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Bridging the Communication Gap Between Physicians
and Their Patients With Physical Symptoms of Depression
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Primary care physicians must understand and effectively communicate to their patients with de-
pression the importance and process of managing the illness because these clinicians are usually the
first to diagnose and treat patients with depression, especially depression with physical symptoms.
Diagnosing and treating depression presents physicians and patients with a number of challenges,
many of which arise because doctors and patients do not share enough information with one another.
To improve the management of depression, physicians should explain how depression is diagnosed,
how the individual’s depression will be treated, how treatment success is defined, what treatment side
effects might occur and how they will be addressed, and why adhering to the treatment regimen is
important. Unfortunately, patients might not remember everything their physicians say during office
visits, and physicians might forget to mention some instructions. To make sure that patients under-
stand as much about depression and its treatment as possible, physicians should provide patients with
resources such as pamphlets, videotapes, names of books, and Web site addresses and, if possible,
enlist a mental health professional to educate the patient and provide psychotherapy. Physicians
should encourage patients to become actively involved in their treatment by recording their symp-
toms, goals of therapy, side effects, and changes in their condition and by voicing their concerns. If
primary care physicians and patients with depression improve their communication, they will ulti-
mately strengthen the doctor-patient relationship and improve the patients’ depressive symptoms and
quality of life. (Prim Care Companion J Clin Psychiatry 2004;6[suppl 1]:17–24)

B
prominent somatic symptoms, is often primary care phy-
sicians, how well these doctors understand the disorder
and communicate with their patients with depression will
greatly impact the success of treatment. Unfortunately, pa-
tients and primary care physicians often do not communi-
cate well with one another; therefore, many patients with
depressive disorders including major depressive disorder,
adjustment disorder with depressed or mixed mood, and
dysthymia—which may be about 22% of primary care pa-
tients1—never receive the correct diagnosis and optimal
treatment. For example, most patients with depression will
not realize that the psychiatric disorder is the cause of their
physical symptoms unless their doctors explain the nature
of the illness to them. Once depression has been identified,

if primary care physicians do not encourage patients to
openly relay what symptoms and side effects they have
during treatment and how well they are adhering to
therapy, patients might experience little improvement in
their depression. To give patients with depression the best
quality of life possible, primary care physicians should un-
derstand the challenges that the disorder presents in the pri-
mary care setting and effectively communicate the impor-
tance and process of managing depression to their patients.

CHALLENGES IN DIAGNOSING
AND TREATING DEPRESSION

Depression presents primary care physicians with
myriad challenges related to the nature of the disorder and
to physicians’ and patients’ preconceptions about depres-
sion and its treatment. For the physician, successful treat-
ment of this disorder requires more proactive and system-
atic approaches to detection and management than does
treatment of some chronic physical conditions such as
hypertension and hyperlipidemia. Because depression is
a psychiatric disorder, patients may also be less under-
standing of and more resistant to diagnosis and treatment
than they would be if they had a physical illness.

Depression is less easily diagnosed than some physical
conditions, and there is no objective test, such as a blood
test, to confirm the presence of the disorder. Symptoms
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can vary greatly (e.g., from mood disturbance to physical
complaints), can be contradictory (e.g., from hypersomnia
to insomnia), and can present as or worsen other medical
conditions (e.g., headaches, back pain from arthritis).
The symptoms can be more disabling than those of many
other medical conditions such as arthritis, diabetes, and
hypertension.2

Somatic symptoms, which are frequently attributed to
other conditions, are often the main reason that depressed
patients seek treatment from their primary care physician.
The World Health Organization conducted a study3 on
somatic symptoms of depression at 16 primary care cen-
ters in 14 countries. Physical symptoms such as headache,
back pain, weakness, fatigue, and constipation were the
only reason that 69% of the 1146 patients who met the
DSM-IV criteria for major depressive disorder stated for
coming to the center. The somatic symptoms listed in
Table 1 might indicate depression if they occur almost ev-
ery day and are not caused by another condition.

Once the diagnosis is made, the treatment of depression
requires monitoring the patient for clinical response, side
effects, and compliance with the treatment regimen over at
least 6 months. The need for long-term treatment for all
depressed patients is often at odds with the fast pace and
focus on acute care in most primary care practices and
with patients’ expectations for an immediate cure. For ex-
ample, depression cannot be treated like an infection, with
an antibiotic that is effective in about 7 days, but instead
requires months and in many cases years of treatment.

