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CARE Family & Children Services Inc.

 OPTICAL TREATMENT REPORT
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: _______________________________________



                          





           
     
Escorted By:     

__________________

date of Appointment:

__________________
Date of Last Appointment:




To be completed by the Doctor (please complete and return to staff):

Findings and Diagnosis:





















______                    
Glasses Prescription:











Pupillary Distances:











Treatment Prescribed:            







______
Doctors’ Signature:




Date:

Has parent/guardian been notified of both appointment and outcome?





Yes


No









_________________
Staff Signature:





Date:

Please use Your Office’s stamp as well.
