HEALTH CARE CONTACT RECORD
DATE ____________________

CONSUMER NAME ____________________________________________________

PHYSICIAN/HEALTH PROFESSIONAL_________________________________

 



         SPECIALTY ________________________________

IT WAS



_____ DOCTOR’S OFFICE VISIT



_____ VISIT AT FACILITY



_____ PHONE CALL

HEALTH PROBLEM _________________________________________________  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DIAGNOSES GIVEN __________________________________________________ _____________________________________________________________________

INSTRUCTIONS GIVEN/CHANGES IN CARE ___________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

MEDICATION PRESCRIBED/MEDICATON CHANGES __________________

__________________________________ (NOTE HERE-COMPLETE SECOND FORM)
MEDICAL TESTS NEEDED ___________________________________________ _____________________________________________________________________

FOLLOW-UP NEEDED (NEXT SCHEDULED APPOINTMENT-OTHER APPOINTMENTS TO BE SCHEDULED) _____________________________________________________________________

__________________________________________________________________________________________________________________________________________
