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Health Care Coordination Form

_____________200___

______________________________________   PLEASE FILL OUT 
______________________________________                          SHADED AREA WITH
______________________________________   YOUR DOCTOR’S 
Tel: _______________Fax:________________   INFORMATION

Dear Dr.________________________

In order to coordinate care, I wish to inform you that your patient, 
__________________________, DOB:______________________, 
was referred to me for treatment on ______/____/_____.  The patient is being treated for 
_________________________________________________________________
_____________________________________________________________. with a 
DSM-IV diagnosis of _____________________________________.
Outpatient care is being delivered, and the treatment plan consists of the following 
modalities:
 ___Individual Psychotherapy  ___Couples Therapy
 ___Family Psychotherapy  ___Medication Management
 ___Group Psychotherapy  ___Other:

Medication (s) are being managed by:_____________________________
Medications and Dosages:

1. ___________________________________________________
2. ___________________________________________________

Please be aware that at Gelbart and Associates we offer a full spectrum of mental health 
services for children, adolescents, and adults, in our Torrance and Redondo Beach offices.  
Our staff of twenty clinicians includes five psychiatrists, including two child psychiatrists, 
psychologists, social workers and marriage and family therapists.  We offer therapy and 
medication management for issues including chemical dependency, depression, anxiety and 
phobias, marital conflicts, parenting issues, and pain and stress management.  At our three 
South Bay locations, we accept most HMO, PPO, and private insurances; have flexible 
appointment hours, including weekends and evenings; we are committed to providing 
excellent treatment to our patients, quick access, and appropriate service and feedback to 
our referral sources.  Please let us know if we can provide any assistance to any of your 
patients.

If you need any further information, or would like to discuss this patient, please contact me 
at ____310-257-5750 ext ______(Torrance) or _____310-792-1823 ext.___(Redondo)

Sincerely,
________________________   ______________________
Clinician Name     Clinician Signature


