Reach for Independence, Inc.
HEALTH CARE PRACTITIONER VISIT FORM

Name:	 			Record #:    			MID#: 	 			  

STAFF TO COMPLETE
Date of Appointment: _______________	Name of Practitioner: _______________________________

Allergies: _________________________	Reason for Visit: ___________________________________


PRACTITIONER TO COMPLETE
Results/Diagnosis: _____________________________________________________________________

Tests/Treatment Ordered: ________________________________________________________________

New Medication(s) Ordered/Medication Order Change:  
Name		Dose		Frequency	Route		Reason prescribed	       Special Instructions
____________________________________________________________________________________
____________________________________________________________________________________
Follow-up for this Problem: ______________________________________________________________
Follow-up for Other Problem(s) Identified at this Visit: ________________________________________
_____________________________________________________________________________________
Physician review of psychotropic medications: I have reviewed the psychotropic medications and have no concerns at this time. Physician’s initials______	N/A      Comments:__________________________
____________________________________________________________________________________
Health Care Practitioner Signature________________________	Printed Name____________________

STAFF TO COMPLETE
verbal order/telephone consultation (secure copy of RX if appropriate): _______________________________
____________________________________________________________________________________________
STAFF FOLLOW-UP
Yes  No  N/A  
|_|  |_|  |_| 	secured copy of prescription
|_|  |_|  |_| 	transcribed medication to MAR
|_|  |_|  |_| 	picked up medication(s) 
|_|  |_|  |_| 	copy of prescription in consumer file
|_|  |_|  |_|	communicated results to QP & LRP
|_|  |_|  |_|	notified Day Program of medication changes
|_|  |_|  |_| 	scheduled follow-up appointments/testing  	Date: ________________________________
_____________________________________________________________________________________

AFL/Staff Signature (Person accompanying patient): 
