MENTAL HEALTH TREATMENT PLAN REVIEW

PATIENT:
Name: 
DOB: 
Address: 
Contact details: 
Medicare No.: 
Interpreter required: NO

REVIEW DETAILS:
GP preparing this plan: 
Patient’s usual GP (if different): N/A

Date of review: 
Review No.: 1
Date of original Mental Health Treatment Plan: 

Items marked ^ are mandatory for compliance with Medicare (PBS) requirements.
MBS item numbers: 2712: Review of GP mental health treatment plan.


HISTORY

THERAPY SESSIONS COMPLETED SINCE LAST REVIEW: ?

PATIENT FEEDBACK ON SESSIONS: ?

COMMUNICATION RECEIVED FROM REFERRED PRACTITIONER/S: ?

CURRENT SYMPTOMS: 
(-) Low mood - feeling sad/down 
(-) Mood swings - highs and lows 
(-) Reduced ability to cope with daily problems or stress 
(-) Lowered energy or motivation 
(-) Elevated energy/arousal 
(-) Initial insomnia 
(-) Early morning wakening 
(-) Daytime sleepiness 
(-) Excessive fears or worries, or extreme feelings of guilt 
(-) Confused thinking or reduced ability to concentrate 
(-) Detachment from reality (delusions), paranoia or hallucinations 
(-) Trouble understanding and relating to situations and to people 
(-) Problems with alcohol or drug use 
(-) Changes in eating habits or appetite 
(-) Weight loss/gain 
(-) Libido changes 
(-) Excessive anger, hostility or violence 
(-) Suicidal thinking 
(-) Other: 

PROGRESS SINCE LAST REVIEW: 

Things that are better: 

Things that are worse: 

Things that have not changed: 

New problems or concerns: 

CURRENT PSYCHOTROPIC MEDICATION REVIEW: 
Agent: 
Date started: 
Effectiveness: 
Side effects: 

Agent: 
Date started: 
Effectiveness: 
Side effects: 


EXAMINATION

MENTAL STATE OBSERVATIONS: (*abnormalities*)
(-) Appearance. 
(-) Behaviour. 
(-) Motor activity. 
(-) Speech. 
(-) Mood (patient subjective). 
(-) Affect (examiner observations). 
(-) Thought processes. 
(-) Thought content. 
(-) Perceptions. 
(-) Cognition. 
(-) Sensorium/orientation. 
(-) Attention/concentration. 
(-) Memory. 
(-) Abstract reasoning. 
(-) Insight. 
(-) Judgement. 

Comments: 

KESSLER PSYCHOLOGICAL DISTRESS SCALE (K10)^:

Scores relate to the four weeks before the test.
Scores for each question:
1 = none of the time
2 = a little of the time
3 = some of the time
4 = most of the time
5 = all of the time

During the last four weeks, about how often did you feel…

(Score) parameter
(1) tired out for no good reason?
(1) nervous?
(1) so nervous that nothing could calm you down?
(1) hopeless?
(1) restless or fidgety?
(1) so restless you could not sit still?
(1) depressed?
(1) that everything was an effort?
(1) that nothing could cheer you up?
(1) worthless?

TOTAL SCORE: ?
Previous score: ?

Score interpretation:
< 20 = Likely to be well.
20-24 = Likely to have a mild mental disorder.
25-29 = Likely to have a moderate mental disorder.
30+ = Likely to have a severe mental disorder.

MINI MENTAL STATE EXAMINATION (MMSE): 
Consider for patients over 75 years or if otherwise indicated.
Result: Not indicated.

PHYSICAL EXAMINATION: N/A.

INVESTIGATION RESULTS: N/A.


ASSESSMENT

CLINICAL ASSESSMENT OF PROGRESS SINCE LAST REVIEW: ?

RISK ASSESSMENT^:

Suicide/self harm: (-) ideation/thoughts, (-) intent, (-) plan - timeline for acting on the plan: ?.

Harm to others: (-) ideation/thoughts, (-) intent, (-) plan. 

Other potential risk factors: (-) ATSI, (-) culturally & linguistically diverse, (-) disadvantaged geographical area or residence, (-) financial disadvantage, (-) prenatal and postnatal depression, (-) older persons mental health - 65+, (-) LGBTIQA+ community, (-) experiencing severe or high mental health needs.

Comments: ?

DISABILITY ASSESSMENT:

Social: ?

Educational: ?

Employment: ?


TREATMENT PLAN

MODIFICATION OF TREATMENT PLAN IF REQUIRED^: ?

INTERVENTION / RELAPSE PREVENTION PLAN^: ?

TREATMENT GOALS^: ?

