BEACON

Independent Living Services

Health Care Report

Client:

‘Date of Visit:

'Health Care Provider:
Address:

'Phone Number:

‘Purpose of Visit (Check One): __Medical __Dental __ Vision __ Other

'Symptoms:

‘Diagnosis:

" Action Taken at Visit/Recommendations:

‘Next Scheduled Visit:
Next Visit Scheduled With Whom:

‘Report Completed by:
Date:
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