
FREE TO BE PROGRAMS 

MEDICAL VISIT / CONSULTATION 

 

Resident’s Name Date of Birth: 

 

Home: 

 

Physician: Date of Visit: 

 

 

CURRENT 

DIAGNOSES: 

 

CURRENT 

MEDICATIONS: 

 

PRESENTING 

PROBLEMS 

 

Any changes in: 

 

Weight?_____ 

Appetite? _____ 

Bowel? _____ 

Sleep? _____ 

Mood? _____ 

Behavior? _____ 

Balance? _____ 

Alertness? _____ 

 

Symptoms Treatments Tried: 

 

 

 

 

 

Questions: 

RECOMMEND-

ATIONS 

Medications: 

 

 

 

Other Treatments: 
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