         MEDICAL VISIT FORM
PROVIDER COMPLETE THE FOLLOWING 
	Please attach a typed/printed copy of the individual’s current medications for the physician/healthcare practitioner to review.


Name of client: ________________________________     Accompanied by ________________________
DOB: ________    Age:   ______       Medicaid #: __________________     Medicare #: _______________ 
Address: _______________________________________________________________________________
DENTAL: INITIAL  FORMCHECKBOX 
  FOLLOW-UP FORMCHECKBOX 
 ANNUAL FORMCHECKBOX 
  MEDICAL: INITIAL  FORMCHECKBOX 
  FOLLOW-UP FORMCHECKBOX 
 ANNUAL FORMCHECKBOX 
OTHER FORMCHECKBOX 

Type of Medical Visit
	PRIMARY     FORMCHECKBOX 

	NEUROLOGY    FORMCHECKBOX 

	VISION          FORMCHECKBOX 

	ENDOCRINE     FORMCHECKBOX 
 
	PSYCHIATRY        FORMCHECKBOX 


	UROLOGY    FORMCHECKBOX 

	BLOOD WORK  FORMCHECKBOX 
          
	GYN               FORMCHECKBOX 

	Radiology  (CT Scans, XRAYS, etc)     FORMCHECKBOX 

	PODIATRY           FORMCHECKBOX 


	OTHER:  FORMCHECKBOX 
         SPECIFY:  ______________________________________________________________________________



Reason for visit:   ____________________________________________________________      
________________________________________________________________
HEALTHCARE PROVIDERS
	FOLLOWING TO BE COMPLETED BY EXAMINING HEALTHCARE PRACTITIONER


Vital Signs:  Temp _____   Pulse ______   Respirations_______   BP _______     Weight _______

	The individual you are treating resides in a facility licensed by the State of Florida –Agency for Persons with Disabilities.  Your understanding and assistance in completing the following section will assist the facility maintain compliance with Florida Administrative Rule 65G-2, 65G-7, 65G-8, and Florida Statute CH  393.  Thank you.

	DX (for treatment/or medications): 

	

	

	

	Treatment and recommendations: 

	

	

	

	


__________________________________                                         ________________________
Physician’s/examiner’s signature                                                    Date of examination/procedure  

_________________________________                                         _________________________   

Printed name of physician/examiner                                              Date of next appointment if applicable                                                                                                                                           
