
 
 
 
 
 
 
 

5233 South 50 East, Wabash, Indiana  46992-9429 
PHONE: 260-563-1158    FAX:  260-563-5825 

 

 
Doctor’s Visit Form 

 
 
NAME:_________________________________________ 
 
DATE OF BIRTH:__________________  AGE:_________ 
 
FAMILY SPECIALIST:_____________________________ 
 
INSURANCE  COMPANY:__________________________ 
 
POLICY NUMBER:_______________________________ 
 

 
FOSTER PARENT S:______________________________ 
 
ADDRESS: ______________________________________ 
                   
                  ______________________________________ 
 
TELEPHONE NUMBER:___________________________ 
 
MEDICAID NUMBER:_____________________________ 

 
 
ALLERGIES:______________________________________________________________________________________ 
 
 
 
HEIGHT________      WEIGHT________      TEMP.________      PULSE________      RESP.________      BP________ 
 
 

 
 

 
CHIEF COMPLAINT:________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 

 
 
TREATMENT: _____________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
MEDICATION GIVEN: ______________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
 
 
 

 
 

Physician’s Signature 
 
 
 

Physician’s Name (please print) 

 
 

Date of Examination 
 
 
 

Clinic Name 
 

 
 

Phone Number 
 
 
 

 
Office Address 

 

http://www.pdfcomplete.com/cms/hppl/tabid/108/Default.aspx?r=q8b3uige22

