[image: image1]RECORD OF MEDICAL VISIT
DATE:_____________________________

CHILD’S NAME:_____________________________________

DOCTOR’S NAME:_____________________________________

                                                                      (circle one)     Medical     Dental

 Accompanied by:  _____________________________________________________________

                                Own Parent     TX Parent     Family Specialist     Other (relationship)
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Return completed form to:          TURNING POINT, The Family Counseling Center, Inc.

                                                         11-21 Broadway, Gloversville, NY  12078

Dental:      ________Routine        _______Emergency


                  ________ Cleaning      _______ X-Ray     ________Filling(s) #_______


                  ________ Repair          _______ Injury     ________Extraction(s) #______


                  ________ Braces – initial                           ________Braces – adjust/follow-up


                 Other:    ____________________________________________________________


Treatment or Instructions: _____________________________________________________


 ____________________________________________________________________________


 ____________________________________________________________________________


Medication Prescribed: ________________________________________________________


_ ___________________________________________________________________________


Next Appointment:    Date_________________        Place ____________________________                                                





Medical at:     ________Physician’s Office     ________Hospital        _____________Other 


Type:              ________Routine                       ________Emergency   __________Follow-up


Reason:  ____________________________________________________________________


____________________________________________________________________________


Diagnosis: ___________________________________________________________________


____________________________________________________________________________


Treatment:  _________________________________________________________________


____________________________________________________________________________


____________________________________________________________________________


Medication Prescribed:  _______________________________________________________


____________________________________________________________________________


Next Appointment:     Date_________________     Place _____________________________











