
Acute Visit 
 

Doctor seen: ______________________________Date:_________________________________ 
Reason for the visit: _____________________________________________________________ 
 
Symptom    Describing information 
____________________  ________________________________________________ 
                ________________________________________________ 
     ________________________________________________ 
     ________________________________________________ 
____________________  ________________________________________________ 
     ________________________________________________ 
     ________________________________________________ 
     ________________________________________________ 
____________________  ________________________________________________ 
     ________________________________________________ 
     ________________________________________________ 
Diagnosis: ____________________________________________________________________ 
Treatment Ordered 
Medicine name:  _______________________________________________________________ 
How to take it: _________________________________________________________________ 
Side effects: ___________________________________________________________________ 
How to follow up: ______________________________________________________________ 
Medicine name:  ________________________________________________________________ 
How to take it: _________________________________________________________________ 
Side effects: ___________________________________________________________________ 
How to follow up: ______________________________________________________________ 
Medicine name:  _______________________________________________________________ 
How to take it: _________________________________________________________________ 
Side effects: ___________________________________________________________________ 
How to follow up: ______________________________________________________________ 
Other Treatments: ______________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
Recommended Testing: __________________________________________________________ 
_____________________________________________________________________________ 
Follow up: 
When should I be seen back in the office: ____________________________________________ 
Under what circumstances should I call you? _________________________________________ 
______________________________________________________________________________
______________________________________________________________________________ 
What type of information can I gather to help you with your evaluation? ___________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 


