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O\'\ Provider: Sasipha “Kate” Pahamark (Family Nurse Practitioner)
2781 Washington Drive, Suite 101, Norman, OK 73069
TEL: (405) 857-8880 FAX: (405) 279-0285

PINNACLE

Family Health Care E-MAIL: clocke@pinnaclefhc.com

Return Patient Well Visit (Ages 17 Years & Under)

First Name: Middle Name: Last Name:

Date of Birth: Biological Sex : DMaIe DFemaIe

REASON FOR VISIT TODAY:

Name of Legal Guardian accompanying the patient during today’s visit:

Relationship:
1) Has the patient had any ER or Urgent Care visits since their last visit to our office?
[Jyes No If yes, please specify:
Facility Name Reason(s) for Visit(s) Date of Visit Follow-Up Care?

2) Has the patient been admitted to a hospital or any other facilities since their last visit to our office?
[CIyes CINo If yes, please specify:

Facility Name Reason(s) for Admission Admission Date Discharge Date Follow-Up Care?

3) Has the patient had any medical tests performed since their last visit to our office?
[dyes CINo If yes, please specify:

Test Name Date Where? Follow-Up Care?

4) Has the patient developed any new allergies or had a bad reaction to a medication or food since their last visit to our
office? Yes EINo

If Yes, please describe:

5) Has the patient been evaluated by a specialist (such as a provider for diabetes, heart, kidney, cancer, eyes, gynecology)
since their last visit to our office?

[Jyes CINo If yes, please specify:

Provider Name Reason for Visit(s) Date of Visit(s)
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Patient Name: Date of Birth:

6) Has the patient received any vaccinations since their last visit to our office? Clves CIno
If Yes, please specify the vaccinations the patient received and date(s):

7) Has the patient started any new medications since their last visit to our office? Cyes [CINo

If Yes, please specify:

8) Are there any other concerns that you would like to discuss during the patient’s visit today?

Signature:

Patient’s Legal Guardian Print Name Relationship

Date

Provider Signature: Date:
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