
DISEASE MANAGEMENT 
Date ____________________ Patient’s Name_______________________________ 
 
Physician_________________________  SS# _____________________________ 
 
        D.O.B._____________________ 
 
Presenting Symptoms and Complaints 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 
 
Psychiatric History (Including use of Psychotropic Medications 
Brief History: 
(Check all that 
apply and explain) 
 

 Dates Inpatient 
treatment 

Outpatient 
treatment 

Antidepressant 
Medication 

Depression 
 

     

Anxiety 
 

     

Alcoholism 
 

     

Other 
 

     

 
Drug Allergies_____________________________________________________ 
 
Current Medications, Dose and Frequency: (See attached medication list) 
 
Substance Use 
______________________________________________________________________ 
______________________________________________________________________ 
 
Family History of Psychiatric Illness/Treatment 
______________________________________________________________________ 
______________________________________________________________________ 
 
Med/Surg history 
______________________________________________________________________ 
______________________________________________________________________ 
Major Life Stressors 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
 



Employment  (circle) 
Currently employed   Retired   Disability 
What type of work?____________________  
 
Primary Mode of Transportation 
_________________________________________________ 
 
Objective findings. 
 
Height_____      Weight_______     Radial Pulse ________     BP________ 
 
PHQ-9 score _______     UKU score _________     BAS score __________ 
 
Lab Results     TSH/DATE______________       FOLATE/DATE_______________ 
                          B-12/DATE_____________  
 
Recent Abnormal Labs 
 Test  Date Obtained  Reference Range Results 
_____________________________________________________________ 
_____________________________________________________________ 
_____________________________________________________________ 
_____________________________________________________________ 
 
Assessment/Diagnosis 
______________________________________________________________ 
______________________________________________________________ 
 
Plan of Treatment 
_ Medication (time and dose ) ___________________  
_ Medication teaching 
_ Phone contact _Home visit _Referrals________________________________   
_ Next F/U visit with BHS_____________ 
_ Other Interventions 
_ coping skills  _ stress management _ Brief alcohol intervention 
 
 
BHS Signature: _____________________________ Date: ____________________ 
 


