[bookmark: _GoBack]Comprehensive Children’s Care, Inc.
123 Wellness Blvd.
Review City, Mock State 12006
Summary of Physical Examination
The child listed below is a patient at our facility and has been seen in our center for comprehensive services.  This document is a summary of evaluations and examinations and should serve as an official record for school acceptance.
[Child’s Full Name]	Born XX/XX/XXXX

[Doctor’s Name]
Last physical: Month XX, XXXX
[Type of appt and any follow up needed]	
Next scheduled for Month XX, XXXX
Immunizations [are/are not current] and documented in the clinic’s electronic medical record file.  Child is at XXth percentile for weight and XXth percentile for height.
[CNP Name], Certified Nurse Practitioner	Month XX, XXXX
Signature of person completing summary	Date


Small Smiles
Small Smiles
Professional Medical Building Suite 300
136 Wellness Blvd.
Review City, Mock State 12006
Summary of Examination
The child, listed below, is a patient at our facility and has been seen in our center for comprehensive services.  This document is a summary of evaluations and examinations and should serve as an official record for school acceptance.
[Child’s Full Name]	Born XX/XX/XXXX

[Dentist’s Name]
Last examination: Month XX, XXXX
Last cleaning: Month XX, XXXX	Next scheduled for Month XX, XXXX

[List any treatment needs identified.]
Dentist Name		Month XX, XXXX
Dentist	Date

Mock City Vision
140 Wellness Blvd.
Review City, Mock State 12006
Summary of Examination
The child, listed below, is a patient at our facility and has been seen in our center for comprehensive services.  This document is a summary of evaluations and examinations and should serve as an official record for school acceptance.
[Child’s Full Name]	Born XX/XX/XXXX

[Optometrist/Optometrist Name]
Last examination: Month X, XXXX
Next scheduled: Not yet scheduled
[List any treatment needs and/or document last visit. (e.g. Child issued prescription for reading glasses.  Prescription filled at clinic.)]
[Name], Office Administrator		Month XX, XXXX
Person Completing Form	Date


PSYCHOTROPIC MEDICATION CONSENT TRACKING FORM
Name:	[Child’s Name]
DOB:	Month XX, XXXX
LINK Person ID#:	[XXXX]
Legal Status:	[Custody with Department, parental rights intact]
Worker:	[SW Name]
Contact:	[SW Email Address]
Supervisor:	[SW Supervisor Name]
Contact:	[SW Email Address]
Date of Request:	Month X, XXXX
|_|	Urgent
|_|	Review of medications used to treat in emergency
|X|	For normal processing
Summary:
[Child mental health summary including relevant family history. Description of prior treatment methods, current psychotropic medication recommendations, and plan for follow up and monitoring.]
Panel Determination:
|X| 	Consent granted
|_|	Consent denied
Date:	Month X, XXXX
Additional Recommendations: [Insert panel recommendations regarding follow up.]

PSYCHOTROPIC MEDICATION CONSENT TRACKING FORM
Name:	[Child’s Name]
DOB:	Month XX, XXXX
LINK Person ID#:	[XXXX]
Legal Status:	[Custody with Department, parental rights intact]
Worker:	[SW Name]
Contact:	[SW Email Address]
Supervisor:	[SW Supervisor Name]
Contact:	[SW Email Address]
Date of Request:	Month X, XXXX
|_|	Urgent
|_|	Review of medications used to treat in emergency
|X|	For normal processing
Summary:
[Child mental health summary including relevant family history. Description of prior treatment methods, current psychotropic medication recommendations, and plan for follow up and monitoring.]
Panel Determination:
|X| 	Consent granted
|_|	Consent denied
Date:	Month X, XXXX
Additional Recommendations: [Insert panel recommendations regarding follow up.]

