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The Arc of Prince George's County

1401 McCormick Drive, Largo, MD 20774

Medical Appointment Record

PART A.  
ALL INFORMATION MUST BE COMPLETED PRIOR TO APPOINTMENTS

Please print clearly in black ink.

1.  Name of Individual:  _________________________________
2.  Today’s Date:  ____________

3.  Accompanying Staff’s Name:  ______________________________________________________

4.  Reason for today’s visit:___________________________________________________________

5.  Questions or Concerns:  ___________________________________________________________

      ______________________________________________________________________________

6.  For a list of current medications and dosages the individual is taking, see attached list.

7.  Medication Allergies:  ____________________________________________________________

8.  Insurance Information:


Medical Assistance Number and Number of MCO: __________________________________


Medicare/Other Insurance Info: __________________________________________________



Note:  Please bring the individual’s medical insurance card(s) to every appointment.

9.  Return Visit Appointment Date and Time:  ____________________________________________

PART B.
HEALTH CARE PROFESSIONAL:  PLEASE COMPLETE ALL SECTIONS.

Examiner’s Name:  _________________________________________________________________

Office Address:  ____________________________________________________________________

1.  Results of Examination:  Medical/Psychiatric Diagnosis:  _________________________________

_________________________________________________________________________________

_________________________________________________________________________________

2.  Treatment given and follow-up care required: 


For medication orders, please use the Physician’s Medication Order Form on the reverse

_________________________________________________________________________________

_________________________________________________________________________________

3.  Vital Signs:  BP ____________
P ______________
R ______________
T ______________

     Weight ___________________
Were labs ordered or drawn? ____________________________

4.  Additional Recommendations/Comments: _____________________________________________

5.  Patient is able to return to work on: ___________________________________________________

6.  Signature of Examiner: ___________________________________
Phone #: _______________

Physician’s Medication Order Forms (P.M.O.F.)

Note:  A non-medical person may be administering medications/treatments.  If possible, arrange a time for administration so that Medications or treatments will not be given during work hours.

Name of Individual/Resident:  _______________________________
Home Address:  __________________________________________

Telephone Number:  _______________________________________
Caregiver with Individual/Resident: ___________________________

Printed Name of Examiner Prescribing Meds/Treatment & Phone Number:
_________________________________________________________

Please list all medications/treatments that have been ordered, changed, or discontinued:

	Name of Medication or Treatment
	
	
	
	

	Dosage
	
	
	
	

	Hours/Times to be Given
	
	
	
	

	Method for Giving Medication or Treatment
	
	
	
	

	Purpose of Medication or Treatment
	
	
	
	

	Possible Common Side Effects
	
	
	
	

	Conditions for Which Healthcare Professional Must be Contacted
	
	
	
	

	Stop Date
	
	
	
	


Please use additional sheets if necessary










Page _______ of ________

In cases where modifying medications have been ordered by me, I certify that any potential side effect(s) of the medication(s) are outweighed by the behaviors that will occur without the use of the medication, and attempts are being made to gradually decrease the dosage or discontinue the medication(s) when clinically indicated.

Signature of Healthcare Professional: ___________________________________________
Date: ___________________________________

Address: __________________________________________________________________         Phone Number: ​​​​​​​​​​​​​​​​​__________________________