Patients’ ideas about depression often hinder their diag-
nosis and treatment. Depressed patients are often neither
assertive nor informed and, therefore, may not clearly
communicate symptoms. Patients who do express their
complaints may be unaware of or unwilling to accept the
true cause and may agree to diagnostic tests and treatment
for only specific medical conditions. Ignoring the under-
lying psychiatric illness only compounds the problem and
delays the initiation of effective treatment. Seeking and
following through with care may be difficult for patients
because of the social stigma attached to mental illnesses.

The success of therapy depends on patients’ adherence
to their treatment regimen. Poor adherence might be

caused by a patient’s refusal to accept the diagnosis and/or
treatment plan, the medication’s side effects, or the cost of
treatment. When physicians clearly communicate to pa-
tients and their families the nature of depression as well
as information about the treatment plan (including the
duration and potential for side effects), the chances for
recovery are substantially increased.

Communication Gap
Open and effective communication lies at the heart of

the doctor-patient interaction and is the most important
tool doctors have to diagnose depression, monitor the
patient’s progress during treatment, and predict patients’
adherence to therapy and, ultimately, their response to
treatment. Yet, studies have shown a significant communi-
cation gap between primary care physicians and patients
that leads to suboptimal treatment and, therefore, subopti-
mal outcomes.

Poor communication might be the reason that many pa-
tients discontinue antidepressant treatment before they
have experienced symptom improvement and reduced the
likelihood of relapse. For patients who are experiencing
their first episode of depression, antidepressant treatment
should be continued for at least 4 to 5 months after depres-
sive symptoms resolve to prevent relapse, according to
guidelines by the American Psychiatric Association.4

However, many patients stop taking antidepressants long
before the guidelines recommend. In a study by Lin and
coworkers,5 44% of the 155 patients, who had been pre-
scribed antidepressant therapy for depression by a primary
care physician, discontinued treatment within 3 months
after its start. Factors that cause patients to prematurely
discontinue treatment include poor patient-physician
communication, lack of family support, clinical response
to therapy, and adverse effects. Research5–7 has shown that
a strong treatment alliance between physicians, patients,
and their families that includes discussions about the dura-
tion of treatment, expected improvement, and adverse
effects can reduce patients’ worry and the resulting prema-
ture discontinuation of medication treatment for chronic
illnesses.

Effective communication can help patients continue
antidepressant therapy, although studies7,8 have shown
that discrepancies often exist in what physicians and pa-
tients remember about their interaction. In a recent study
conducted in a managed care setting, Bull et al.7 found
differences in what the 401 depressed patients remember
being told and what their 137 physicians say that they rou-
tinely tell patients. When asked how long patients were
advised to take antidepressants when therapy was intro-
duced, 72% of the physicians but only 34% of the patients
responded that the recommended length of treatment was
6 months or longer. Although the study did not determine
whether the physicians had forgotten to specify the du-
ration of treatment or patients had inaccurately recalled

Table 1. Somatic Symptoms That Might Indicate the Presence
of Depression
Gastrointestinal problems
Change in appetite
Substantial unplanned weight loss or gain
Physical restlessness or slowness noticed by others
Fatigue or lack of energy
Change in sleep patterns
Abdominal or chest pain
Back pain
Headache
Limb pain
Joint pain



© COPYRIGHT 2004 PHYSICIANS POSTGRADUATE PRESS, INC. © COPYRIGHT 2004 PHYSICIANS POSTGRADUATE PRESS, INC.

Bridging the Communication Gap for Depressed Patients

Prim Care Companion J Clin Psychiatry 2004;6 (suppl 1) 19

what they were told, the findings clearly showed that
better communication between patients and physicians
is needed.

Similarly, in the results of a landmark survey, the Na-
tional Depressive and Manic-Depressive Association,8

now known as the Depression and Bipolar Support Alli-
ance, found that primary care physicians and patients with
depression had difficulty communicating about adverse
effects and participation in treatment decisions. The per-
centage of physicians who said they address side effects
with patients was substantially larger than the percentage
of patients who said they were told about side effects.
Some of the largest discrepancies were seen in the rates
of reported discussion about sexual dysfunction (69% of
the 881 physicians versus 16% of the 1001 patients) and
weight gain (47% of the physicians versus 16% of the pa-
tients). Another problem was the lack of communication
about whether side effects must be tolerated. Although
40% of the patients thought they must endure side effects,
only 9% of the physicians agreed. Physicians and patients
also disagreed about whether they collaborated on treat-
ment decisions: 71% of physicians compared with 54% of
patients felt that patients were involved.

