
    

NHP-0042-0 11/03 Forms 8.123

BBeehhaavviioorraall HHeeaalltthhccaarree PPrraaccttiittiioonneerr 
aanndd PPCCPP CCoommmmuunniiccaattiioonn FFoorrmm
TThhiiss iiss aa rreeccoommmmeennddeedd ffoorrmmaatt ffoorr tthhee ppuurrppoossee ooff ccoonnttiinnuuiittyy aanndd ccoooorrddiinnaattiioonn ooff ccaarree.. 
TThhee ffoorrmm sshhoouulldd bbee sseenntt oonnllyy aafftteerr tthhee ttrreeaattiinngg pprraaccttiittiioonneerr oobbttaaiinnss tthhee aapppprroopprriiaattee ssiiggnneedd mmeemmbbeerr ccoonnsseenntt ffoorr tthhee rreelleeaassee ooff iinnffoorrmmaattiioonn..

TToo bbee ccoommpplleetteedd bbyy tthhee PPssyycchhCCaarree pprraaccttiittiioonneerr''ss ooffffiiccee

Patient name ____________________________________________ Practitioner name _______________________________________

Member ID number _______________________________________ Phone ________________________________________________

PCP name ______________________________________________ Fax __________________________________________________

PCP Phone______________________________________________ Diagnosis: Axis 1________________________________________

PCP Fax ________________________________________________ Axis II ________________________________________________

Pharmacy Phone _________________________________________ Axis III ________________________________________________

SSeeccttiioonn 11 ttoo bbee ccoommpplleetteedd bbyy ppssyycchhiiaattrriisstt

Date Medication Dosage Directions Qty./Refills

_____________________ ______________________ ________ ______________________________________ _______________

_____________________ ______________________ ________ ______________________________________ _______________

_____________________ ______________________ ________ ______________________________________ _______________

Date Medication Most recent level

_____________________ ______________________ __________________________________________________________________

_____________________ ______________________ __________________________________________________________________

Significant information _____________________________________________________________________________________________

______________________________________________________________________________________________________________

Psychiatrist signature ______________________________________ Date / /

SSeeccttiioonn 11 ttoo bbee ccoommpplleetteedd bbyy PPCCPP

Date Medication Dosage Directions Qty./Refills

_____________________ ______________________ ________ ______________________________________ _______________

_____________________ ______________________ ________ ______________________________________ _______________

_____________________ ______________________ ________ ______________________________________ _______________

Date Medication Most recent level

_____________________ ______________________ __________________________________________________________________

_____________________ ______________________ __________________________________________________________________

Significant information _____________________________________________________________________________________________

______________________________________________________________________________________________________________

Psychiatrist signature ______________________________________ Date / /
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