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Communication Form
Patient Name: 
Study ID: 


Therapist: 
Date of Session: ___/___/___
PCP/Care Manager: 
Tel. No: (____) ___________
This is a(n):         ( Initial Report

 ( Progress Report 

( Final Report  

The patient is now having the following symptoms: 

	
(
	Sad or empty 
	(
	Thoughts of suicide or self-harm
	( Somatic symptoms: (list)

	
(
	Loss of interest 
	(
	Sleep disturbance (sleeps ____ hrs/night)
	


	
(
	Poor concentration
	(
	Appetite/weight change (+ / - ___ lbs.)
	


	
(
	Poor energy
	(
	Physical agitation or slowness
	


	
(
	Worthless/guilty
	(
	Periods of over-excitement
	( Other symptoms: (list)

	
(
	Anxiety
	(
	Sees/hears things not apparent to others
	


	
(
	Hopelessness/poor future
	(
	Drug misuse/abuse
	


	
(
	Drinks alcohol (type(s) ___________________________   drinks/day _____)
	



Progress of patient: 


Recommended treatment plan: 


Comments/consultation requested: 


Please contact me  ( Yes   ( No

     at:    (___) ________________     (___) __________________     _________________     




     phone



beeper


            e-mail

     Signature of Therapist:  _________________________________      Date___/___/___
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