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MEDICAL / DENTAL EXAMINATION REPORT 
 
 
Name of Client: ___________________________________  Date: _________________ 
 
 
Purpose of Visit: _____ Routine Exam _____ Follow-Up Appointment 
 
 _____ Other (Please Explain): 
 
 
 
 
 
 
Diagnosis / Problem Noted: 
 
 
 
 
 
 
Special Instructions: 
 
 
 
 
 
 
Name of Physician / Dentist: 
 

Phone: ( ______ ) ________ - _____________

 
____________________________________________ _______________________ 
Signature of HRT Provider  Date 
 
 


