INPATIENT PSYCHIATRIC PROGRESS NOTE 

COUNSELING AND/OR COORDINATION OF CARE

Patient’s Name: _____________________________________________________________Date of Visit:_____________________ 

Interval History: _____________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

Interval Psychiatric Assessment/ Mental Status Examination: _______________________________________________________
______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________

Current Diagnosis: ___________________________________________________________________________________________ 

Diagnosis Update: ___________________________________________________________________________________________
Current Medication(s)/Medication Change(s) – No side effects or adverse reactions noted or reported (
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Lab Tests:   Ordered  (     Reviewed  ( :  ________________________________________________________________________

___________________________________________________________________________________________________________
Counseling Provided with Patient / Family / Caregiver (circle as appropriate and check off each counseling topic discussed and describe below:

( Diagnostic results/impressions and/or recommended studies 
( Risks and benefits of treatment options
( Instruction for management/treatment and/or follow-up 

( Importance of compliance with chosen treatment options 
( Risk Factor Reduction 


( Patient/Family/Caregiver Education 

(  Prognosis
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________
Coordination of care provided with (check off as appropriate and describe below):
Coordination with:  ( Nursing Staff   ( Treatment Team  ( Social Work   ( Physician/s   ( Family   ( Caregiver

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Additional Documentation (if needed):___________________________________________________________________________
____________________________________________________________________________________________________________

Duration of face to face visit with patient and floor time (in minutes):____________ 

CPT Code ___________________
Greater than 50% of patient time and floor time spent providing counseling and/or coordination of care: (
Justification for Continued Stay (record must include documentation to support justification for continued stay):

( A. Continued danger to self and/or others.
( B. Continued behavior intolerable to patient or society.
( C. High probability of A or B recurring if patient were to be discharged, and imminent re-hospitalization likely.
( D. Recovery depends on use of modality, but patient unwilling or unable to cooperate.
( E. Major change of clinical conditions required extended treatment.
( F. Has a general medical condition (other than mental disorder) requiring hospital care and due to psychological aspects, patient

         cannot be managed as well on non-psychiatric unit.
( ALC
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Psychiatrist’s Signature:_______________________________________Date:__________________







































