DOCTOR APPOINTMENT INFORMATION

To be completed by foster parent:

	Childs Name:                                                       Date of Birth:

	Dr. Name:                                                             Phone Number:

	Address:

	Type of Exam (dental, physical, vision, therapy, etc.)

	Date of Exam:


CURRENT TREATMENT

To be completed by Physician / Therapist:

	Current Medications / Dosage:


	New Medications / Dosage:



	Diagnosis:


	

	Treatment Rendered:


	

	Results of x-Rays:


	

	Results of Tests:


	

	Follow- Up:


	

	Name of Physician / Therapist:
	Signature:



	
	Date:


