Follow-up Progress Note

Patient Name

DOB MR#

Date:
Encounter Type: Office Visit

PHQ-9 UKU BAS

Medication Change: (since last visit)
_Yes _No

State change:

Telephone Call

Medication Compliance:
_ Total _Mostly _Partial _None

Pharmacotherapy (response to meds):

__Adequate __Partial __Poor

Recent Adverse Experience:

NOTES:

ASSESSMENT (Diagnosis):

PLAN:
Please consider:

Patient Education:

Referrals:

Other:

__Schedule appt. With physician

__Follow-up appt. With BHS: __Office __Telephone Date:

__Follow-up with Consulting Psychiatrist:

BHS Signature:

Date:




