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360 Chart #

Primary Care Physician Name (or NP/PA-C) - Printed 

Check all that apply, have Primary Care Physician SIGN and RETURN TO 360CARE

Bipolar Sxs Anxiety Sxs Psychotic SxsDepressive Sxs Other Sxs

PCP MUST 

INDICATE

YES       NO

"YES" MUST be indicated above 

for a valid order.

PRIMARY CARE PHYSICIAN (or NP/PA-C) SIGNATURE 

Date

signature

I request a mental health and/or psychiatric evaluation and services. Please include the results of the evaluation in the patient’s medical record at the location for my review. 
Based on my professional opinion, this request is medically necessary based on the following: (check all that apply)

FAX:  (844) 779-2439 EMAIL: branch_sevenhills@360care.com PHONE:  (844) 779-2433

v6.21


