Date ________________________

Time in ______________________


PATIENT ENCOUNTER FORM

Patient Name ______________________________________________DOB ___________________________________ ALLERGIES ____________________Current Medications ____________________   LMP _______________________

Temp _________B/P _____________________  Pulse ______________________  Resp _________________ 

SUBJECTIVE______________________________________________________________________________________

_________________________________________________________________________________________________

OBJECTIVE_________________________________________________________
Yes
No

___________________________________________________________________
___Tobacco Use

___________________________________________________________________
___ Weight Management

___________________________________________________________________
___ Injury Prevention

___________________________________________________________________
___ Drinking/Drug Use

___________________________________________________________________
___ School Attendance

___________________________________________________________________
___ School Performance

___________________________________________________________________
___ Physical Activity

___________________________________________________________________
___ Sexual Beha

___________________________________________________________________
___ IZ's current

_________________________________________________________________________________________________

________________________________________________________________________________

ASSESSMENT__________________________________________________________________________________

PLAN____________________________________________________________________________________________

_________________________________________________________________________________________________

D/C instructions given    Yes     No

REFERRAL/CONSULTATION:  Yes
No 
If Yes, to whom ________________           RTC _________________

Return to Class   Yes    No   Adult


 Parent Notified (Time) __________________

RN  ___________________________________________   NP/MD_______________________________________
FOLLOW  UP

DATE __________________________

TIME ________________

NOTES: _____________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

PROVIDER __________________________________________________
