
ACAPS 

NEW PATIENT SCREENING FORM 

 

Name _____________________________________DOB _______________________________ 

 

REFERRAL CONTACT:  _______________________________________ 

HOSPITAL______________________________________________________________________ 

PRIMARY CARE 
PHYSICIAN_____________________________________________________________________ 

 

THERAPIST_____________________________________________________________________ 

MENTAL HEATLH 
DIAGNOSIS____________________________________________________________________ 

NUMBER OF HOSPITAL 
ADDMISSIONS__________________________________________________________________ 

MEDICINES TAKING 
CURRENTLY____________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

__________________________________________________________________________ 

MEDICAL 
ILLNESS_______________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

___________________________________________________ 

ANY MEDICO-LEGAL ISSUES (PENDING COURT CASE) 
________________________________________________________________________ 

_____________________________________________________________________________ 

___________________________________________________________ 

ANY FMLA PAPERWORK NEEDS TO BE 
FILLED________________________________________________________________________ 


