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Depression Care              

Follow-up Contact Worksheet


Patient Name: _____________________________
Patient ID: ___________________________
 

Date of Contact: _______________________________

This session was:

( In clinic ( By phone ( In group  ( At other location  ( No Session
               PHQ-9 Score                                   Depression Code                                    

               0-4:                                                
( No Depression                                       
Single Episode:

               5-9:


( Mild (296.21)



( 296.2


               10-14:


( Moderately (296.22)


Recurrent: 

               15-19


( Moderately Severe (296.23)

( 296.3



               20-27:                                           
( Severe (296.24)
Dysthymia:
                                                                                                                                                ( 300.4
Eligible depression codes:

	( 296.20
	( 296.21
	( 296.22
	( 296.23
	( 296.24
	( 296.25
	( 296.26
	

	( 296.30
	( 296.31
	( 296.32
	( 296.33
	( 296.34
	( 296.35
	( 296.36
	( 300.4


PHQ-9 
	Over the last 2 weeks, how often have you been bothered by any of the following problems?


	Not at All
	Several Days
	More Than Half the Days
	Nearly Every Day

	1.  Little interest or pleasure in doing things


	�   0
	�   1
	�   2
	�   3



	2.  Feeling down, depressed, or hopeless


	�   0
	�   1
	�   2
	�   3

	3.  Trouble falling or staying asleep, or sleeping too much
	�   0
	�   1
	�   2
	�   3



	4.  Feeling tired or having little energy
	�   0
	�   1
	�   2
	�   3



	5.  Poor appetite or overeating
	�   0
	�   1
	�   2
	�   3



	6.  Feeling bad about yourself – or that you are a failure or have let yourself or your family down
	�   0
	�   1
	�   2
	�   3



	7.  Trouble concentrating on things, such as reading the newspaper or watching television
	�   0
	�   1
	�   2
	�   3



	8.  Moving or speaking so slowly that other people could have noticed.  Or the opposite – being so fidgety or restless that you have been moving around a lot more than usual
	�   0
	�   1
	�   2
	�   3



	9.  Thoughts that you would be better off dead, or of hurting yourself in some way
	�   0
	�   1
	�   2
	�   3



	                                       Total score =


Current Medications 
	Name of Medication
	Dosage
	Start Date:
	Took as Prescribed

	1.  


	
	
	

	2.  


	
	
	

	3.  


	
	
	

	4.  


	
	
	


Medication Concerns:

	


Allergies:

Mental Status (changes):
Stressors, Strengths and Resources:

Behavioral Activation/Pleasant Events Scheduling:

	


Other Treatment (psychotherapy/counseling, etc):

	


Questions and/or notes for Primary Care Physician/Consulting Psychiatrist:
	


Follow-up Appointment

Provider: ____________________________

Date: __________________

Time: ____________  

( At the clinic  ( By phone ( other: _____________________

Other Comments: (For Primary Care Provider and Patient)

Other Comments: (For Depression Care Manager use only)
Care Manager Signature: ______________________ Date: ___________________
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