Practice Letter Head or Name  (DRAFT)
This Collaborative (or Co-Management) Agreement is between   <Practice Name> and <Behavioral Health Provider> for the management of patients with mental health and/or substance abuse issues.  As unaffiliated providers, we enter into this agreement to benefit the care of our mutual patients, to promote clear communication, to reduce duplication of resources, to streamline care and to provide high quality care.

<Practice Name> will do the following:

· A physician/provider or the Community Health Team member can refer a patient to <Behavioral Health Provider>

· Inform the patient to call the <Behavioral Health Provider> directly to schedule an appointment or assist the patients in scheduling an appointment with the <Behavioral Health Provider>
· At the time of the referral, the practice or Community Health Team member will tell, mail or fax the following information: reason for the referral; medical problem list; medication list;  any expectations of treatment or other concerns; and the best way to communicate with the practice or physicians 
· If the practice has a HIPAA compliant release of information signed by the patient, it should be mailed or faxed to <Behavioral Health Provider>
· Notify <Behavioral Health Provider> in a timely manner any important changes in medical status or medications, as appropriate
· Communicate to the <Behavioral Health Provider> any concerns about the patient or the patient’s treatment.
<Behavioral Health Provider> will do the following:

· Accept as many appropriate referrals as possible from the practices.
· Will schedule an appointment with non-emergent patients within 4 weeks of the referral

· Notify the <Practice Name> of the acceptance of the patient and the date of the appointment if the practice did not assist in scheduling the appointment

· Following the initial assessment/interview, provide a note including the diagnosis, treatment plan, goals and level of engagement.
· For on-going visits, provide a treatment/ progress note including the next scheduled appointment and any change in diagnosis, treatment plans and/or goals or utilize a customized fax form after each visit.
· Communicate directly with the referring physician at <Practice Name> if there are any concerns or recommendations related to medications
· Notify <Practice Name> if the patient does not show for the appointment or cancels the appointment without rescheduling the appointment.

· When therapy ends, the final treatment/progress note or discharge summary should include the diagnosis, treatment outcomes, and any recommendations.
· May refer to the practice’s Community Health Team including the dietitian, behavioral health therapist or social worker by contacting the nurse case manager.
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