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MEDICAL TREATMENT REPORT

[bookmark: _GoBack]Name of Foster Home:					

Name of Foster Child:						
Date of Birth:							
Date of Admission:						
Health Card #:							Version Code:			
Name of Doctor:						
Phone #:							

Relevant Information:
Reason for Appointment:									
Allergies:											
Current Medication and Dosages:								
												
Escorting by:		            				
Date of Appointment:						
Date of Last Appointment:					

Dear Doctor:
To enable us to keep up-to-date with medical progress of our foster children, we would ask you to complete this form each time you examine a child (aside from the full medical examinations), whether at home, in your office or at the hospital/clinic).

To be completed by the Doctor: 

Findings and Diagnosis:																																	

Treatment Prescribed:																																		

												
Doctor’s Name:						Date:

Parent/Guardian has been notified of both appointment and outcome:

				Yes			No
												
Signature of Staff:						Date:
Please use Your Office’s stamp as well
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