
HEALTH CARE APPOINTMENT/VISIT NOTES

Date/Time: __________ Reason for Appointment/Visit: ________________________________________  

Facility:  ____________________________________________  Phone#: _____________________________  

Provider Name: _________________________  Alt. Provider Name (i.e. RN): __________________________ 

Insurance Coverage: _____________________________________ 

Health concerns/changes to discuss:  

New Medication orders, changes, and/or side effect issues: 

Test and/or Procedure Results: 

Referrals/recommendation(s) for Patient (i.e. home health): 

Referrals/recommendation(s) for Family Caregiver (i.e. support services): 

Post Visit Instructions/Needs: 

☐ Discharge Instructions  ☐ New Care Supplies: _______________________________________________

☐ Medication(s) Called In/Pick Up: __________________________ (Pharmacy)

 __________________________ (Pharmacy) 

 __________________________ (Pharmacy) 

☐ Additional Tests/Procedures

Date/Time: __________________ For: ________________________ Location: __________________ 

Date/Time: __________________ For: ________________________ Location: __________________ 

Additional Notes:  
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