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Depression Care
Initial Contact Worksheet

Patient Name: _____________________________
Patient ID: ___________________________
 


Primary care physician: _____________________________   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


Current mental health concerns (patient’s report of symptoms and their effects on functioning and health):

	


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 TV
	�   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 =     


Other Screening (check all that apply):

( Anxiety

( Bipolar 


( Family Violence
( Suicidality

( Alcohol/Substance abuse or dependence


( Other: 


__________
Other indicators of depression severity: 
a. Family history of depression?  ( Yes      ( No  

b. Activities affected (check all that apply): ( social ( personal ( family ( work  ( school

c. Patient last felt good 
 [days | weeks | months | years] ago

d. Number of days the patient stayed in bed last month: 
.  

e. Number of restricted days the patient experienced last month 
____. (Days when s/he cut down on usual activities for ½ day or more. e.g., personal, family and work activities.)
Current Medications (including OTC meds):      ( None
	1.
 Name: 

Daily Dose (in mg):

Duration:

Efficacy:

Side effects:


	3.
Name:
Daily Dose (in mg):

Duration:

Efficacy:

Side effects:

	2.
Name:

Daily Dose (in mg):

Duration:

Efficacy:

Side effects:


	4. Name:
Daily Dose (in mg):

Duration:

Efficacy:

Side effects:




Mental Health History

Past Psychotropic Medications:      ( None
	1.
 Name: 

Daily Dose (in mg):

Duration:

Efficacy:

Side effects:


	3.
Name:
Daily Dose (in mg):

Duration:

Efficacy:

Side effects:

	2.
Name:

Daily Dose (in mg):

Duration:

Efficacy:

Side effects:


	4. Name:
Daily Dose (in mg):

Duration:

Efficacy:

Side effects:




Other mental health treatment (check and describe all that apply):

( Inpatient hospitalization(s) 
( Outpatient mental health treatment/psychotherapy    

( Electroconvulsive Therapy (ECT)
( Substance abuse treatment 

Description of those checked above (if applicable):

	


Past suicide attempts: ( Yes  ( No    (If yes, describe):

	


Social history (education, employment, marriages, children; current living conditions, current supports):

Current medical diagnoses, concerns:

Allergies:

Stressors, strengths, and resources:

	


Health habits and activities:

	


Treatment barriers (logistical, social, physical, psychological):
Behavioral Activation/pleasant activities scheduling:

	


Other treatments:

	


Questions or Notes for Primary Care Provider/Consulting Psychiatrist:

Follow-up Appointment

Provider name: _______________________________

Date: __________________

Time: ____________  

( At the clinic  ( By phone ( other: _____________________
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