Foster Care Services
Medical Visit Record
[bookmark: _GoBack]Child’s name________________________________________ 
Date of Medical Visit: ______________
[bookmark: Check1][bookmark: Check2]Type of Visit: 	|_| Medical Exam/Treatment  |_| Dental exam/treatment 
[bookmark: Check3][bookmark: Check4]|_| Vision Exam/Treatment |_| Emergency/Hospitalization
|_| Other: ______________________________________
Doctor’s Name:____________________________________
Address:_________________________________________
City, State and Zip:_________________________________
Child was seen for ________________________________________.
Follow up 	_____is not needed.
	         	_____ is needed. 
Follow up instructions: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.
The next appointment is set for ________________________________________________.
Doctor’s signature ____________________________  Date ___________
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