Clinic Letterhead

Primary Care Coordination Form
Date:

Client:

Date of Birth:

Dear _____________________:

The above named client has been evaluated for psychiatric medication at **** Mental Health Clinic Name****.

Current diagnosis:

Current Psychiatric Medications:

Current Coordination of Care Issues:

[  ] Please send or fax updated medication list to your fax number.
[  ] Please update your records with changes in psychiatric provider, diagnosis or medications listed above.

[  ] Client has abnormal labs/needs following lab work for monitoring psychiatric meds.  Could you follow up?
For any questions or additional information contact me directly at your contact number/email..

Thank you for your help!
Your Name
Your Contact information

