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INTEGRATED BEHAVIORAL HEALTH CARE CLINIC SURVEY 
 

A. CLINIC INFORMATION 

Date of Visit: _____  / _____  /_____     Visit Team: __________________________________________ 

System of Care: __________________________________________  Total Number of Clinics: ________ 

Name of Clinic: ________________________________________________________________________ 

Clinic Address: _________________________________________________________________________ 

City: _____________________________________________________     Zip Code: _________________ 

Phone Number: ___________________________      Fax Number: ______________________________ 

Web Page: _____________________________________________________________________________ 

Primary Contact: _______________________________________     Title: _________________________ 

Primary Contact’s Phone Number: ________________________________________________________ 

Primary Contact’s Email: ________________________________________________________________ 

Director/Manager of Integrated Care: ______________________________________________________ 

Chief Executive Officer: _________________________________________________________________ 

Clinic’s Medical Director: ________________________________________________________________ 

Clinic’s Behavioral Health1 Director: _______________________________________________________ 

QA/QI Director: _______________________________________________________________________ 

Fiscal Reporting Year: ___________________________________________________________________ 

Person(s) Interviewed During Visit:  
 
 Name: _______________________________________     Title: __________________________ 

 Name: _______________________________________     Title: __________________________ 

 Name: _______________________________________     Title: __________________________ 

                                                 
1 For the purposes of this survey, behavioral health includes both mental health and/or substance abuse issues. 

 

 
Integrative Behavioral Health Project – A Project of the Tides Center  

 
 

                                                  
                    IBHP 
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B.  CLINIC DESCRIPTIVE DATA 

1.  What is the status of your clinic?    FQHC  FQHC  
Look-Alike  Other 

2. Total number of staff at this clinic __________   

3. Total number of FTE direct service primary care providers ___________ 

4. Total number of FTE direct service behavioral health providers ___________ 

5. Total number of patients served in the last fiscal year: 

Overall Primary Care Only 
Behavioral Health Care 

Only 
Both Primary Care and 
Behavioral Health Care 

__________ __________ __________ __________ 

6. Total number of patient visits occurring in the last fiscal year: 

Overall Primary Care Only 
Behavioral Health Care 

Only 
Both Primary Care and 
Behavioral Health Care 

__________ __________ __________ __________ 

7. Age range of total patients (unduplicated) served in the last fiscal year: 

Age Range Number   

Under 1 Year ___________   

1 to 17 Years ___________   

18 to 34 Years ___________   

35 to 64 Years ___________   

65 Years and Older ___________   

Unknown ___________   

8. Gender of total patients (unduplicated) served in the last fiscal year: 

Gender Number   

Female ___________   

Male ___________   

Unknown ___________   
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9. Ethnicity/Race of total patients (unduplicated) served in the last fiscal year: 

Ethnicity/Race Number 

American Indian/Alaskan Native ___________ 

Asian ___________ 

Black or African American ___________ 

Native Hawaiian or Other Pacific Islander ___________ 

Latino/Hispanic ___________ 

White ___________ 

Other Ethnicity/Race ___________ 

Unknown ___________ 
 

10. Patient payment sources (duplicative) in the last fiscal year: 

Source Percentage   

Medi-Cal ___________   

Medicare ___________   

Private Insurance ___________   

Private Pay ___________   

Other Government  ___________   

Other Sources ___________   
 
11. Current annual operating budget by agency and department: 

Department Dollar Amount 

Total Clinic Operating Budget $_______________ 

Primary Care Only $_______________ 

Behavioral Health Care Only $_______________ 

If you have an Integrated Care 
budget line item as a separate 

expense, what is it? $_______________ 
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12. Is there currently a waiting list for primary care 
services at your clinic?....................................................  YES   NO 

 

 

    

 12a. If yes, how many days do patients currently have to wait to get an appointment?     _______  days 
                                                   

   13. Based upon your last fiscal year, on average, how long is the lead time in days usually needed to   
   schedule a non-urgent primary care appointment?  
                                                                                            _______ days 

 
14. Does your clinic belong to any primary care  
and/or behavioral health care associations?..................  YES   NO 

 

 

    
 

14a. If yes, please list:   1)______________________________________________________________ 

 
 2)______________________________________________________________ 

 
 3)______________________________________________________________ 

15. What is the composition of your agency management team? _________________________________
 

 

 

 

16. How many people serve on your current Board of Directors? _____________ 

17. Does your Board of Directors currently have any 
behavioral health consumers?.....................................  YES   NO 

 

  

    
 17a. If yes, how many?  _________ 

18. Does your Board of Directors currently have any 
behavioral health professionals?..................................  YES   NO 

 

  

    
 

18a. If yes, how many?  _________ 

 

 

Skip to 15. 

