
Community Partners in Care 


Post-Initial Visit Evaluation

Patient Name: 

Study ID: 


Therapist: 

Tel. No: (____)

Primary Care Provider: 

Tel. No: (____)

Care Manager: 

Tel. No: (____)


This post-initial telephone call was with

on ___/___/___


(date)

Depression Phase of Patient (at time of post-initial visit evaluation)

	(
	Phase 

(determined by primary care clinician)
	Follow-up
	Next Visit
	Handouts/Treatment

	(
	Acute
•
has not completed any treatment within the last 2 months OR
•
PHQ-9 >10
	Call within week
	1-2 weeks
	· Your Personal Plan: Psycho-

   therapy

· Other Your Personal Plans as appropriate

	(
	Continuation
•
has been treated recently AND
•
PHQ-9 <10


	Call next week
	3 months
	· Your Personal Plan: Relapse Prevention

· Other Your Personal Plans as appropriate

	(
	Maintenance
•
has completed acute phase medi-cations AND 6 months of continu-ation phase medications OR
•
has completed psychotherapy AND has had two or more prior episodes of major depression
	Call in 1 month
	3 months
	· Your Personal Plan: Relapse Prevention

· Other Your Personal Plans as appropriate

· Consider continuing/starting antidepressants


Referrals:


(
Primary Care Provider 

(
Psychiatrist

(
Care Manager
· Other Provider/ Resources: __________________________________________________________

Treatment Plan:


(
Individual CBT  
(
BA/PST
 

 (
Med Management 

(
Group CBT
(
Medication Evaluation

 (
Other: ______________________
(Next Therapy Follow-up Appointment: ___/___/___
With: 


Assessed by: 

Phone number: (____)


Post-Initial Visit Evaluation
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