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Visits to G.P Dentist or Hospital etc..
Cephas Care
Name of Client: __________________________________________

Visit made to: ____________________________________________

Date: ________________________

Time: ________________________

Reason: _________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Action Taken: ____________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Treatment Prescribed: ____________________________________________________

________________________________________________________________________

​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​________________________________________________________________________

________________________________________________________________________

Follow up Plan: __________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Signature: …………………………….

Managers Signature: ………………..…