Skip to 18. 

 
 
Skip to 19, 
which is on the 
next page. 

Skip to 13. 
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19. Has your clinic requested funding for integrated 
care as part of the Mental Health Services Act 
(Proposition 63)?..........................................................   YES   NO 

 

 

    
 

19a. If yes, what was the amount requested?   $____________________ 

 19b. What is the status of   
 the request?    Granted   Denied   Pending

 

  

 

19c. If granted, was your clinic the direct applicant for funds?  YES  NO 
 

20. Has the association your clinic belongs to 
requested funding on your clinic’s behalf for 
integrated care as part of the Mental Health 
Services Act (Proposition 63)?.....................................  YES   NO 

 

 

    
 

20a. If yes, what was the amount requested?   $____________________ 

 20b. What is the status of 
the request?    Granted   Denied   Pending  

  

 
20c. If granted, was your association the direct recipient of 
funds?  YES  NO 

 
 

21. Has your county’s behavioral health department 
requested funding on your clinic’s behalf for 
integrated care as part of the Mental Health  
Services Act (Proposition 63)?.....................................  YES   NO 

 

 

    
 

21a. If yes, what was the amount requested?   $____________________ 

 21b. What is the status of 
the request?    Granted   Denied   Pending

 

  

 

21c. If granted, was your clinic the direct recipient of funds?  YES  NO 
 

 
Skip to 20. 

 
Skip to 18. 

 
Skip to 21. 

    Skip to 21. 

 
Skip to 22, 
which is on 
the next 
page. 

Skip to 22, 
which is on 
the next 
page.
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22. Have any other clinics in your area applied 
for Mental Health Services Act (Proposition 63) 
funding?..............................................................  YES  NO  UNKNOWN

 
C.  INTEGRATIVE CARE 
 
 23. How long has your integrated care program been in operation? ____________________________ 
 

  24. What were the reasons for setting up the integrated program? ______________________________ 

 

 

 

 

 

 
 
25. Was technical assistance provided in setting up the 
integrated care program?..................................................  YES   NO 

 

 

    
 

25a. If yes, from whom? ______________________________________________________________

 
_________________________________________________________________________________ 

  
  

  

 
 
25b. What models were used? _________________________________________________________

  
  

 
  

 
  

 

Skip to 26, 
which is on 
the next 
page. 
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26. In setting up the integrated care program, was input solicited from the following groups?  

Clinic Patients YES NO 

Community Members YES NO 

Clinic’s Behavioral Health Providers YES NO 

Clinic’s Primary Care Providers YES NO 

Other Behavioral Health Systems YES NO 
 

27. Does the behavioral health program provide 
outreach?.............................................................................  YES   NO 

 

 

    

 
27a. If yes, for which of the following populations does your behavioral health program provide 
outreach? 

Older Adults  YES NO 

Persons with health problems (e.g., diabetes, high blood pressure)  YES NO 

Persons with a mental health diagnosis (e.g., depression, anxiety)  YES NO 

Homeless persons  YES NO 

Low-income individuals and families  YES NO 

Other: (Please specify) ____________________________________________
 

28. Is the behavioral health program affiliated with 
an established integrated program (e.g., IMPACT, 
MacArthur Depression Initiative)?..............................  YES   NO 

 

 

    

 28a. If yes, with which of the following integrated programs is your behavioral health program affiliated? 

IMPACT YES NO If YES, how long? _____________

Depression Collaborative YES NO If YES, how long? _____________

MacArthur Depression Initiative YES NO If YES, how long? _____________

PRISM-E YES NO If YES, how long? _____________ 

Other: (Please specify) ____________________________________ If YES, how long? _____________  

 
    Skip to 28. 

Skip to 29, 
which is on 
the next 
page. 
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29. For each of the behavioral health providers that currently work in your behavioral health program, 
please enter for each: A) Title; B) Highest degree attained; C) Average number of hours worked each 
week; D) Certificates and/or licensures; and E) Whether the behavioral health provider is an 
independent contractor or employee.  

Title 

Highest 
Degree 

Attained 

Average 
Hours 

Worked Each 
Week 

Certificates and/or 
Licensures 

Independent 
Contractor (IC) or 

Employee (E) 

     

     

     

     

     

     

     

     
 

30. Did your behavioral health program have any 
student interns/residents for the last semester/quarter 
(Spring 2006)?.................................................................  YES   NO 

 

 

    

 

30a. If yes, for each of the students please enter: A) Whether the student was an undergraduate or graduate 
student; B) The college/university and department with which the student was affiliated; and C) The title of 
the behavioral health professional that supervised the student intern/resident at your agency, and D) The 
average number of hours each week the student intern/resident worked and received supervision. 

Undergraduate or 
Graduate 

College/University and 
Department 

Title of Supervisor of 
Intern/Resident 

Average Hours a Week 
Working (W) and 

Receiving Supervision 
(S) 

____________________ ____________________ ____________________ ____________________

____________________ ____________________ ____________________ ____________________

____________________ ____________________ ____________________ ____________________

____________________ ____________________ ____________________ ____________________

Skip to 31, 
which is in the 
middle of the 
next page. 
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 30b. Are there formalized policy and procedures 
available for viewing by both the behavioral health 
program and the college/university regarding duties and 
responsibilities of student interns/residents?  YES   NO 

 

 

    

     30c. If yes, please provide a copy. 

31. Who is responsible for the hiring of behavioral health providers? ____________________________ 
 
 
 

 

32. Who provides ongoing supervision of behavioral health providers? __________________________
 
 
 
 

 

33. Who does the performance evaluations of behavioral health providers? _______________________ 
 
 
 

 

 
34. Are there copies of job descriptions available for 
each of the behavioral health providers?........................... YES NO 

 

  

   

  34a. If yes, please provide a copy. 
 

 

D.  TRAINING AND ORIENTATION 

 35. Prior to clinic employment what, if any, training did behavioral health providers receive specific to  
 their work within an integrated primary care setting, and from whom? 

 

 

 

 

 
    Skip to 31. 

 

Skip to 35. 
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 36. What, if any, ongoing training and professional development do the behavioral health providers 
 receive in general?  

 

 
 
 
E.  SERVICE PROVISION 
 

37. Please indicate, by checking each box that applies, which languages that patients speak as their 
primary language. For each language that is checked, please indicate if your clinic provides services in 
this language. If YES, please indicate if you feel that your clinic has the capacity to meet the demand 
of patients speaking this language. 
 

Language 

If checked, does your clinic 
provide services in this 
language? 

If YES, please indicate if you feel 
that your clinic has the capacity 
to meet the demand of patients 
speaking this language. 

  Arabic  YES NO  YES NO 

  Armenian  YES NO  YES NO 

  Chinese  YES NO  YES NO 

  English  YES NO  YES NO 

  Farsi  YES NO  YES NO 

  Hindi  YES NO  YES NO 

  Japanese  YES NO  YES NO 

  Korean  YES NO  YES NO 

  Portuguese  YES NO  YES NO 

  Russian  YES NO  YES NO 

  Spanish  YES NO  YES NO 

  Tagalog  YES NO  YES NO 

  Thai (Laotian)  YES NO  YES NO 

  Vietnamese  YES NO  YES NO 

  Other: ______________  YES NO  YES NO 
 

Other: ______________  YES NO  YES NO 
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38. How many hours each week is the supervising psychiatrist available, and what is the current 
arrangement with your clinic (e.g., clinic employee, contracted employee)?   

 
____________________ hours available each week   _____________________________ arrangement 
 

39. What days of the week and hours of the day is your clinic’s behavioral health department open? 
Additionally, please indicate (X) the days of the week and amount of time a psychiatrist is at your 
clinic’s behavioral health department. 

Day of the Week Open (0) or Closed (C) Hours Open 
Supervising 

Psychiatrist at Clinic 

Monday    

Tuesday    

Wednesday    

Thursday    

Friday    

Saturday    

Sunday    

 

40. Does your clinic’s behavioral health 
department usually see the patient on 
the same day as the patient’s primary 
care visit?.................................................  YES  NO 

 If no, how many days 
typically elapse before your 
clinic’s behavioral 
department sees the patient? 
 