Consider: 
Goals made in collaboration with patient. 
What does the patient want to see as an outcome from this plan?
Wellbeing, function, occupation, relationships.
Any reference to special outcome measures. 
Time frame.

CHANGES TO PRESCRIBED MEDICATION: ?

CHECKING, REINFORCING AND EXPANDING EDUCATION^: ?

EXERCISE RECOMMENDATIONS: at least 20-30 minutes of physical activity (such as walking) daily.

PSYCHO EDUCATION / INTERNET REFERRALS OR RECOMMENDATIONS: 
HeadToHealth.gov.au (Comprehensive list of Australian resources)
OnTrack.org.au (Free access to online programs, information, quizzes and advice)
myCompass.org.au (Personalised self-help tool for your mental health)
ThisWayUp.org.au (Practical tools to take care of your mental health)
MindSpot.org.au (Free, anonymous assessment and treatment for Australian adults experiencing stress, anxiety, depression, OCD, PTSD, and chronic pain)
ecouch.com.au (Interactive self-help and evidence-based information for social anxiety)
MoodGYM.com.au (Interactive self-help book which helps you to learn and practise skills which can help to prevent and manage symptoms of depression and anxiety)
ReasonsToStay.com.au (Suicide prevention skills)

SUPPORT SERVICES AND CRISIS SERVICES: (24/7 Mental health services)

Suicide Call Back Service (anyone thinking about suicide)
  www.suicidecallbackservice.org.au 
  1300 659 467
Lifeline (anyone having a personal crisis)
  www.lifeline.org.au
  13 11 14
Beyond Blue Support Service (anyone feeling anxious or depressed)
  www.beyondblue.org.au
  1300 22 4636
Kids Help Line (counselling for young people aged 5 to 25)
  www.kidshelpline.com.au
  1800 55 1800
MensLine Australia (men with emotional and relationship concerns)
  www.mensline.org.au
  1300 78 99 78
Open Arms (veterans and families counselling)
  www.openarms.gov.au
  1800 011 046

ACTIONS TO BE TAKEN BY PATIENT: ?

ROLE OF CARER/SUPPORT PERSON(S): ?

COMPLETING THE PLAN: 

GP has:
Discussed the assessment with the patient.
Discussed all aspects of the plan and the agreed date for review.
Offered a copy of the plan to the patient and/or their carer (if agreed by patient).
Added the plan to the patient's records.
Provided a copy of the plan offered to other providers.

PLAN REVIEW:
Planned date for review with GP: ?

(If required, a second review should usually not occur less than 3 months after the first review, additional GP mental health treatment consultations are also available at any interval.)

RECORD OF PATIENT CONSENT:
I agree to information about my health being recorded in my medical file and being shared between the General Practitioner and other health care providers involved in my care, as nominated above, to assist in the management of my health care. I understand that I must inform my GP if I wish to change the nominated people involved in my care.

I understand that as part of my care under this Mental Health Treatment plan, I should attend the General Practitioner for a review appointment if requested.

I consent to the release of the information on this plan to the following carer/support and emergency contact persons: ?


PATIENT SIGNATURE: 						Date: 

GP ACKNOWLEDGEMENT:
I have explained the steps and costs involved, and the patient has agreed to proceed with the service(s) in this plan.


GP’S SIGNATURE:							Date:



MENTAL HEALTH TREATMENT PLAN REVIEW REFERRAL

REFERRAL/S^: (e.g., psychologist, psychiatrist, social worker, occupational therapist, other GPs, other medical specialists, accommodation, case manager).

Patients can be referred for a further course of treatment – a maximum of six individual services in any one referral but may be less depending on the referral and the patient's clinical need, to a maximum of 10 individual services per calendar year (COVID-19 arrangements – up to 20 individual psychological appointments per calendar year until 30 June 2022).


AHP TYPE: Psychologist
NAME: ?
ADDRESS: ?
TELEPHONE ?
FAX/EMAIL: ?
SPECIFIC REFERRAL REQUEST: ?
NUMBER OF SESSIONS REFERRED FOR: 6
TIME FRAME: ?

AHP TYPE: Social Worker
NAME: ?
ADDRESS: ?
TELEPHONE ?
FAX/EMAIL: ?
SPECIFIC REFERRAL REQUEST: ?
NUMBER OF SESSIONS REFERRED FOR: 6
TIME FRAME: ?

AHP TYPE: Occupational Therapist
NAME: ?
ADDRESS: ?
TELEPHONE ?
FAX/EMAIL: ?
SPECIFIC REFERRAL REQUEST: ?
NUMBER OF SESSIONS REFERRED FOR: 6
TIME FRAME: ?



GP’S SIGNATURE:							Date:

