While specific electronic medical record (EMR) templates are developed by individual health plans and provider groups, the components required by the Department of Health Care Services (DHCS) for Initial Health Appointment (IHA) are consistent. 

Providers can create a structured EMR template to ensure all mandatory elements are documented. This template is based on requirements found in DHCS All Plan Letter (APL) 26-001 and best practices.

Medi-Cal Initial Health Appointment (IHA) Template
Patient Information:
· Member Name: [Patient Full Name]
· ID: [Member ID]
· Date of Appointment: [Date]
· Time of Appointment: [Time]
· Encounter Type: New Patient / Initial Health Appointment (IHA)
· IHA Completion Date: [Date] (must be within 120 days of enrollment)

Initial Assessment: History
· History of Present Illness (HPI): [Document any acute complaints or concerns]
· Past Medical History (PMH): [Document past illnesses, injuries, and hospitalizations]
· Past Surgical History (PSH): [Document past surgeries]
· Family History: [Document significant family history, including inheritable conditions]
· Social History:
· Housing: Stable / Unstable / At Risk
· Safety: [Assess interpersonal safety risks, including domestic violence]
· Substance Use: Tobacco / Alcohol / Illicit Drugs (specify type and amount)
· Education: [Document level of education]
· Employment: [Document employment status]
· Adverse Childhood Experiences (ACEs): Administered PEARLS Screening (Result: [Score])
· Behavioral Health History: [Document history of mental health and substance use disorders, if any]

Initial Assessment: Physical Examination
· Vital Signs: Height: [cm/in] / Weight: [kg/lbs] / BMI: [calculation] / Blood Pressure: [BP reading]
· Constitutional: [Appearance]
· HEENT: [Head, Eyes, Ears, Nose, Throat exam notes]
· Cardiovascular: [Heart exam notes]
· Respiratory: [Lung exam notes]
· Gastrointestinal: [Abdomen exam notes]
· Genitourinary: [Genital/Urinary exam notes, including Pap smear arranged for sexually active women]
· Musculoskeletal: [Extremities, range of motion]
· Skin: [Skin exam notes]
· Neurological: [Neuro exam notes]
· Dental Assessment: [Perform a visual dental screening and assess for needs]

Initial Assessment: Risk Identification
· Age-Specific Risk Assessment: [Screen for age-appropriate risks, such as falls in older adults or developmental risks in children]
· Age-Appropriate Behavioral Risk Assessment: [Document findings]
· Social Determinants of Health (SDOH): [Document screening results for housing, food insecurity, utility needs, etc.]
· Health Risk Assessment: [Administer and document results of HRA screening]
· Cognitive Health Assessment (Ages 65+, no Medicare): Administered GPCOG Screening (Result: [Score])
· Fall Risk Screening: [Document screening results]
· Screening for [Condition]: [Document any additional screenings for chronic conditions]

	
Comprehensive Physical Exam
	+/&

Health Risk Assessment

	Brief emotional/behavioral assessment
	At least ONE risk assessment domain meets the standard

	Depression Screening
	Psychosocial/
Behavioral Assessment
	Member Risk Assessment
(*Site specific for members <21)
	Member Risk Assessment
(Adults)
	Cognitive Assessment (Member tool)
	Cognitive Assessment (Informant tools)

	12+
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	PHQ-2
	AAFP Social Needs Screening Tool
	AHC HRSN
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	PRAPARE
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modified for teens
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	AAFP Social Needs Screening Tool
	
	

	
	
	 PEARLS
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Initial Assessment: Plan of Care
· Assessment/Diagnosis: [ICD-10 Code] - [Diagnosis]
· Assessment/Diagnosis: [ICD-10 Code] - [Diagnosis]
· Plan:
· Medications: [Document review and reconciliation of all medications]
· Immunizations: [Review and update immunization status according to ACIP and DHCS guidelines]
· Preventive Services: [Document recommended preventive services, including mammograms (women 50+), breast exams (women 40+), and cholesterol screenings (men 35+, women 45+)]
· Specialty Referrals: [Document referrals for behavioral health, dental, or specialty care]
· Health Education/Anticipatory Guidance:
5. Topic: [Provide topic, e.g., safe sleep for infants, nutrition, medication adherence]
5. Intervention: [Document education provided to member, ensuring it was culturally and linguistically appropriate]
· Follow-Up: [Document follow-up plan, including future appointments]

Attestation:
· Provider Signature: [Provider Signature]
· Provider Name: [Provider Name]
· Billing Code: [Use IHA-specific CPT code]
· Service Code: [Use IHA-specific service code if applicable]




















Disclaimer: The material in this document is a knowledge-sharing tool provided by the FSR team to enhance compliance with Facility Site Review requirements. All content is for informational purposes and may be used and/or modified according to site-specific practices. Ensure appropriate review and approval by site management prior to adoption. 