___________ Now skip to 41. 

 

    

 
40a. If yes, what is the process by which your clinic’s primary care department typically 
transfers patients to your clinic’s behavioral health department? 

 

 

 

 
 

 40b. Is the clinic able to get Medi-Cal reimbursement for same- 
day services?  YES   NO
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41. Are all the behavioral health services (e.g., 
counseling, case management) located at the same 
site as the primary care clinic?............................ YES NO 

 

 

 

 

  

  41a. If no, what behavioral services are NOT provided at the primary care clinic, and where are these  
  behavioral health services provided? 

Behavioral Health Services NOT Provided 
at Primary Care Clinic 

Where Behavioral Health Services 
are Provided 

________________________________ ________________________________ 

________________________________ ________________________________ 

________________________________ ________________________________ 

________________________________ ________________________________ 

________________________________ ________________________________ 

________________________________ ________________________________ 

________________________________ ________________________________ 
 

 42. How are your behavioral health services financed? Please identify sources, including general fund,  
 by percentage of total budget.   

 

 

 

 
 

 43. What is the billing structure in your clinic’s behavioral health department? ____________________ 

 

 
 

 44. Approximately how many behavioral health providers are working at the clinic at any one time?  

       ________ providers 
 
 45. Are behavioral health providers available by phone after-hours   
 for consultation or emergencies?........................................................   YES NO 

 
Skip to 42. 
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 46. Behavioral health services provided in the last full month:  

Month 

Total 
Number of 

Unduplicated 
Patients 

Total 
Number of 

Patient Visits 

Total Number of 
Unique 

Encounters  

Total Number of 
Hours for Each 

Unique 
Encounter 

______________ 
 

______________ 
 

______________ 
 

______________ 
 

______________ 
 

 
 47. Is there a copy of policies and procedures that   
 provides an overview of management of   
 integrated health care at the clinic?................................ YES NO 

 

  

   

  47a. If yes, please provide a copy. 
 
 
48. Based on the previous six months in your clinic’s behavioral health department as it relates to 
integrative care, please indicate if your clinic’s behavioral health department provided or engaged in 
the following services/activities. If YES, please indicate what department(s) typically provided or 
facilitated the service/activity: BH = Behavioral Health; PC = Primary Care; and B = Both 
Behavioral Health and Primary Care. 
 

Service/Activity 
Provided or  
Engaged In 

IF YES, What Department(s) 
Typically Provided 

or Facilitated  
 Service or Activity? 

Individual patient therapy  YES  NO  BH  PC  B 

Group therapy  YES  NO  BH  PC  B 

Consultation/feedback to primary 
care providers  YES  NO  BH  PC  B 

Patient education or conducting 
educational classes about behavioral 
aspects of medical conditions   YES  NO  BH  PC  B 
 

  
    Skip to 48. 



 14

 

Service/Activity 
Provided or  
Engaged In 

IF YES, What Department(s) 
Typically Provided 

or Facilitated  
 Service or Activity? 

Professional training and 
development  YES  NO  BH  PC  B 

Supervision  YES  NO  BH  PC  B 

Case conferences/team meetings   YES  NO  BH  PC  B 

Charting and documentation  YES  NO  BH  PC  B 

Following up with clients concerning 
medication management, treatment 
adherence, etc. or engaging in other 
care management activities  YES  NO  BH  PC  B 

Making collateral contacts with 
family members/significant others? 
(explain family involvement)  YES  NO  BH  PC  B 

Monitoring psychotropic medication 
compliance/ reactions/ 
effectiveness/adjustments  YES  NO  BH  PC  B 

Engaging in relapse prevention 
activities and, if so, what activities:  
 
_____________________________ 

 YES  NO  BH  PC  B 
 
 
 
 
Other (specify)________________________________________ 

 BH  PC  B 
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49. Does the clinic use any standardized screening 
instruments to assess or identify behavioral health 
issues?.......................................................................... YES NO 

 

 

    

  49a. If yes, what are the names of the instrument(s), what do they measure, when are they  
  administered, and are they administered to all patients or just to subpopulations? 

