Azleway Children's Services
Appointment Progress Note

Child’s Name: ____________________________________	Date of Birth: __________________________
Medicaid Number: ______________________________	Foster Home: __________________________
Date of Appointment: __________________________	Time of Appointment: _______________
Name of Doctor: ____________________________________________________________________________________
Doctor’s address and telephone number: ______________________________________________________
_________________________________________________________________________________________________________
[bookmark: Check1][bookmark: Check2][bookmark: Check3]Purpose of Appointment:	|_| Medical	|_| Dental	|_| Medication Review 
[bookmark: Check4][bookmark: Check5]	                      |_| Eye Exam	|_| Hearing Screen

Current Medications:
	Name of Medication
	Strength of Medication
	Directions

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


		
Allergies: _____________________________________________________________________________________________

Diagnosis: ____________________________________________________________________________________________

Instructions: _________________________________________________________________________________________

Restrictions: _________________________________________________________________________________________

Medications Prescribed: ___________________________________________________________________________



[bookmark: Check8][bookmark: Check6][bookmark: Check7]Follow Up:	|_| Needed 	|_| Not Needed	  |_| If no improvement
Date Scheduled for follow up: ______________________________

Comments:


_________________________________________________________________	_______________________________________
Physician’s Signature					Date
Revised September 2009
