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I. POLICY 
Adult Mental Health Providers recognize the importance of collaboration with a client’s 
designated primary care physician (PCPs) or health care specialist.  The identification of 
medical conditions, establishing a PCP, and service coordination with a PCP and/or health 
care specialist are considered essential to quality care and are recognized as the standard of 
practice.   

II. PROCEDURES  

A. Program Admission: 
1. New clients complete the Adult Health Questionnaire (AHQ) at admission.  

When indicated, staff provides assistance to ensure the form is completely filled 
out.  The AHQ includes the name of PCP, the date of the last visit, and 
identifies any serious health conditions that require medical intervention.  PCP 
contact information is also documented on the Adult Comprehensive 
Assessment Client Plan (ACP) in the Coordination of Care section. 

2. If current health concerns are evident, staff refers the client to a PCP or the 
attending Psychiatrist for a physical examination and documents the referral in 
the progress notes. 

3. Staff completes a release of information form and educates the client regarding 
the importance of treatment that includes collaboration with PCP.  If client 
refuses to sign, the refusal is documented in the progress notes.  For referral or 
treatment purposes, a release is not needed to communicate, per HIPAA 
regulations.   

B. Client Education: 
1. The client’s psychiatrist, nurse and/or service coordinator educates the client on 

the importance of health care.   

2. Staff should explore the client’s health history as noted on the AHQ and ensure 
the client has medical, dental, vision care or other specialist as indicated.   
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3. Staff should also educate the client on the importance of providing information 
to each medical provider regarding current medical and psychiatric conditions 
and medications.   

C. Clients not linked to a PCP: 
1. Staff facilitates linkage for clients who do not have a current PCP.  Any client 

who has not had a physical examination within the past year is assisted when 
indicated (e.g., transportation, reminders). 

2. Medi-Cal eligible clients are provided with a list of physicians and clinics that 
accept Medi-Cal.   If client declines assistance, the refusal is documented and 
staff provide supportive education regarding health care. 

3. Medically Indigent clients are referred to the Sacramento County Department of 
Health and Human Services Primary Care Clinic (PCC) to establish eligibility 
for the County Medically Indigent Services Program (CMISP).   

a. Staff provides the client with an eligibility packet and a “Medical 
Necessity Justifying Eligibility” form for CMISP and referred to the PCC.  
Staff provides supportive services, if needed (e.g. assistance with the 
application, reminders and transportation). 

b. If client declines, the refusal is documented and staff provide supportive 
education regarding health care. 

D. Clients Linked to a PCP and/or Specialist : 
1. If a client has a PCP, staff sends the PCP an “introductory letter” signed by the 

attending psychiatrist (or designated Nurse Practitioner / Physician’s Assistant) 
and a “return information” letter to be completed by the PCP with a pre-
addressed return envelope to begin collaboration.  Consultation with the PCP 
may be substituted for the letter.  The contents of the consultation including 
PCP information should be documented in a progress note. 

2. Introductory Letter:   

The introductory letter includes the following:  

a. Client’s name and contact information 

b. Psychiatric conditions being managed by psychiatrist, NP or PA 

c. Other known medical conditions 

d. Medications prescribed 

e. Relevant information regarding course of treatment and current status 

f. Psychiatrist contact information (e.g., pager, email, phone, fax and 
address) 

g. Other important information and/or questions for the PCP 

3. Return Letter:   
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a. The return information letter requests the PCP to complete the medical 
diagnosis, medications prescribed, and other important information or 
answers to the questions from the psychiatrist. 

b. The completed return information letters are attached to the front of the 
client’s chart and given to the psychiatrist to review. 

E. Support: 
1. Staff support for medical linkage and service coordination is critical to ensure clients 
 obtain necessary medical services.   

F. Transfer of Care: 
1. Based on clinical stability and the client’s recovery status, the client can be 

transitioned to his or her PCP for ongoing treatment of medical and psychiatric 
conditions.  The mental health provider always maintains responsibility for 
medication support for mental health conditions that would not be responsive to 
PCP based treatment and provides consultation services to PCPs about specialty 
mental health issues and treatments (including medication consultation). 

2. See Adult MH P&P 05-01 Regional Support Teams (RST) Service Levels and 
Criteria.  Admission & Discharge Table:  only clients meeting Level I service 
needs who no longer require mental health specialty services may be 
transferred to a PCP. 

3. Transfer Information: 

a. PCP Providers:  Adult Mental Health Services has partnerships with 
 designated health care providers.  Each provider may have a specialized 
 protocol.  Provider information including protocols will be shared 
 with Level I service providers. 

b.  Transfer Protocols:  The protocols include obtaining a release of 
information for verbal communication and release of records.  Documents 
requested may include the most recent versions of the R&R, AMSP, 
progress notes including medication regimes and mental health provider 
contact information.  Some PCPs would like a phone consult in addition to 
records.   

c. Warm Transitions:  In order to help clients with the transition process, it is 
 recommended that staff attend the first PCP appointment.   

d.  Consultation:  Providing consultation will assist in the transfer process and 
during PCP service provision when requested.  Adult MH Services is also 
committed to transitioning the client back to the MH service provider in 
the event of increased service needs. 

e.    Documentation: PCP contact information and transition information shall 
be recorded in the mental health discharge summary note. 

