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Depression Care                               
Communication Form - Primary Care and Mental Health Provider


Patient Name:  

 
 
Date:  




Mental health specialist providing patient’s care (name & title): 


Address: 






Phone: 







Fax: 







Week 
  
of mental health treatment

1.
Diagnostic impression:

2.
Treatment information:

Type/dosage of antidepressants
Type of therapy(s) initiated


( Cognitive behavioral therapy


( Interpersonal therapy


( Problem Solving Treatment


( Brief dynamic psychological counseling


( Other 



3. Patient response to treatment and recommendations for treatment:
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