CHRISTIAN CHILDREN'S HOME OF OHIO ENCOUNTER FORM

To be used for all medical, dental, audio and optical care of ward children of the                          County Children Services.

Child’s Name:  






Date of Birth:  

Child’s Case Number:


Child’s CYCIS/FACSIS Number: 


Source of Payment:

Medicaid

 FORMCHECKBOX 

#







 County
 FORMCHECKBOX 





Insurance 

 FORMCHECKBOX 

Policy #








Name of Company:


Caregiver’s Name:


    Address:


Provider’s Name:


   Address:


Type of Exam and Date:

 FORMCHECKBOX 


Preplacement



 FORMCHECKBOX 

30 Day Full


Placement Exam


 FORMCHECKBOX 


Annual/Routine



 FORMCHECKBOX 


Audiometric



 FORMCHECKBOX 

Dental




 FORMCHECKBOX 

Optical




 FORMCHECKBOX 

Other



Results of Exam:


Height:




Weight:

Findings:

Follow-up care (if needed):

Physician’s Signature:






Date:  
CHRISTIAN CHILDREN'S HOME OF OHIO ENCOUNTER FORM
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