Physicians might reduce the disparity between what
they recall telling patients and what patients remember
being told by developing a thorough plan for communicat-
ing with patients, as described below. If physicians bridge
the communication gap, the outcomes of their depressed
patients should improve.

EFFECTIVE COMMUNICATION

Effective communication between physicians and pa-
tients is key to the successful treatment of patients with
depression in the primary care setting. To improve adher-
ence and outcomes, physicians should incorporate several
important steps into their treatment of and communication
with patients who are diagnosed with depression.

Explain the Diagnosis
When patients are diagnosed with depression, physi-

cians should help patients to understand and accept the
diagnosis. There are 3 main points the physician should
convey to the patient. First, depression is a disorder with a
physical basis that impacts one’s emotional and physical
condition. Second, depression is a medical condition and
should not be viewed as shameful. Third, when the chemi-
cal imbalance and situational and life stresses that cause
depression are reduced or eliminated, the patient’s depres-
sive mood and/or physical symptoms will get better.

Explain the Treatment Plan
Patients who know what to expect during treatment will

be more likely to comply with their therapy and will be
better able to take an active part in their care. Management

of patients should include informing them, and ideally
their close family or friends, about the following topics.

Treatment options. Patients should know that finding
the right medication and optimum dose for them might
take months because each patient responds differently.
When evaluating options, physicians should tell patients
the indications, mechanisms of action, benefits, costs, and
potential side effects of all therapies being considered.

Length of treatment. Some patients want medication to
be a quick fix or are uncomfortable with the idea of taking
antidepressants for months or years. Therefore, physicians
must give patients realistic expectations of how long medi-
cation treatment will last. Patients should know that de-
pression is often a recurrent illness and that medication
treatment should last for months, if not years. Acute treat-
ment may take weeks to months to resolve both the physi-
cal symptoms and the depressed mood. Continued therapy
for at least 4 or 5 months is required to prevent relapse,
even for those patients who have had a single uncompli-
cated episode of depression. For patients who have had
3 or more episodes of major depression, maintenance
therapy for at least 3 years and possibly a lifetime will de-
crease the incidence and severity of relapse.

Frequency of visits and follow-up contact. When treat-
ment first begins, physicians should meet with or tele-
phone patients once every week or 2 weeks to address
symptoms, side effects, and treatment compliance. During
this time, the physician, the patient, and the family should
watch for any suicidal ideation, and if it is present, explore
whether it is active or passive in nature and whether the
patient intends to act, has the means to act (e.g., weapons
or medications), and has a plan or deadline for action. Pa-
tients should be reminded that if they do not take their
medication as prescribed, their symptoms will not im-
prove. If intolerable side effects occur or symptoms do not
improve after 4 to 6 weeks, the medication might need to
be switched. Once the patient is showing signs of a re-
sponse to medication therapy, as determined by his or her
unique symptoms and treatment goals, the treatment can be
continued and the patient’s progress checked again at 6 and
12 weeks.

Referral to a mental health professional. If patients
have experienced very little or no improvement after 12
weeks of medication treatment, referral to a psychiatrist
should be considered. If referral to a psychiatrist is neces-
sary, the patient, his or her family members, the primary
care physician, and the psychiatrist should communicate
with each other clearly and openly.

Discuss Side Effects
Patients need to understand that the medications used to

treat depression, like medications used to treat many other
medical conditions, have side effects. However, side ef-
fects can vary among patients or not occur at all. Before
treatment is started, physicians should tell patients what
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specific side effects may occur and emphasize the impor-
tance of continuing the medication at the suggested dose
until they can talk to the physician. The physician and the
patient should identify which adverse effects might be
most upsetting to the patient. Some side effects such as
sexual dysfunction and weight gain may not seem crucial
to the physician but may be extremely distressing to the
patient.

