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PCP Communication Form
Client Name: ____________________________________ DOB:
________________

Primary Physician:
 _____________________________________________________

PCP Address: _________________________________________







_______________________________________


The above patient was recently seen at American Psychiatric Group for mental health.  We hope that the following information will be helpful in coordinating care.

Type of Service (Circle all that apply):

Diagnostic Assessment
 

Individual Therapy

 

Family Therapy

  

Group Therapy 

 

Psychiatric Evaluation
  

Medication Management 

Other: ________________________________   
Additional Information: ________________________________________________________________________________________________________________________________________________________

_____________________________________




________ 
(Clinician signature and credentials) 



                   Date

If additional information is needed to coordinate client care, please feel free to contact APG via phone at (410)600-3500 or fax at (410)600-3499.
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