
Deborah L. Carle, Ph.D. 

11111 Nall Avenue, Suite 224 

Leawood, KS  66211 

Phone: (913) 549-4390; Fax: (913)549-4392 

 

 

REPORT TO PRIMARY CARE PHYSICIAN 

 
Client Name: ______________________________________  Date of Birth: ________________ 

 

Name of Physician: _____________________________________________________________ 

 

Name of Practice/Address:  ______________________________________________________ 

 

Physician Phone: _______________________   Physician Fax: __________________________ 

 
Please choose ONE of the following: 
 

(1) ______ I authorize Dr. Deborah Carle to exchange information with my Primary Care  
              Physician. 

(2) ______ I DO NOT authorize Dr. Deborah Carle to exchange information with my Primary   
                           Care Physician. 

(3) ______ I do not have a Primary Care Physician at this time. 
 

Client/Guardian Signature: ___________________________________  Date: ______________ 
 

 

FOR OFFICE USE ONLY 
 
Suggested Diagnosis: _____________________________________________________________ 
 
Reported Current Psychotropic Medications:  _________________________________________ 
_______________________________________________________________________________ 
 
Please evaluate client for the appropriate medication(s) for treatment of: ___________________ 
_______________________________________________________________________________ 
 
Treatment Goals: ________________________________________________________________ 
_______________________________________________________________________________ 
 
Treatment Modalities:  
_____ Individual Therapy  _____ Family Therapy  _____ Group Therapy  _____ Couples Therapy 
_____ Psychotropic Medication  _____ Community Referral ______________________________ 
 
Psychologist Signature:_______________________________________  Date: _______________ 
 

 


