Wyoming Department of Health – Behavioral Health Division – Developmental Disabilities Section

    Participant Name:       
	MY MEDICAL SERVICES

	Service
	Name of Doctor

or Specialist
	Recommendations
	Last visit
	Next Visit
	Who will

assist me?**

	Annual Physical
	     
	     
	     
	     
	     

	Annual Dental Cleaning
	     
	     
	     
	     
	     

	Other Dental
	     
	     
	     
	     
	     

	Eye Exam
	     
	     
	     
	     
	     

	Other Optometry
	     
	     
	     
	     
	     

	Specialty exams:

     
	     
	     
	     
	     
	     

	Neurology
	     
	     
	     
	     
	     

	Psychiatry
	     
	     
	     
	     
	     

	Psychology
	     
	     
	     
	     
	     

	Speech
	     
	     
	     
	     
	     

	Hearing
	     
	     
	     
	     
	     

	Dietician
	     
	     
	     
	     
	     

	Physical Therapy
	     
	     
	     
	     
	     

	Occupational Th.
	     
	     
	     
	     
	     

	Other:      
	     
	     
	     
	     
	     




Immunization information 

Are immunizations current?      FORMCHECKBOX 
 Yes   or    FORMCHECKBOX 
  No   Comments:       
Are caregivers planning for seasonal preventive immunizations, such as influenza and pneumonia? 

 FORMCHECKBOX 
 Yes   or    FORMCHECKBOX 
  No

**Assistance can be provided by a parent, guardian, relative, respite, Case Manager, staff person, or anyone who agrees to see the medical services through.  

All results should be reported back to the Case Manager so necessary information may be shared with Providers on a need to know basis.
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