: Off
	Check Box 51: Off
	Check Box 52: Off
	Check Box 53: Off
	Check Box 54: Off
	Check Box 55: Off
	Check Box 56: Off
	Check Box 57: Off
	Check Box 58: Off
	Check Box 59: Off
	Check Box 60: Off
	Check Box 61: Off
	Check Box 62: Off
	Check Box 63: Off
	Check Box 64: Off
	Check Box 65: Off
	Check Box 66: Off
	Check Box 67: Off
	Check Box 68: Off
	Check Box 69: Off
	Check Box 70: Off
	Check Box 71: Off
	Check Box 72: Off
	Check Box 73: Off
	Check Box 74: Off
	Check Box 75: Off
	Check Box 76: Off
	Check Box 77: Off
	Check Box 78: Off
	Check Box 79: Off
	Check Box 80: Off
	Check Box 81: Off
	Check Box 82: Off
	Check Box 83: Off
	Check Box 84: Off
	Check Box 85: Off
	Check Box 86: Off
	Check Box 87: Off
	Check Box 88: Off
	Check Box 89: Off
	Check Box 90: Off
	Check Box 91: Off
	Check Box 93: Off
	Check Box 94: Off
	Check Box 95: Off
	Check Box 96: Off
	Check Box 97: Off
	Check Box 98: Off
	Check Box 99: Off
	Check Box 100: Off
	Check Box 101: Off
	Check Box 102: Off
	Check Box 103: Off
	Check Box 104: Off
	Check Box 105: Off
	Check Box 106: Off
	Check Box 107: Off
	Check Box 108: Off
	Check Box 109: Off
	Check Box 1010: Off
	Check Box 1011: Off
	Check Box 1012: Off
	Check Box 1013: Off
	Check Box 1014: Off
	Check Box 1015: Off
	Check Box 1016: Off
	Check Box 1017: Off
	Check Box 1018: Off
	Check Box 1019: Off
	Check Box 1020: Off
	Check Box 1022: Off
	Check Box 1021: Off
	Check Box 1023: Off
	Check Box 1024: Off
	Check Box 1025: Off
	Check Box 1026: Off
	Check Box 1027: Off
	Check Box 1028: Off
	Check Box 1029: Off
	Check Box 1030: Off
	Check Box 1031: Off
	Check Box 1032: Off
	Check Box 1033: Off
	Check Box 1034: Off
	Check Box 1035: Off
	Check Box 1036: Off
	Check Box 1037: Off
	Check Box 1038: Off
	Check Box 1039: Off
	Check Box 1040: Off
	Check Box 1041: Off
	Check Box 1042: Off
	Check Box 1043: Off
	Check Box 1044: Off
	Check Box 1045: Off
	Check Box 1046: Off
	Check Box 1047: Off
	Check Box 1048: Off
	Check Box 1049: Off
	Check Box 1050: Off
	Check Box 1051: Off
	Check Box 1052: Off
	Check Box 1053: Off
	Check Box 1054: Off
	Check Box 1055: Off
	Check Box 1056: Off
	Check Box 1057: Off
	Check Box 1058: Off
	Check Box 1059: Off
	Check Box 1060: Off
	Check Box 1061: Off
	Check Box 1062: Off
	Check Box 1063: Off
	Check Box 1064: Off
	Check Box 1065: Off
	Check Box 1066: Off
	Check Box 1067: Off
	Check Box 1068: Off
	Check Box 1069: Off
	Check Box 1070: Off
	Check Box 1071: Off
	Text Field 18: 