Form References: 
Adult Health Questionnaire 
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SACRAMENTO COUNTY 
ADULT HEALTH QUESTIONNAIRE  


 
Client Name: _____________________________________________________Client ID#: ______________________________________ 
 
Medical Provider:     
Are you currently seeing a primary health care physician?    Yes   No               
Medical Provider Name: 
Medical Provider Address / Phone: 
Date of last appointment / reason for appointment: 
 


If you have or have ever had these conditions, indicate below:  
1. Arterial Sclerotic Disease  Yes   No 22. Cancer Yes  No 
2. Heart Disease Yes   No 23. Blind / Visually Impaired    Yes  No 


3. Hypercholesterolemia / High Cholesterol Yes   No 24. Chronic Pain Yes  No 
4. Hyperlipidemia Yes   No 25. Deaf / Hearing Impaired Yes  No 
5. Hypertension / High Blood Pressure Yes   No 26. Epilepsy / Seizures Yes  No 
6. Birth Defects Yes   No 27. Migraines Yes  No 
7. Cystic Fibrosis Yes   No 28. Multiple Sclerosis Yes  No 
8. Psoriasis Yes   No 29. Muscular Dystrophy Yes  No 
9. Digestive Disorders (Reflux, Irritable Yes   No 30. Parkinson’s Disease Yes  No 
    Bowel Syndrome)  31. Physical Disability Yes  No 
10. Ulcers Yes   No 32. Stroke Yes  No 
11. Cirrhosis Yes   No 33. Tinnitus Yes  No 
12. Diabetes Yes   No 34. Ear Infections Yes  No 
13. Infertility Yes   No 35. Asthma Yes  No 
14. Hyperthyroid Yes  No 36. Sexually Transmitted Disease (STD) Yes  No 
15. Obesity Yes  No 
16. Anemia Yes  No 
17. Allergies  Yes  No 
18. Hepatitis Yes  No 


37. Other describe below (including head injury):                Yes  No 
___________________________________________________________ 
___________________________________________________________ 
___________________________________________________________ 


19. Arthritis Yes  No 38.  Hypothyroid Yes  No 
20. Carpal Tunnel Syndrome Yes  No 99. Unknown / Not Reported General Medical Condition Yes  No 
21. Osteoporosis Yes  No 00. No General Medical Condition Yes  No 


 
 If you checked YES to any of the above items, please complete the table below.  Write additional information on the last page.   
Number:  Date of onset: Describe the medical condition, medical hospitalizations or surgeries: 
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Medications (including complementary and alternative medicines): 
Medications Times per day / 


Strength (mg) 
Drug 
Effectiveness Prescribed by Date 


     


     


     


     


     


     


     


     


     


 
 Non-Prescription Medications (Check any that you use): 


   Analgesics Internal (Aspirin, Tylenol)                      Diarrhea Remedies (Donnagel, Kaopectate, Pepto-Bismol)               
   Antacids (Maalox, Mylanta)    Laxatives (Colace, Correctol, Ex-Lax) 
   Cold & Allergy Remedies (Afrin, Contact, Dristan, Sinutab)    Sleep Aids  
   Vitamins/Minerals    Diet Aids  
   Herbal Remedies    Other: __________________________________________ 


 
Medication Allergies:  


 No known drug allergies 
 Drug allergies (list/specify type of reaction): _______________________________________________________________________ 


_____________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________ 
 


 
Women’s Health: 
Date of last menstrual period: ____________________________      Post menopausal:   No   Yes   
Date of last pelvic exam: __________________________________ Date of last mammogram: _________________________________ 
Birth Control:   Yes   No  Type: _______________________________________________________________________________ 
Pregnancy/Birth History (dates/number of pregnancies/births): ___________________________________________________________ 
_____________________________________________________________________________________________________________ 
_____________________________________________________________________________________________________________ 
Tubal Ligation:   Yes   No  Date: ______________________________________________________________________________ 
Hysterectomy:    Yes   No  Date: ______________________________________________________________________________ 
 
For women over 50 years of age, date of last colon screening:____________________________________________________________ 
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Client Name: _____________________________________________________Client ID#: ______________________________________ 
 
Men’s Health (over 50 years of age): 
 
Date of last colon screening:  _____________________________________________________________________________________ 
 
Date of last prostate cancer screening: _____________________________________________________________________________ 
 


 
Dental: 
Do you have any dental problems? 


Yes      No      If yes, describe:   _____________________________________________________________________________    


 ___________________________________________________________________________________________________________ 


Date of last visit:  _____________________________________________________________________________________________ 


Dentist Name:   ____________________________________________________________ Phone: ____________________________ 
 


 
 


 
Caffeine Intake:   None   Yes   How much per day:  _______________________________________________________________ 
 
Tobacco Use:      None   Yes   How much per day:  _______________________________________________________________ 
 
Are you interested in a smoking cessation program?   Yes   No   
 
 
 


 
Additional Medical Information (continued from page 1): 
Number:  Date of onset: Describe the medical condition, medical hospitalizations or surgeries: 
   
   


   


   
   


   


   
 


 
 
 
 
 


________________________________________________________________________________________________________ 
Staff Signature                                                                                                                                   Date 
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