Figure 4c


Community Partners in Care
YOUR PERSONAL PLAN:

Relapse Prevention
Patient Name: 

Study ID: 


Contact Information

Primary Care Physician: 

Tel. No: (____)


Care Manager: 

Tel. No:(____)


Psychotherapist: 

Tel. No: (____)


Personal Warning Signs

1. ________________________________________________________________________________________

2. ________________________________________________________________

3. ________________________________________________________________

Stressful Life Events and How to Minimize Them

Event:  _______________________________________     How to minimize: ______________________________

_____________________________________________         ___________________________________________

Event:  _______________________________________     How to minimize: ______________________________

_____________________________________________         ___________________________________________

Event:  _______________________________________     How to minimize: ______________________________

_____________________________________________         ___________________________________________

Medications

     Name of antidepressant: _________________________________________     Dose: ________________________


     Take medication until:  ___/___/___


      Questions:  Call your primary care clinician or your depression nurse specialist.



(See Contact Information, above)

What You Should Do if Symptoms of Depression Recur

1. 


2. 


3. 


Reviewed by: _____________________________________ ___ (Signature of MD/Primary Care Clinician)

Your Personal Plan: Relapse Prevention PPreventionPrevetnPrevention
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