U.S. ARMY RESERVE MEDICAL MANAGEMENT
CENTER BEHAVIORAL HEALTH EVALUATION

This form must be accompanied by a copy of the Soldier’s three most recent
progress notes and/or a supporting statement on official letterhead based
on AR-MMC provider letter sample. If supporting documentation is not
provided or this form is not filled out completely, it will be returned without

action.

1. Name:

Rank: CSM

2. Current Behavioral Health Diagnoses:

3. Current symptoms/stressors/relevant history:

4. Family history of psychiatric/behavioral health: No Yes Specify:

5. Hospitalizations for psychiatric conditions: No Yes Date(s)

6. Suicide attempts/homicide attempts/domestic violence: No Yes Date(s)

7. Current drug/alcohol use/abuse: No

8. Legal issues:  No |:| Yes

Yes Specify:

Describe with date(s)

9. DWI/DUI in past year: No

Yes

Date(s)

10. Soldier currently in school: No|

this area? If so what?

Yes Does Soldier report difficulty functioning in

11. Soldier currently employed: No Yes

this area? If so what?

Does Soldier report difficulty functioning in

CURRENT TREATMENT

12. Individual Therapy No

Yes

13. Group Therapy No Yes

14. Medications No Yes

Please li

st on next page



MEDICATION DOSAGE/FREQUENCY DATE RX INITIAL/ADUJST

15. How long have you been providing treatment for the Soldier?

16. When did you last see the Soldier?

17. Is Soldier being seen by another mental health provider? No Yes

18. Date of initial counseling: frequency

19. If on medication, is Soldier asymptomatic on medication(s)? No Yes

20. If on medication, is the condition stable and controlled on medication(s)? No Yes

21. In your judgment, is the Soldier able to:

No

Yes

appropriately function in a changed environment from their normal with

potentially limited mental health services

No

Yes

capable of managing self and others, making decisions and providing guidance in

stressful situations

No

Yes

have exposure and access to weapons on official duty

22. Recommended limitations, if any, are: permanent temporary (maximum of 90 days)

Provider’s Signature

Provider's Printed Name:

Provider’s Medical Specialty:
Provider’s NPI and State of Licensing:

Provider’s Office Address:

Provider’s Telephone #: (area code and number):

Provider’s Email:

Date:
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