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MEDICAL/DENTAL APPOINTMENT REPORT
Client/Patient Name: 






Date: 




	Parent/Staff Accompanying Client:


	

	Complaint/Reason for Visit:


	

	Diagnosis/Findings:


	

	Recommendations:


	

	Follow-Up Orders:


	

	Additional Comments:


	


______________________________________________


Signature

____________________________________

Title

___________________________

Date

APEX





Family Care





4805 N 72nd Street


Omaha, NE  68134


Phone: (402) 571-5400


Fax: (402) 571-5412











