My Health Care Team

Q LSUHealthNewOrleans

MY PRIMAR CARE DOCTOR, Dr.

Address:

Telephone:

Fax:

E-mail:

Date Last Seen:

NOTES:




MY OTHER DOCTORS THAT I SEE
[Allergist, cardiologist, gastroenterologist, rheumatologist, etc.)

Name /
Specialty:

Address:

Telephone:

Fax:

E-mail:

Date Last Seen:

NOTES:




MY ONCOLOGIST, Dr.

Address:

Telephone:

Fax:

E-mail:

Date Last Seen:

Plan of Care:

NOTES:




MY SURGEON, Dr.

Address:

Telephone:

Fax:

E-mail:

Date Last Seen:

Plan of Care

NOTES:




OTHER MEMBERS OF MY HEALTH CARE TEAM

Name:

Address:

Telephone:

Fax:

Date Last Seen:

Name:

Address:

Telephone:

Fax:

Date Last Seen:

Name:

Address:

Telephone:

Fax:

Date Last Seen:




MY FUTURE APPOINTMENTS:

Date:
Time:
Place:
Doctor:

Notes:

Date:
Time:
Place:
Doctor:

Notes:

Date:
Time:
Place:
Doctor:

Notes:

Date:
Time:
Place:
Doctor:

Notes:

Date:
Time:
Place:
Doctor:

Notes:




