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LUTHERAN FAMILY SERVICES
ROCKY MOUNTAINS







        Lutheran Family Services Rocky Mountains
Foster Care

Medical Utilization Report

Medical    

Dental    

Vision   

Psychiatric

Client/Patient: 





 Date of Service: 


 

Reason for Medical Referral/Symptoms: 
































Current Medications: 











Procedures Completed: 

































Diagnosis:
























Recommended Follow-up: 


































Prescribed Medication Only: List prescribed medications specifying name, dose and purpose 

_____________





















____________________________________




Print Medical Provider’s Name: 



  Phone:




Address: 












Medical Provider’s Signature:




    Date: 






















