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MEDICAL/DENTAL/PSYCHIATRIC TREATMENT FORM
Child's Name 






DOB


Date of Visit



Known Allergies














Chronic Medical Conditions












Type of Visit: check all that apply
 FORMCHECKBOX 
 3 Day Exam

 FORMCHECKBOX 
 Medical Exam/Sick Visit
 FORMCHECKBOX 
 Specialist Visit; type





 FORMCHECKBOX 
 TB Test

 FORMCHECKBOX 
 Psychiatrist
 (must include 4526 if new/changed meds)
 FORMCHECKBOX 
 Texas Health Steps Well Child Exam (Include Height:

 Weight ​

lbs)   
 FORMCHECKBOX 
 Texas Health Steps Dental Exam (due at 6 months and bi-annually thereafter)
	NEW & REFILLED Medications Prescribed

Include instructions
	Purpose of Medication
	Expected Benefit of Medication
	Dc’d
	New
	Changed

	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Immunizations Given 














Symptoms





























Diagnosis/Treatment




























Follow-Up/Recommendations 




























Psychiatric visit only: Is this medication prescribed habit forming?  FORMCHECKBOX 
Y or  FORMCHECKBOX 
N
Nature of Child’s Mental Illness or Condition 


























​
Physician Name (please print)





Physician or Medical Consentor Signature

Texas Health Steps Provider  FORMCHECKBOX 
Y or  FORMCHECKBOX 
N
Phone Number






Fax Number






Phone 817.516.9100  ●  Fax 817.516.9102
  ●  Email info@ckfamilyservices.org
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