Name of Instrument 
Brief Overview of What the 

Instrument Measures 

Time of 
Administering 

Instrument 
Pre = Pre-Test 

Post = Post-Test 
P = Periodically  
Enter All that 

Apply 

Population 
A = All Patients 
Sub = Subgroup 

If a subgroup, enter the type(s) 
of population, e.g., homeless, 

depressed 

___________________ ______________________ ________________ ____________________ 

___________________ ______________________ ________________ ____________________ 

___________________ ______________________ ________________ ____________________ 

___________________ ______________________ ________________ ____________________ 

___________________ ______________________ ________________ ____________________ 

___________________ ______________________ ________________ ____________________ 
 
 

50. Is there a copy of procedures or algorithms 
developed to help guide the behavioral health referral 
and/or treatment process?................................................ YES NO 

 

  

   

  50a. If yes, please provide a copy. 
 

Skip to 50. 

 
Skip to 51, 
which is  
on the next 
page. 
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51. By which of the following methods are referrals made to your clinic’s mental health department?  

Written Slip YES NO 

Phone Call YES NO 

“Warm hand-off” YES NO 

                      Other: (please specify)_________________________________________________________ 
 

52. Is there currently a waiting list for behavioral 
services at your clinic?....................................................  YES   NO 

 

 

    

 
52a. If yes, how many days do patients currently have to wait to get an appointment at your clinic’s    
 behavioral health department? 

                                                  _______  days 
 

 53. Based upon your last fiscal year, on average, how many patients and how many patient visits did   
 your clinic’s behavioral health department have each month?  

_____________ patients        _____________ patient visits 
 

 54. How would you describe your relationship with your county’s behavioral health department?  

 

 

 

 
 

 55. Based upon your last fiscal year, on average, what percentage of patients did your clinic refer to   
 county behavioral health programs each month?  

                                                                                         _____________% 
 

 56. What determines whether a patient presenting with a behavioral health problem is treated by your  
 clinic or referred to another behavioral health agency/program? 
 
 

 

 
 

Skip to 53. 
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 57. Is there a copy of the procedures for referring   
 patients presenting with a behavioral health problem to 
 another behavioral health agency/program? YES NO 

 

  

   

  57a. If yes, please provide a copy. 
 

58. Is there currently a general treatment plan for 
clinic patients?................................................................  YES   NO 

 

 

    
58a. If yes, does the clinic’s behavioral department participate in its 
formulation?   YES  NO 

 
59. On average, how often do regularly scheduled meetings take between the primary care staff and 
behavioral health staff? And, on average, how long in minutes do these meetings typically last? 

 ___________________________ frequency of meetings    ___________duration of meetings in minutes
 

   60. Who typically prescribes psychotropic medications?..........   MD Psychiatrist 
 

   61. Who typically dispenses psychotropic medications?  

  MD    Psychiatrist   Pharmacist   Other: ___________________ 
 
 
62. Who typically provides the patients with training and information about taking psychotropic 
medications? 
 

 

 
63. What percentage of all current active clinic patients (including behavioral health patients) are 
prescribed psychotropic medications? And what percentage of current active behavioral health 
patients are prescribed psychotropic medications? 

Patients Percentage of Patients

All Active Clinic Patients ___________ 

All Active Behavioral Health Patients ___________ 

Skip to 58.  

Skip to 59. 
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64. Does the clinic have formularies for use of 
psychotropic medication?...................................... YES NO 

 

 
 

 
  

 
 64a. If yes, is a copy available?    YES  NO 

 

  
 

 
64b. If yes, please provide a copy.  

 
65. What clinical theories or models (e.g., cognitive-behavioral) are used by your clinic’s behavioral 
health department to intervene with patients? And are these theories or models evidence-based and/or 
based on best practices? 

Theories or Models 

Is Theory or Model Evidenced-
Based and/or Based on  

Best Practices? 

_____________________________________________________ YES NO 

_____________________________________________________ YES NO 

_____________________________________________________ YES NO 

_____________________________________________________ YES NO 

_____________________________________________________ YES NO 

_____________________________________________________ YES NO 
 

66. Is there formal behavioral health training provided 
to primary care providers?.............................................  YES   NO 

 

 

    
66a. If yes, what type(s) of training?______________________________________________________ 
 
 

 

67. Is counseling ever provided by telephone or 
videoconferencing (e.g. tele-psychiatry)?..................  YES   NO 

 

 

    
 
67a. If yes, please explain: ______________________________________________________________ 
 
 

 

   68. What educational materials are available for behavioral health patients?_______________________ 

 
Skip to 65. 

