	Documentation of Healthcare Provider Visits
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	
	
	

	Name of Health Care Provider:
	     

	Type of Health Care Provider:
	     

	

	Reason for Visit:      

	Outcomes/Results

	Diagnosis(es) (if applicable): 
	     

	Procedure(s) conducted:
	     

	Procedure(s) ordered:
	     
	Date:
	     

	

	Describe any needed follow up, including dates: 
	     

	

	

	Source of Information
( Provider/ Staff participated in the visit

( Family/ Guardian participated in the visit and provided results of the visit to the program

( Provider assisted with access to healthcare but did not participate in the visit

( Release of records completed

( Records requested from healthcare provider



	
	
	
	
	

	
	Staff Signature/Credential
	
	Date
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