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1101 West College Avenue, Room 240


Spokane, WA  99201


(509) 324-1696  (  Fax (509) 324-1699
	Primary Care Provider:
	
	DATE:    

	The following is information on your patient who is being followed by the Children With Special Health Care Needs Program at the Spokane Regional Health District. I hope this information helps to facilitate care of your patient.

	Patient’s Name: 

Date of Birth:




     

 FORMTEXT 

  


Age:  Male  
 FORMCHECKBOX 
 Female

Date of Visit:


 FORMTEXT 

     


 Home Visit 
 FORMCHECKBOX 
 Office Visit
 FORMCHECKBOX 
 Telephone Contact

Height: 
Weight for length: 

Weight history: 

Other:


	Concerns/Comments: 



	Recommendations/Plan: 




     
______________________________________________________
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