Reach for Independence, Inc.
AFL Monthly Consumer Report
 
 
Consumer Name:_______________________  Record #: __________  MID #: __________________
AFL Provider: _________________________  Month/Year: _________________________________

Overview: _________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________


Health Care Visit:  □ None    □ Medical    □ Dental    □ Therapy    □ Psychiatric    □ Medication
Date of Visit: _____________________________________________________________________
Name of Health Care Professional: ____________________________________________________
Reason for Visit: __________________________________________________________________
Is follow-up necessary?  □ No □ Yes – if yes, when? _____________________________________
Preventive Screenings or Assessment Completed at Visit: __________________________________
Medication Changes:	□ No	□ Yes, if yes, what medication education provided: _______________
_________________________________________________________________________________
Attach Updated Medication Order Form and Copy of RX
 

__________________________________________	______________________________
AFL Provider Signature					Date
____________________________________________	______________________________
Reach For Independence Representative			Date
