	[image: image1.jpg]


[image: image2.jpg]



	PCP Information Request Form

Revision Date:  2/20/10
Page | 1        



	
	

	
	

	THE PEDERSON-KRAG CENTER
55 HORIZON DRIVE
HUNTINGTON, N.Y.  11743
	

	
	

	To:
	     
	Date:
	     

	
	     
	
	

	
	     
	Re:
	     

	
	     
	DOB:
	     

	
	

	Dear Dr:       
	

	

	We have completed a psychiatric assessment on your patient named above.  Our diagnostic impression is      

	
	

	We are recommending treatment in our:
	 FORMCHECKBOX 
  Mental health clinic
 FORMCHECKBOX 
  Chemical dependency prog.

 FORMCHECKBOX 
  Other:       

	
	

	Current psychotropic medications are:
	     

	
	     

	
	     

	
	     


At this point, we would like to assume sole responsibility for any and all psychotropic medications.

Because of the issue of drug interactions – and because of our concerns ( and that of the N.Y.State Office of Mental Health) about the cardio-metabolic consequences of certain psychotropic medications, we need to exchange information with you. 
Please fill out and return to us the attached form.
Thank you very much for your cooperation, and feel free to contact us with any questions.  We look forward to an active collaboration.

Sincerely,
	
	
	     

	Signature    
	
	Print


	To:
	STAFF NAME
	

	
	55 HORIZON DRIVE
	

	
	HUNTINGTON, N.Y.  11743
	

	
	

	From:
	     
	

	
	     
	

	
	     
	

	
	

	Current Diagnosis:
	     

	
	     

	
	     

	
	     

	
	

	Current medications:
	     

	
	     

	
	     

	
	     

	
	     

	
	     

	
	     

	
	     

	
	

	Significant Lab, EKG results etc:
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