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Medical/Dental/Psychiatric Form
Please send this form with an after-visit summary to your Case Manager within 24 hours of appointment.

Child’s Name:

Date of Birth:

Allergies

Was this a Telehealth appointment? [J Yes [1 No

Did the child refuse medical treatment? I Yes [1 No (If Yes, please explain)

Date of Appointment:

Type of Appointment
(Check all that apply)

O Sick or Injury Visit

1 3-Day Medical Exam
[ Initial Texas Health Steps Medical
] Routine Texas Health Steps Medical Checkup

[ Initial Texas Health Steps Dental
1 Routine Texas Health Steps Dental Checkup

I Psychotropic Medication Review Appointment
[ Urgent Care (notify Case Manager or On-call)
[J Emergency Room (notify Case Manager or On-call)

[ CANS Assessment

[ CANS Reassessment

O Other:

If a non-routine medical appointment, please describe the reason for the appointment:

Vital Signs

(Please see Periodicity Schedule for required vital signs according to age)

Height

Head
Circumference

Weight

BMI

Temperature

Pulse

Respirations

Blood Pressure

%:

%:

%:

Procedures or Treatments Completed:

Examination Results, including Diagnosis:

completed.

Labs:
[J Lead
[JHemoglobin
[ Hematocrit
[ Lipids
[J Other

[ DTaP
[JHibb
[IHep A
[JInfluenza

Procedures:
L1 Vision Screening
[l Hearing Screening
[] Developmental Screen
[] Autism Screen
[] Other

Vaccinations:

Please describe what procedures and/or treatments were

(] Tdap [JHep B OIPV
OMMR [] Varicella [ pcv
[ Rotavirus [IHPV [IMCV4
[] Other:

results.

If labs or procedures results are received at a later time, please
send these to Case Manager within 48 hours of receiving



https://www.hhs.texas.gov/providers/health-services-providers/texas-health-steps-providers/medical-providers

Please describe referrals for treatment or therapy, to another provider, or other follow up recommendations.

Recommended Follow Up

[ Return Visit Date and Time:

Medications:
New, Refilled, Ongoing, or Discontinued

Strength, Dose & Frequency

Medication Name: - i Reason for Medication: New Changed Discontinued
(Ex: 10 mg, 1 pill, twice a day)
O O O
O O O
O O O
O O O
O O O

Provider Information:

Clinic Name:

Provider Name:

Phone Number:

Caregiver Name

Caregiver Signature

Date of Signature

For a Texas Health Steps Medical Checkup, these elements are required:

e Physical and mental health history

e Comprehensive physical exam

e Address Immunization status

e Required Lab tests as per the Periodicity Schedule

e Health Education

e Hearing and Vision Screening as per the Periodicity Schedule