At each encounter, physicians should ask patients
whether they have experienced any side effects. If side ef-
fects have occurred, physicians should explain to patients
how these side effects will be managed and, when pos-
sible, give patients concrete suggestions for dealing with
them. For example, a common early side effect of antide-
pressants is nausea, but patients might manage this symp-
tom by taking their medicine with food. If adverse effects
are intolerable, changing the dose or switching to another
medication may be necessary.

Explain Treatment Success and Failure
Patients (and their close family or friends, if possible)

should understand how treatment success is defined and
when it might be accomplished. Successful medication
treatment of depression is defined as the complete or near-
complete relief of mental and physical symptoms and the
freedom from persistent or problematic medication side
effects. Achieving the goals of therapy may take months
and require changes to the medication dose. A medication
trial of 4 to 6 weeks generally results in substantial symp-
tom relief, and by 12 weeks, many—but not all—patients
should have a full response to treatment. If after 4 to 6
weeks the patient shows little or no improvement, either a
switch of medication or a change of dose and continued
close follow-up are needed.

Treatment success is not accomplished until patients
have maintained improvement on medication therapy for
at least 4 to 5 months after symptoms have resolved. How-
ever, many patients decide to forego therapy and not re-
turn for follow-up visits once they begin to feel better. To
prevent premature discontinuation, physicians must com-
municate to patients and their families the importance of
continuing therapy, stressing the point when therapy be-
gins as well as when symptoms have improved. During
continuation therapy, physicians should work with pa-
tients to actively monitor treatment adherence and watch
for signs of relapse. The best predictors of relapse are per-
sistence of subthreshold symptoms and a history of recur-
rent, or chronic, depression. Patients should know that if
they have residual symptoms, especially physical symp-
toms, they have a higher chance of future relapse. If symp-
toms persist, patients might need to increase their medica-
tion dose. Adjusting treatment for the patient’s unique
needs and maintaining full and open communication
among the physician, patient, and family at all times are
necessary for therapy to succeed.

Explain the Importance of Treatment Adherence
Patients should know that the risk of relapse substan-

tially increases when they do not take their medication as
prescribed during acute therapy and for at least 4 to 5
months after their symptoms are well controlled. Melfi and
colleagues9 examined the influence of early medication
discontinuation on the risk of relapse in 4052 depressed pa-
tients in a state Medicaid database. The patients who were
poorly compliant, that is, filled fewer than 4 prescriptions
for the same antidepressant during the first 6 months of
treatment, had a 77% greater risk for relapse or recurrence
than did the patients who adhered to the treatment regimen.

Physicians must address treatment adherence with pa-
tients throughout the course of therapy. When beginning a
medication trial, the physician and patient should first
identify the patient’s potential difficulties in complying
with treatment and then design strategies to handle these
obstacles. For example, patients who know they have diffi-
culty remembering to take medication might use a pillbox
with a separate compartment for each dose that is labeled
with the day of the week and the time of day. If patients no
longer want to take medication when they feel better, phy-
sicians might highlight the connection between symptom
improvement and medication by asking patients to chart
how their mood has changed since they have been taking
the antidepressant.

Use Multidisciplinary Treatment Approaches
Because many primary care practices are not well

equipped to provide the long-term follow-up visits, educa-
tion, and support that chronic illnesses such as depression
require, the aid of mental health professionals might in-
crease the quality of care for depressed patients. However,
interventions that do not involve patients directly but are
limited to primary care physicians’ consulting psychiatrists
about patients’ symptoms and treatment may do little to
improve patient outcomes.10 Disease management pro-
grams or systems interventions that actively include pa-
tients, like those that have been used successfully for
chronic conditions such as diabetes and arthritis, may
be useful in the treatment of depression. Studies11–13 have
shown that programs that integrate a psychologist, psy-
chiatrist, or other mental health practitioner into the
primary care setting to provide education, symptom mon-
itoring, short-term cognitive-behavioral therapy, and med-
ication recommendations have led to improved adherence,
outcome, and satisfaction, at least for the short term.
The improved patient outcomes that result from intensive
follow-up and frequent ongoing communication between
the patient and physician can outweigh the cost of imple-
menting multidisciplinary programs.

Get Patients Involved in Their Health Care
To be satisfied with their treatment and have the best

possible health outcome, patients must actively collaborate
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with their doctor to manage their depression. Physicians
should explain to patients how they can become informed
about and involved in their health care.

