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Each time you or a family member receives health care, 
record the following information:

Example

Name___________________________________Jane Doe
Date of Visit_ ____________________________January 15, 2014
Provider Name___________________________Dr. Eric West
Reason for Visit_ _________________________Ear Infection
Total Charge_ ____________________________$75
Payment by Family_______________________$25
Payment by Other________________________$50
Prescriptions ____________________________Amoxicillin 20mg TAB

Name___________________________________

Date of Visit _____________________________

Provider Name___________________________

Reason for Visit __________________________

Total Charge ____________________________

Payment by Family _______________________

Payment by Other ________________________

Prescriptions ____________________________

Name___________________________________

Date of Visit _____________________________

Provider Name___________________________

Reason for Visit __________________________

Total Charge ____________________________

Payment by Family _______________________

Payment by Other ________________________

Prescriptions ____________________________

Name___________________________________

Date of Visit _____________________________

Provider Name___________________________

Reason for Visit __________________________

Total Charge ____________________________

Payment by Family _______________________

Payment by Other ________________________

Prescriptions ____________________________

Name___________________________________

Date of Visit _____________________________

Provider Name___________________________

Reason for Visit __________________________

Total Charge ____________________________

Payment by Family _______________________

Payment by Other ________________________

Prescriptions ____________________________

Name___________________________________

Date of Visit _____________________________

Provider Name___________________________

Reason for Visit __________________________

Total Charge ____________________________

Payment by Family _______________________

Payment by Other ________________________

Prescriptions ____________________________
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Contact Information. 
List your family’s health care providers:
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