Figure 4a (continued)
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Date:____/____/____



My Personal Treatment Plan
Client Name: 

Study ID: _________________
Completed by (Clinician): 

(Requires signature)
 FORMCHECKBOX 
  Medication 







 FORMCHECKBOX 
  Not on Medication

	Name of medication:  ______________________________ New Med:  Yes/No
	From:
To:

	
1st
Take ____ tablet(s) of _____ mg every morning/evening for _____ days
	____/____
____/____

	THEN
2nd
Take ____ tablet(s) of _____ mg every morning/evening for _____ days
	____/____
____/____



	Name of medication:  ______________________________ New Med:  Yes/No
	From:
To:

	
1st
Take ____ tablet(s) of _____ mg every morning/evening for _____ days
	____/____
____/____

	THEN
2nd
Take ____ tablet(s) of _____ mg every morning/evening for _____ days
	____/____
____/____



	Name of medication:  ______________________________ New Med:  Yes/No
	From:
To:

	
1st
Take ____ tablet(s) of _____ mg every morning/evening for _____ days
	____/____
____/____

	THEN
2nd
Take ____ tablet(s) of _____ mg every morning/evening for _____ days
	____/____
____/____




NOTE:
The medication is started at a low dose to give your body time to adapt.  Remember: It may take a few weeks before you experience the medication’s full effect, so don’t get discouraged.  

( IMPORTANT!!! (
DON’T STOP THE MEDICATION BEFORE CALLING YOUR DOCTOR 


 FORMCHECKBOX 
  Starting Therapy

 FORMCHECKBOX 
  Already in Therapy

 FORMCHECKBOX 
  Not in Therapy

	Referral to _____________________ For  FORMCHECKBOX 
 Medication management   FORMCHECKBOX 
 Therapy  FORMCHECKBOX 
 Assessment

Address_______________________Phone__________________Appt Date___________Time_____

Referral to _____________________ For  FORMCHECKBOX 
 Medication management   FORMCHECKBOX 
 Therapy  FORMCHECKBOX 
 Assessment

Address_______________________Phone__________________Appt Date___________Time_____


 FORMCHECKBOX 
  Welnness

	Referral to _____________________ For _______________________________________________

Referral to _____________________ For _______________________________________________

Referral to _____________________ For _______________________________________________


 FORMCHECKBOX 
  Keep in Touch
My Personal Treatment Plan PPreventionPrevetnPrevention
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