INFORMATION FOR PRIMARY CARE PHYSICIAN
The following patient has been seen for Mental Health Services

Patient Name:


DOB:


OMAP Number:


Date of referral by PCP:


Date of first service:
_____/_____/_____   - OR -     ( Patient did not show

CONFIDENTIAL – Re-disclosure of this information without the patient’s consent is a violation of Oregon law

Presenting Problem: 


Diagnosis:


Medications prescribed: (if applicable)


General Comments


Treatment Plan:



· Please provide me with copies of lab work done in the last 6 months and current medications.

· Please notify me of any significant medical problems that may impact mental health treatment.

Should you need to reach me for further coordination of services, I am available at

Phone Number:  _______________________

Days Available:  M   Tu.   W   Th.   F 

Time Available: __________________

____________________________________

__________________________

Clinician






Date

NOTIFICATION OF TREATMENT/MEDICATION CHANGE

OR DISCHARGE FROM TREATMENT

Patient Name:


DOB:


OMAP Number:


CONFIDENTIAL – Re-disclosure of this information without the patient’s consent is a violation of Oregon law

Treatment / Medication Change

Treatment Change:


OR   ( N/A


Date of Change:


Medication Change:


OR   ( N/A


Date of Change:


*************************************************************

Discharge Information

Date of last appointment:

Discharge diagnosis:    Axis I ________     Axis II ________      LOF ________

Follow-up recommendations:

Discharge medications (if applicable):

General Comments:

____________________________________

__________________________

Clinician






Date
