
Family Therapy without patient present (90846) / with patient present (90847)
Patient’s Name: _____________________________________________ Date of Service:_______________________
CPT Code:  ( 90846       ( 90847 



     Patient Present:       ( Yes          ( No

Patient’s Diagnosis/Diagnoses:________________________________________________________________

Others Present and Relationship to Patient:

Name/Relationship:____________________________________Name/Relationship_____________________________________

Name/Relationship:____________________________________Name/Relationship_____________________________________

Name/Relationship:____________________________________Name/Relationship_____________________________________

Psychotherapy:      ( Insight Oriented
( Behavior Modifying
( Supportive
Psychotherapeutic Interventions:  ______________________________________________________________________________
_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Medical Necessity: Family Therapy provided in order to: 
( Address maladaptive behaviors of family members exacerbating the patient’s mental illness or interfering with treatment

( Assist the family in addressing the maladaptive behaviors of the patient and to improve patient’s treatment compliance
( Address the patient’s interaction with family members exacerbating the patient’s mental illness or interfering with treatment
Current Medication(s)/Medication Changes: __________________________________________________________________
( No side effect or adverse reactions notes or reported except ______________________________________________________

( I-STOP review required and performed
Family Therapy Treatment Plan Update: ______________________________________________________________________

Total Face to Face Time:   __________ min.
Psychiatrist’s Signature: _____________________________________Date:_____________
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