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EAC at Tower Rd. Patient Summary Sheet                             Date:

Patient Name: ______________________________________ 

Reason for visit: 	ESTABLISH CARE		FOLLOW UP

------------------------------------------------------------------------------------------------------------
Visit Type:		
      General Medical	          Dental		GYN		Psych/Counseling

Primary Diagnosis: _________________________________________

LABS ordered today:
_______________________________	_______________________________
_______________________________	_______________________________
_______________________________	_______________________________
_______________________________	_______________________________

PRESCRIPTIONS (DRUG NAME, DOSAGE, DIRECTIONS, QUANTITY, REFILL, Ex. Sugarpill 100mg, BID, 90 tabs, 0 refills):
1. ______________________________________________________________
2. ______________________________________________________________
3. ______________________________________________________________
4. ______________________________________________________________
5. ______________________________________________________________
6. ______________________________________________________________
7. ______________________________________________________________

SELF PAY? 		YES		NO

REFERRALS- We Care, Equal Access Specialty Clinics (SERVICE REQUESTED, REASON FOR REFERRAL)
1. ______________________________________________________________
2. ______________________________________________________________
3. ______________________________________________________________

Volunteer(s) assigned (NAME, PROGRAM, YEAR, UFL EMAIL ADDRESS): 
__________________________________________
__________________________________________
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