
Community Partners in Care
Figure 3b

Initial Visit Worksheet

Patient Name: 

Today’s date: ___/___/___

Study ID: ___________________________

Symptoms (Check all that apply, then circle the symptom that bothers the patient the most)
	
(
	( Sad or empty (
	(
	Thoughts of suicide or self-harm
	( Family history of depression

	
(
	( Loss of interest (
	(
	Sleep disturbance (sleeps ____ hrs/night)
	( Somatic/Other symptoms: (list)

	
(
	Poor concentration
	(
	Appetite/weight change (+ / - ___ lbs.)
	


	
(
	Poor energy
	(
	Physical agitation or slowness
	


	
(
	Worthless/guilty
	(
	Periods of over-excitement
	


	
(
	Anxiety
	(
	Sees/hears things not apparent to others
	


	
(
	Hopelessness/poor future
	(
	Drug misuse/abuse
	


	
(
	Drinks alcohol (type(s) ___________________________   drinks/day _____)
	



NOTE: The patient meets DSM-IV major depression criteria IF at least 5 of the 9 symptoms shown in the outlined box are present nearly every day for 2 weeks or more, and one of these symptoms is marked by a (  (. (Dysthymia has fewer/milder symptoms and lasts for 2 years or more.)
Other Indicators for Depression:
(check all that apply)
a. PHQ-9 score:  _____
b. Activities affected:   ( social   ( personal   ( family   ( work/school

c. Patient last felt good ___ (wks / mos) ago   d. # bed days last month ____   e. # restricted days last month ____

Treatment:

a.
Patient treated for depression in the past?  ( Yes   ( No     Treated currently?  ( Yes   ( No


a.1
Any of these treatments? ((if yes)
( Psychotherapy
( Medication
( Electro-Convulsive Therapy

a.2
Was/is treatment helpful?          (
( Yes   ( No
( Yes   ( No
( Yes   ( No
b.
Patient wants:
( medication
( psychotherapy
( no strong preference

c.
Patient is opposed to:
( medication
( psychotherapy
( no strong opposition
Current Medications

	List both prescription & non-prescription medications


	1. 


2. 


3. 

	4. 


5. 


6. 



Social Situation

Stressors: 


Social support: 


Assessed by: 

Phone number: (____)
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