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Continuing Medical Appointment Documentation
Child’s Name:______________________________________
Date of Birth:______

Resource Family Name:____________________________________________________

Date(s) of Appointment:____________________________________________________
Reason(s) for Appointment:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Observations & Findings:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Recommendations:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Name of Practitioner:______________________________________________________

Type of Practitioner:_______________________________________________________

Address:__________________________________________Phone:_________________

Signature of Practitioner:_________________________________  Date:_____________

Instructions:  This form is to be used to record any additional medical, dental appointments or immunizations not already recorded on the routine medical forms.  Each form must be returned to the case manager.
