
ONGOING MEDICAL SERVICES FORM ONGOING MEDICAL SERVICES FORM 
  
  

Youth Name:____________________________________    D.O.B. ________________ Youth Name:____________________________________    D.O.B. ________________ 
  
Date of Exam: ______________  Purpose of Exam: _____________________________ Date of Exam: ______________  Purpose of Exam: _____________________________ 
  
Type of Exam: _____Physician _____ Dentist _____ Optometrist _____Psychiatrist Type of Exam: _____Physician _____ Dentist _____ Optometrist _____Psychiatrist 
  _____ Psychologist                    _____ Other: _______________________    _____ Psychologist                    _____ Other: _______________________  
  
FindingsFindings ________________________________________________________________ 
       ____________________________________________________________________ 
       ____________________________________________________________________ 
       ____________________________________________________________________ 
       ____________________________________________________________________ 
       ____________________________________________________________________ 
       ____________________________________________________________________ 
 
Treatment Recommended __________________________________________________ 
       ____________________________________________________________________ 
       ____________________________________________________________________ 
       ____________________________________________________________________ 
 
Medication   Dosage   Frequency 
_____________________   _______________________   _____________________ 
_____________________   _______________________   _____________________ 
_____________________   _______________________   _____________________ 
 
 
 
________________________________________________         ___________________ 
Signature of Health Provider              Date 
 
 
Print Name of Health Provider: ______________________________________________ 
 
Name of Medical Facility:__________________________________________________ 
  
 
 
If mailing this form, please return to:  
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