
                                                     
 
                                                         CHRONIC CARE VISIT FORM    pg 1                     Name: ____________________ 
                                                                                                                                                  DOB: _________Age: _______ 
                                                                                                                                                   MR#: ____________________ 
                                                                                                                                                   Date: _____________________   
 
Here with: __________________________________________________________________________________ 
 
Home Care:  Nursing: ______________________________________________ DME: ____________________________________________________  
 
 Issues: ____________________________________________________________________________________________________________ 
 
Insurance:  1. ____________________ 2. ____________________ 3. ____________________ Waiver: ______________________________________  
 
 Issues:_____________________________________________________________________________________________________________ 
 
Social Issues: ________________________________________________________________________________________________________________ 
 
 ___________________________________________________________________________________________________________________ 
 
Allergies:  Meds_________________________________________Foods___________________________Products_____________________________ 
   
 
CONDITION:                              TX/MEDS:                                                                                  STATUS:                                     FOLLOWED BY: 
 
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
__________________________   ________________________________________________    __________________________   __________________ 
  
Intake signature: ________________________________________________ MD/PNP signature: ____________________________________________ 



                                                       
 
                                                          CHRONIC CARE VISIT FORM  pg 2                       Name: ____________________ 
                                                                                                                                                   DOB: _________Age: _______ 
                                                                                                                                                   MR#: ____________________ 
                                                                                                                                                   Date: _____________________   
 
 
Recent Labs:                            Feeds/Diet: ________________________________________________________________________________________ 
 
_____________________          __________________________________________________________________________________________________    
 
_____________________          __________________________________________________________________________________________________ 
 
_____________________        Sleep/Behavior: _____________________________________________________________________________________ 
 
_____________________          __________________________________________________________________________________________________ 
 
_____________________        GI/GU: ____________________________________________________________________________________________ 
 
_____________________          __________________________________________________________________________________________________ 
 
_____________________        School Performance/Development: ____________________________________________________________________ 
 
_____________________          __________________________________________________________________________________________________ 
 
_____________________          __________________________________________________________________________________________________ 
 
_____________________          __________________________________________________________________________________________________ 
Pain   Yes   No _______          
Type_________________         Current Problems: _________________________________________________________________________________ 
Onset________________           
Site__________________          __________________________________________________________________________________________________  
Duration______________           
Quality_______________          __________________________________________________________________________________________________ 
Scales/score___________           
_____________________         __________________________________________________________________________________________________ 
Intervention___________          
_____________________         __________________________________________________________________________________________________ 
Reassessment__________ 
_____________________        ___________________________________________________________________________________________________                        

 
 

EXAM 
 
Wt__________________         General Appearance_________________________________________________________________________________ 
 
_____________________          Skin______________________________________________________________________________________________ 
         
Ht___________________        HEENT___________________________________________________________________________________________ 
 
OFC________________           _________________________________________________________________________________________________ 
 
Temp________________          Neck/Nodes________________________________________________________________________________________ 
 
Pulse________________           Chest_____________________________________________________________________________________________ 
 
BP__________________           CV_______________________________________________________________________________________________ 
 
O2 Sats______________           Abd._____________________________________________________________________________________________ 
 
Vision____________         GU_______________________________________________________________________________________________                              
 
 ___________________        Extremities/Hips/Spine _____________________________________________________________________________        
 
Color________________          __________________________________________________________________________________________________ 
 
Audio________________          Neuro ____________________________________________________________________________________________                              
 
_____________________           _________________________________________________________________________________________________ 
 
_____________________           _________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
Intake signature: ______________________________________________ MD/PNP signature: _______________________________________________ 



 
                                                          
                                                          CHRONIC CARE VISIT FORM   pg. 4                     Name: ____________________ 
                                                                                                                                                   DOB: _________Age: _______ 
                                                                                                                                                   MR#: ____________________ 
                                                                                                                                                   Date: _____________________   
 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
MD/PNP signature:  ___________________________________________________________________________________________________________ 
 



                                                         
                                                          
                                                          CHRONIC CARE VISIT FORM   pg. 3                     Name: ____________________ 
                                                                                                                                                   DOB: _________Age: _______ 
                                                                                                                                                   MR#: ____________________ 
                                                                                                                                                   Date: _____________________   
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 

 
DISCHARGE INSTRUCTIONS 

 
Medications/Treatment changes: _______________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 

 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 

 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
Handouts: __________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
Referrals: ___________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
Follow-up:   □ _______ weeks       □ _______ months      Yearly Well Physical Exam due: ________________________________________ 
 

If there are any questions or concerns related to the discharge instructions given, please call the office. 
 

The Center for Infants and Children with Special Needs 
Cincinnati Children’s Hospital Medical Center 

3333 Burnet Ave ML 7009 
513-636-3000 

Fax:  513-636-5859 
 

MD/PNP signature: __________________________________________________________________________________________________________ 


	Allergies:  Meds_________________________________________Foods___________________________Products_____________________________
	EXAM


