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Depression Care  
 
 Your Medication Treatment Plan  

Patient Name:  
  

 Today’s Date: ________________________
Contact/Appointment Information


Primary Care Provider:  

  Tel. Number:  



Next Appointment:
Date:  
  Time:  

Depression Care Manager:  

  Tel. Number:  



Next Appointment:
Date:  
  Time:  


Your Medication Schedule

	Depression Medication Name:  



	From:
	To:

	
1st
Take 
 tablet(s) of 
 mg 
 for 
 days 
	

	


	THEN
2nd
Take 
 tablet(s) of 
 mg 
 for 
 days 
	

	


	THEN
3rd
Take 
 tablet(s) of 
 mg 
 for 
 days 
	

	


	Depression Medication Name:  



	From:
	To:

	
1st
Take 
 tablet(s) of 
 mg 
 for 
 days 
	

	


	THEN
2nd
Take 
 tablet(s) of 
 mg 
 for 
 days 
	

	


	THEN
3rd
Take 
 tablet(s) of 
 mg 
 for 
 days 
	

	



Current Medications – other than medication for treatment of depression*
	List medications and daily dose:
	Taking as prescribed?
	Side effects / Concerns

	mg
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	

	mg
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	

	mg
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	


*EMR Medication List 

Attach Electronic Medical Record Medication List, if available, instead of completing the list of comprehensive medications.

Discussed with:
 FORMCHECKBOX 

Primary Care Provider
 FORMCHECKBOX 

Treatment Team
Other:  


Care Manager Signature  

Date

Depression Care Your Medication Treatment Plan • page 1 of 1 • last rev. 6/16/09
 • © 2009 Institute for Clinical Systems Improvement • Adapted from the IMPACT project
DIAMOND Your Medication Treatment Plan • page 2 of 2 • last rev. 1/16/08
 • © 2008 Institute for Clinical Systems Improvement • Adapted from the IMPACT project