Learn everything possible about depression, at an
individualized pace. Physicians can suggest key points
for patients to research, which include the natural history
of depression, the role of medication treatment, the impor-
tance of treatment adherence, anticipated therapy out-
comes, the length of time medication will take to become
effective, the risk of relapse and recurrence, potential
medication side effects, and strategies for ameliorating
side effects. To avoid feeling overwhelmed, patients
should gradually gain this knowledge as their symptoms
improve and they become better able to process informa-
tion and make decisions. Because primary care physicians
are often under great time constraints, patients might be
referred to printed educational materials, a reliable Web
site on depression, or a nurse practitioner or other health
professional.

Record symptoms, side effects, and progress toward
recovery. Patients should keep track of their initial and
current physical and emotional symptoms, vague com-
plaints, side effects, functional status, quality of life mea-
sures, and any changes in their condition during therapy.
Useful tools for recording this information are a personal
health journal and a disease-monitoring form such as the
Savard Form for Symptom, Side Effect, and Medication
Monitoring (Appendix 1). For patients who are severely
depressed, close family members or friends may need to
keep the journal or complete the monitoring form until pa-
tients are ready to maintain the tools themselves. The ben-
efits of using a monitoring tool are that depressed patients,
who often forget how sick they were once they feel better
and may therefore minimize their response to treatment,
can easily see changes in their condition with medication
and quickly relay this information to their physicians
during office visits. Tracking symptoms, side effects, and
progress can also help patients feel more in control and
like a vital participant in their recovery.

Identify a close family member or friend to serve as a
health “buddy” or advocate. Patients, as well as physi-
cians, will benefit from depressed patients teaming up
with a close family member or friend who will help them
comply with their medication regimen, monitor their
symptom improvement and side effects, and prepare for
doctor’s visits. During office visits, the personal advocate
can record answers to questions, any change in therapy,
and the physician’s explanations of symptoms. To prepare
for the role of health advocate, the individual should re-
ceive the same detailed education about depression as the
patient.

Prepare a list of questions or concerns before each
office visit. A major reason for patients’ dissatisfaction
with physicians’ office visits occurs when patients forget
to ask their important questions, and many depressed

patients fail to remember every detail of their symptoms
and concerns by the time they reach the doctor’s office.
Having patients prepare a written list of questions and
concerns related to symptoms, treatment, and side effects
before the visit (often with their health “buddy”) will pre-
vent this problem. Instead of simply encouraging patients
to write down their questions on their own, physicians
should give patients a form to record their concerns be-
cause those who use a form may be more likely to ask
questions, express fears and misunderstandings, and take
initiative during their visits.14 At the beginning of the visit,
the physician should ask to see the patient’s list so that
they are sure to cover what is most important to the pa-
tient. Patients can also use their list to write down physi-
cians’ treatment advice and record any treatment changes
such as adjusted medication dose.

Ask about medication concerns. Patients often wonder
how to take their medication, e.g., how much to take, what
time of day to take it, and what to do if they forget a dose.
They might also worry about what adverse effects might
occur and what they can do if they have any troublesome
side effects, including what changes in diet, physical ac-
tivity, or sleep patterns might help reduce side effects, as
well as how they can reach their physician in an emer-
gency. Another common question is how will they know
when they should switch or stop medication. (The physi-
cian should remind the patient never to stop taking medi-
cine without consulting the doctor, to prevent withdrawal
symptoms.) Because depressed patients’ concerns about
medication, especially side effects, and bleak outlook can
affect their compliance, they must be encouraged to ask
for answers to their specific medication questions.

Carry a personal health information list at all times.
A patient’s medical history and list of current medications
is critical to making an accurate diagnosis and providing
safe and effective treatment. Physicians should suggest
that each patient create and frequently update a personal
health information list that includes the patient’s medical
conditions, allergies or medication reactions, a complete
list of current medications (both prescription and over-the-
counter drugs as well as vitamins and herbal supplements)
with the dosing directions, and an emergency contact. Pa-
tients should carry this list at all times, perhaps in their
wallet next to their insurance card, and show the list to all
health care practitioners they visit, especially before ac-
cepting a new prescription medication.

