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MEDICAL EXAM / TREATMENT PLAN

To be completed by foster parent
Foster Parent/Provider Name: _________________________________________________________
Individual’s Name:





 Date





DOB:


  


Allergies:





Reason for Visit:


































Current Medications: 










Physician’s Name:





 Phone:



To be completed by physician or medical staff
Height                       Weight                       Blood Pressure                           Eyes                     Heart   
                     
Ears/nose/throat                                      Lungs                       Abdominal                       Skin   

                                          

PHYSICIAN COMPLETE: Diagnosis/Treatment/Instructions/Medications

Return to clinic:     FORMCHECKBOX 
   No  
  FORMCHECKBOX 
 Yes    

When






Prescription prescribed during this visit (If Yes please complete page 2).  FORMCHECKBOX 
  YES
 FORMCHECKBOX 
  NO   FORMCHECKBOX 
  N/A
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Name of Drug:





 Generic:



Dosage:




Times Administered:




Administration Route:


 Oral


Other





Expected Positive Effects:
Possible Side Effects:
Special Instructions regarding this medication:
A) Meals:










B) Other Medications:









C) Activities:










Additional Comments:










Name/Title of Individual completing form:







Signature of Individual completing form: 












Date:

__________
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