@ EASTERN LOS ANGELES MEDICAL/SPECIALIST VISIT INFORMATION
REGIONAL CENTER

SECTION A - TOBE FILLED OUT BY FACILITY REPRESENTATIVE PRIOR TO VISIT

CLIENT NAME: UCI#: DOB:
PHYSICIAN NAME: SPECIALTY AREA
REASON FOR VISIT: VISIT DATE

CLIENT MEDICATIONS:
Medication: Dosage: Frequency:

PERTINENT MEDICAL HISTORY:

SECTION B - TO BE FILLED OUT BY PHYSICIAN'S OFFICE AT TIME OF VISIT

Physician’s Diagnosis/Observations:

Treatment Provided:

Physician’s Recommendations/Follow-Up Needed (Lab, X-ray, etc):

PHYSICIAN'S SIGNATURE DATE

FACILITY REPRESENTATIVE DATE
ELARC 516 (6/23)
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