
Consumer Name:

Date of Examination:

Medi-Cal # Medi-Care # HMO Name:

Medications Dosage Frequency

TB Administration Date: TB Type: TB Result: 
Last Tetanus: Last Small Pox: Last Typhoid: Last Diphtheria:

Operations Performed In The last 12 Months:

Types of Allergies:

Diabetes: Heart Disease:Kidney Disease: Frequent Colds:
Frequent Headaches: Menstrual Difficulties: Fatigue:

Asthma:

Name Of Physician (Please Print)
Address:
City: State: Zip Code: Phone Number:

Futures Explored, Inc.
Physician’s Exam Report

Height: Weight: Blood Pressure:

Speech Problems:

Medical Precautions

HMO Number: Hospital Name: Hospital Phone #

Medical Identification Information

Vaccinations/Inoculations (Dates Required)

Date of Last Seizure:Type of Seizure (If Any):

Hospital Address:

Date Read:

Medications Routinely Taken
Is This Person Able To Self Administer Medications: 

Procedure For Handling Seizures:

Activities Limitations

Physician's Signature

Please Indicate “Yes” or “No” For The Following Medical Conditions:

Physical Limitations Health Limitations

Is this person a Hepatitis B Carrier? Hepatitis B Vaccination Date:

Reason for Medication

Reason:Does this person currently see a psychologist, psychiatrist, or neurologist?

ALIVE/GARDEN
Request For Doctoral Prescription For Postural Supports

Date:

TO:

FROM: ALIVE/GARDEN (Adult Day Program)

RE:

Communication Level:
Alternative Communication:

Maximum Time Without

Able to participate in swimming programs?

Speech Therapy Required?

Able to participate in adaptive PE programs?

Related Forms

Database Menus

We are required to have on file a Doctor’s prescription to use postural supports (in conjunction with a
wheelchair) and the need for supports for positioning to maintain safe and mobility independent functioning,
while doing activities  on site and out in the community (Bay Area). The above listed consumer is under your
care and comes to the ALIVE or Garden program with the following mobility and communication supports.

Standard Seat Belt Postural Seating System Leg Straps Shoulder Straps

Wheelchair Tray used for: Positioning Communication Eating

Please provide your comments as to the necessity for these items for our consumers to be able to access the
community and attend our ALIVE or GARDEN Day Programs.

Is this a temporary condition? If so please note expected end of use date:

No personal rights are being violated by the use of these items.

Signed by:

Signature:

Date:

........................................................................................................................................................................
For ALIVE and GARDEN use only.

Date Sent to Doctor:

Date Exception Filed:

Date Returned:

Date Approved:
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