
 
 

Client’s Name: Date of visit:   

Name of Person/s with Client:     

Medical Practitioner’s Name:      

 

Reason for Visit (check all that apply):  

   Routine Check-Up   Specialist MD    Eye Exam 

   Sickness or Injury    Prescription Renewal   Dental Exam 
 

           Other:  

Provider’s Report:    

 

 
 

 
 

 

Treatment or Medications:    
 
 

 
 

 

Is Follow-Up Needed?            Yes            No       If yes, describe the follow-up plan:    
 
 

 
 

 

Medical Practitioner’s Signature:   Date:   

Service Coordinator’s Signature:  Date Received:     

Guardian’s Name:  Date Notified:     

Agency Nurse’s Signature:  Date Received: . 

 

 

Families First 

18 Austine Drive, Brattleboro, VT 05301 

802- 275-4919   Fax: 802- 275-4922 
nurse@familiesfirstvt.org 

Familiesfirstvt.org  

 

 

 

 

 

 
MEDICAL VISIT FORM 

 
 

mailto:nurse@familiesfirstvt.org
Families First
11 University Way, Brattleboro, VT 05301
Phone: 802-275-4919
Fax: 802-275-4922
Email: nurse@familiesfirstvt.org




