Follow-up Form: Understanding your child’s visit 
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
_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

