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Consumer Name ______________________Chart #__________________Date________________


Case Manager  _________________________  Date of Last Dr. Visit  _______________________


Date of Last Consumer appointment with Case Manager  __________________________________


Has Consumer Cancelled or Not Shown Up for appointments with you?             Yes               No


If YES How many times has Consumer missed appointments?  ________________________


How did Consumer present at last appointment?  ________________________________________
_
________________________________________________________________________________

________________________________________________________________________________

Is there suspected illicit drug use?            Yes                No        

Problems or Concerns needing addressed _____________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________Doctor, Nurse or other EFC Staff response:  Plan of Action ___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________


Signature of Staff Responding ______________________________	Date  ___________________________

Signature of Case Manager ________________________________	Date  ___________________________
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