
MENTAL HEALTH PLAN &  REVIEW
Pat ient  Nam e (or  label ) Dat e of  Bi r t h

GP Nam e

Dat e of  Ment a l
Heal t h  Plan

Proposed Dat e of  Ment a l
Heal t h  Rev iew

(between 4 weeks – 6 months)
Problem  / Issue GOAL (eg. Reduce symptoms, improve

functioning)
ACTION / TASK  (eg. Referral for Allied
Health, or pharmacological treatment, or
engagement of family/other supports)

PROGRESS (at
review)

1.

2.

Al l ied Heal t h  Referra l  Dat a
Int ervent ion Reques t ed Cogni t ive Behav ioura l  Therapy (CBT):
Diagnostic assessment Yes �   No � Behavioural interventions Yes �   No �
Psycho-education Yes �   No � Cognitive interventions Yes �   No �
Interpersonal Therapy Yes �   No � Relaxation strategies Yes �   No �

Skills training Yes �   No �
Other CBT interventions Yes �   No �

Other (specify)

Consent form signed by patient (to share
clinical notes)

Yes �   No �

Fol low  Up / Relapse Prevent ion Plan (if appropriate)

Em ergenc y Care

Not es

Pat ient  Educ at ion g iven Yes �   No � Copy of  MH p lan g iven t o  pat ien t Yes �   No �
I  unders t and t he above Ment a l  Heal t h  Plan and agree t o  t he out l ined goals  / ac t ions
Pat ient  Signat u re

X
GP Signat u re

X
Ment a l  Heal t h  Review Dat e

Out c om e Tool Resul t  a t
assessm ent

Resul t  a t
rev iew

Furt her  Ac t ions/Task s or  Not es


