Referral Follow-Up
CHILD’S INFORMATION:
	name:

	date of birth:

	address:

	zip code:

	phone:

	primary language spoken in the home:

	known diagnoses:



AGENCY PROVIDING CARE:
	Provider/Agency Name: ___________________________________________________

Address:________________________________________________________________

Phone Number: __________________________________________________________

Fax Number:_____________________________________________________________



Child was seen on: _________________ 
Child was seen for the following concern:________________________________________
__________________________________________________________________________
__________________________________________________________________________
Follow-up plan

⁭ No diagnosis indicated 

⁭ Questionable result, recheck scheduled on: ________________________________
⁭ Diagnosis made and treatment started

⁭ Diagnosis pending and return visit scheduled on _____________________________
⁭ Referred to another provider/specialist for diagnosis. Referred to: _______________
____________________________________________________________________

⁭ Referral Refused

Additional Notes:
_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

(12/09)

