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Primary Care Provider Communication Form
_________________

_______________________      _______________________       _______________

Client Name
                             

         

   DOB
                                          Date

Attn:
















Primary Care Provider

Fax Number: 













Re: 
















Patient Name





DOB



Medicaid/Medical Record #
Dear Doctor,

The above patient of yours was recently referred to Caring Heart Counseling for mental health services.  Their insurance plan, Medicaid of Colorado, requires that the mental health provider notify the PCP of any mental health services being received by the patient/client.  We are required to request Early and Periodic Screening, Diagnosis and Treatment (EPSDT) results from you or refer the parent/guardian of patient to have said screening completed.

Date of Mental Health Evaluation: 





DSM-V Diagnosis:

Treatment Plan:

Individual Therapy:




x/week, 



x/month

Family Therapy:
 




x/week, 



x/month
Care Coordination:
Please fax EPSDT results to me at 303-432-6190.
Please call with any input you believe is relevant to the patient’s mental health treatment.
Thank you,
	Client/Guardian:
	
	
	
	
	

	
	Print Name
	
	Signature
	
	Date

	Clinician:
	
	
	
	
	

	
	Print Name
	
	Signature
	
	Date



_____I decline to give permission for my Primary Care Doctor to be contacted.

	Client/Guardian:
	
	
	
	
	

	
	Print Name
	
	Signature
	
	Date

	Clinician:
	
	
	
	
	

	
	Print Name
	
	Signature
	
	Date


As of: 6/1/2016

NW

