
 

Follow-Up Form 
 

Name: ____________________________________   D.O.B.: __________________    Date: ______________ 
 

Primary Care Physician 
Primary care doctor’s name: ___________________________________________ 
 
History of present illness 
Height: ______ft ______in 
Weight: _______lbs 
 
Significant medical events since last visit 
 
 
 
 
 
 
 

 
 
 
 
Other medical problems 
     Problem                       Start date  Status   Current treatment 
1. _______________________      ________________ _______________ _______________________ 
2. _______________________      ________________ _______________ _______________________ 
3. _______________________      ________________ _______________ _______________________ 

Top 3 questions for visit 
1. _______________________      ________________ _______________ _______________________ 
2. _______________________      ________________ _______________ _______________________ 
3. _______________________      ________________ _______________ _______________________ 

Medication refills needed 
     Name    Strength   Frequency 
1. _______________________      ________________ _______________ _______________________ 
2. _______________________      ________________ _______________ _______________________ 
3. _______________________      ________________ _______________ _______________________ 

Do you have any forms to be completed by your Doctor? 
_________________________________________________________________________________________ 
*Please send forms to the office prior to your upcoming visit. Charges apply for completion of forms. 
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