CONNECTICUT DEPARTMENT OF DEVELOPMENTAL SERVICES

Health Care Provider/ Consultation Appointment Report

Completed by staff:

	Name:      

	Date  & Time of Appointment:      

	Address:       


	Allergies:      
	D.O.B.:       
                              
	Age:                                     

	Current Medications: (see reverse side of form)

	Physician/ HCP Name:      
	Specialty:      

	Address:      

	Phone:      

	Reason for visit:      



Completed by Practitioner:

	Findings/ Report of Visit/ Progress Notes:      

	

	

	

	

	

	

	

	

	

	

	

	New Medication / Treatment Orders:  FORMCHECKBOX 
 Yes*   FORMCHECKBOX 
 No  (*Yes, see attached MD order sheet)

	

	Next Follow-up Appointment:      

	Physician/ HCP signature:                                                                            Date: 

	Physician/ HCP Name (print)      



Completed by Staff:

	Primary Responsible Staff Name:      

	Staff Follow-up
	         

	 FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 
  NA  New medication/treatment obtained
	 FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 
  NA New medication/treatment obtained

	 FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 
  NA Follow-up appointment scheduled

Date & Time:      
	 FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 
  NA Consultation/ lab/x-ray  appt.  

                                             scheduled      
Date & Time:      

	 FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 
  NA Communicated results of visit to nurse or supervisor

	Staff attending appointment signature:      



	Reviewed by Nurse:
	     
	Date:
	     


