
 

Your Choice Residential  
                    

       HEALTH CARE VISIT FORM 
 

 
CLIENT/PATIENT NAME: _______________________________________________________ 
 
DATE:_______________  HEALTH CARE PROVIDER: _______________________________ 
 
PURPOSE OF VISIT: __________________________________________________________ 
 
DIAGNOSIS: _________________________________________________________________ 
 
____________________________________________________________________________ 
 
PLAN/ ASSESSMENT: _________________________________________________________ 
 
____________________________________________________________________________ 
 
____________________________________________________________________________ 
 
NEW ORDERS/ PRESCRIPTIONS: 
(PLEASE GIVE ANY NEW MEDICATIONS, ORDERS, AND HEALTH VISIT FORMS TO AGENCY WITHIN 24 HOURS) 
 

MEDICATION DOSAGE FREQUENCY DIAGNOSIS 

    

    

    

    

 
ORDERS: ___________________________________________________________________ 
 
____________________________________________________________________________ 
 
____________________________________________________________________________ 
 
 
________________________________________________________      _________________ 
                   PHYSICIAN SIGNATURE                                                                    DATE 
 
HEALTH CARE FOLLOW UP: 

DATE RECEIVED:______________________  FOLLOW UP NEEDED:          YES         NO 

COMMENTS: _________________________________________________________________ 

____________________________________________________________________________ 

NEXT APPOINTMENT: _________________________________________________________ 

SIGNATURE: _________________________________________   DATE:  ________________ 
 