If referred to a psychiatrist for further treatment,
come prepared with information. The more prepared a
patient is for a referral to a psychiatrist, the more useful
the visit will be for the patient, the primary care physician,
and the psychiatrist. Patients should bring their up-to-date
personal health information list, health journal or monitor-
ing form, and a list of important questions and concerns.
The primary care physician should also give the patient a
note or some other written form of communication for the
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psychiatrist that details the patient’s condition and the
reasons for referral. Having access to this information
will help the specialist prepare to treat the patient with de-
pression, who will often have multiple physical symp-
toms and a complex medical history.

CONCLUSION

Depression, especially depression manifested primar-
ily by physical symptoms, is a common disorder that fre-
quently presents in the primary care setting. The condition
is associated with substantial suffering, functional impair-
ment, diminished quality of life, frequent use of general
medical services, and poor adherence to medical treat-
ment. However, many patients are unaware that depres-
sion is the cause of their somatic symptoms. Physician-
patient communication affects important health outcomes
including information exchange and recall, reduction of
distress, and improved satisfaction and treatment ad-
herence. Substantial evidence demonstrates that effective
communication with patients and others involved in
their care such as a close family member or friend—along
with appropriate medication and ongoing monitoring and
support—is key to the successful treatment of depression.
Therefore, primary care physicians should make sure their
patients understand the disorder and its treatment and pro-
vide patients with opportunities to actively participate in
their care.

Disclosure of off-label usage: The author has determined that, to the
best of her knowledge, no investigational information about pharma-
ceutical agents has been presented in this article that is outside U.S.
Food and Drug Administration–approved labeling.
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Appendix 1. Savard Form for Symptom, Side Effect, and Medication Monitoring

Name: ___________________________________________________________________ Date of Birth: __________________________________

Instructions: Before each visit, list symptoms and related goals, relevant medications, side effects, and questions. You may add more symptoms
and goals, new medications and medication changes, and side effects over time. If you are at an office visit and an old item does not apply any
longer, explain in the blank next to the item what has changed (for example, a symptom or side effect is gone, you have achieved a goal, you
stopped taking a medication, or one of your questions has been answered).

Office Visit

Item to Monitor Date ______________________  Date ______________________ Date ______________________

Symptom and Related Goal
(See other side for common Change in Symptom Severity and Progress Toward Goal
symptoms and goals.)

Symptom:

Goal:

Symptom:

Goal:

Symptom:

Goal:

Symptom:

Goal:

Symptom:

Goal:

Symptom:

Goal:

Side Effect
Degree of Severity(See other side for common side effects.)

continued
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Appendix 1. Savard Form for Symptom, Side Effect, and Medication Monitoring (cont.)

Office Visit

Item to Monitor Date ______________________  Date ______________________ Date ______________________

Antidepressant Medication
Dosing Instructionsand Dosing Change

Question or Concern Doctor’s Response or Solution

Common Symptoms and Example Treatment Goals
Symptom Example Treatment Goal

Back pain Stop needing pain medication
Change in appetite and/or unplanned weight loss or gain Stop eating when I feel sad
Change in sleep pattern Sleep through the night
Feeling restless or moving slowly Be able to sit through a movie
Fatigue or lack of energy Be able to make dinner and clean up after work
Lack of interest in things I used to like Start playing golf with friends at least once a month
Problems concentrating or making decisions Be able to focus all day at work with only a few short breaks
Feeling guilty or worthless Stop blaming myself if I forget to do something like give

someone a phone message once in a while
Suicide or thoughts of death Stop thinking about death when I feel sad

Common Medication Side Effects
Weight gain Nausea Diarrhea or constipation
Dry mouth Sweating Dizziness
Headache Back pain Insomnia
Drowsiness or fatigue Apathy or emotional flatness Sexual problems such as decreased sexual desire
Anxiety or nervousness and abnormal ejaculation

Tips for Getting Involved in Your Treatment
• Learn everything you can about depression, at your own pace
• Keep taking your medication as prescribed until your doctor advises you to stop
• Record what your symptoms and side effects are and how they have gotten better or worse in a health journal and/or on this monitoring form
• Identify a close family member or friend to serve as your health “buddy” or advocate
• Prepare a list of questions or concerns before each doctor’s visit
• Ask your doctor any questions you have about medication
• Carry a list of your health information with your illnesses, medications, allergies, and emergency contact at all times
• If you are referred to a psychiatrist for further treatment, bring information including a record of your symptoms and side effects,

your health information list, and a note from the doctor who has been treating your depression
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