PHYSICIAN COMMUNICATION FORM

SUMMARY VISIT REPORT

DATE:

(PHYSICIAN NAME)

FAX:

RE:

(PATIENT NAME)

REASON FOR REFERRAL:

(PATIENT ID NUMBER)

CLINICAL FINDINGS:

TESTS PERFORMED & RESULTS:

NEW MEDICATIONS PRESCRIBED:

FOLLOW-UP PLAN:

(PHYSICIAN SIGNATURE)

(PHYSICIAN NAME — PLEASE PRINT)

(DATE)

BLUECHOICE

HEALTHPLAN

BlueChoice