 
 
Skip to 65. 

Skip to 67. 

Skip to 68. 
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F. CHARTING/DOCUMENTATION 
 

   69. What are the charting and documentation requirements for the behavioral health providers? (May  
   we please have a blank sample of a client chart? Thank you.) 

 

 

 

 

 

 

 

 

 

 

 
 
 

70. Are medical records kept electronically?..................  YES   NO 
 

 

    
70a. If yes, what system(s) are used?______________________________________________________ 
 
 

 

 

 

 

Skip to 71. 
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71. Are behavioral health records kept 
 separately or integrated into the medical   
 records?.................................................................  Integrated   Separately 

 

 

    
71a. If integrated, what, if any, problems have there been (e.g., with HIPAA or substance abuse 
confidentiality requirements) in integrating the records? 

 

 

 

 

 

 

72. Can primary care providers access behavioral health records?............  YES NO 
 

73. Can behavioral health providers access medical 
records?....................  YES NO 
 
G.  MEASURES 
 

74. Do you currently measure any of the following? (If you do, can we please have copies of the 
instruments? Thank you.) 

 

Measure Is Data Collected?  
How Often is Data 

Collected? 

Patient Satisfaction YES NO If YES… 

 

Primary Care Provider 
Satisfaction YES NO If YES… 

 

Behavioral Health 
Provider Satisfaction YES NO If YES… 

 

Service Utilization  YES NO If YES… 
 

Medication Compliance YES NO If YES… 
 

Cost Effectiveness/ 
Cost Benefit YES NO If YES… 

 

Needs Assessment YES NO If YES… 
 

Skip to 72. 
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Measure Is Data Collected?  
How Often is Data 

Collected? 

Emergency Room Visits YES NO If YES… 

 

No Show Rates YES NO If YES… 
 

Physical Health YES NO If YES… 
 

Social Functioning YES NO If YES… 
 

Patient Goal Attainment YES NO If YES… 
 

Change in Behavioral 
Health Functioning YES NO If YES… 

 

 
Other: (Please Specify) ________________________________________

 
 
 

 
 

   75. How do you use the data that your clinic collects? ________________________________________ 

 

 
 

76. Does your clinic use an external evaluator?.........................................   YES NO 
 

   77. How can the financial impact of the integrated program best be tracked? _____________________ 

 

 
 

 78. Does your clinic have an advisory group or 
committee?.......................................................................  YES   NO 

 

 

    
78a. If yes, what is the make-up of the group or committee, and how many members serve on the group 
or committee? 
 

 

 

 
 

Skip to 79, 
which is 
on the 
next page. 
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H. EXPERIENCE WITH INTEGRATED BEHAVIORAL HEALTH 
 

   79. What have you found are the barriers to behavioral health integration? 

 

 

 

 

 
 

   80. What have you found are the drawbacks of the integration model? 

 

 

 

 

 
 

   81. What have you found are the benefits of the integration model? 

 

 

 

 

 
 

   82. What have you found the reaction of the primary care providers to be in regard to the integrated   
   model? 
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   83. How have you found the patient response in regard to the integrated model? 

 

 

 

 
 
 

84. For the following groups, please rate the level of investment in the integrated model. 

 
Not Invested 

At All 
Somewhat 
Invested Invested Very Invested 

Board of Directors         
Administration         

Patients         
Primary Care Providers         

Behavioral Health Providers         
Appointed/Elected Officials         

 
 
I. NEEDS AND WISHES 
 

   85. What kind of training do you feel would be most helpful to the primary care providers in regard to  
   the integrated model? 

 

 

 

 

 
 



 24

 
   86. What kind of training do you feel would be most helpful to the behavioral health providers in regard 
   to the integrated model? 

 

 

 

 
 

   87. What type of technical assistance, information, and/or equipment, if any, is needed to further   
   integrated care in this clinic?  

 

 

 

 

 
 

    
88. How can this project of The Tides Center best support the integrated health care efforts at this 
clinic? 

 

 

 

 
 

    
89. How can this project of The Tides Center best advance the integrated health care efforts at other 
clinics in your area? 

 

 

 

 
 

                                                                  Thank You! 


