SPECIAL NEEDS PROGRAM 

Children’s Hospital of Wisconsin

Brief Initial Medical Care Coordination Consultation

Date of Service:


Name:

DOB

Medical Record #: 

Visit #:

Consult Requested By:
Reason for Consult: 

Physicians, Surgeons, other Care-Givers (contact numbers)

Primary Care Provider:  


Prenatal / Birth History:

Major Past Diagnoses and Therapies:
Current Active Diagnoses 

Principal Hospitalizations
	Date/Location
	Reason/Procedures

	
	

	
	


Home Durable Medical Equipment:

Home Health Agencies:

Home Pharmacy:

Current Medications:

	Name
	Reason
	Dose
	Formulation
	Amount
	Route
	Frequency

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Immunizations: 

Allergies: 
Family History: 

Social History 

Mother:
(contact number:  )

Father:
(contact number:  )

Significant others:
(contact number:  ) 
Code Status:

Current Nutrition (type, route, venting if at all, etc):

Review of Systems (other than information provided above):
History of Present Illness:

Parental goals and concerns:

Current Physical Exam:
Pertinent Recent Labs and X-rays:

Overall Assessment:
Active Issues / Problem List:

Suggestions and pending appointments and tests:
Name: 






Date: 

MD #
 





Time Spent:








% in counseling and coordination
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