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FOLLOW-UP APPOINTMENT FORM FOR DR. ROSSIGNOL
TO BE FILLED OUT BY THE PARENT OR RESPONSIBLE PERSON SIGNING THE CONSENT FORM

EMAIL COMPLETED FORM TO DrRossignolFollowup@icdrc.org OR FAX TO 321.259.7222
PLEASE NOTE THAT THIS FORM HAS TWO PAGES

Date of appointment:

Date of last visit or contact: 

Patient Last Name:



First Name:                  
     Date of Birth:

Approximate Weight:              

Height:
Please list any allergies to any medicines or supplements:

Pharmacy Name:



Pharmacy Phone Number:            



Reason for today’s consultation (e.g. I want to discuss lab results, etc):

Please list any positive (good) changes since last contact:

Please list any negative (bad) changes since last contact:

Please list any persistent, unresolved, troubling behaviors and/or symptoms (e.g. diarrhea, constipation, poor feeding, etc): 

What therapies are currently being used (e.g. ABA, OT, Speech, Sensory, etc)?

Have you used hyperbaric oxygen therapy for your child?     If so, how many cycles, what pressure and over what period of time?

Have you used metal detoxification or chelation?          If so when and what agent(s)?

Is your child in school? 

Do you have school concerns?

What prescribed medications (not OTC supplements) are being taken? List all Prescription or Supplements that come from a Pharmacy. Please provide the name of the drug, the dose of the medication (e.g. 25 mg etc), and the time(s) of day given. 

Are you giving any non-prescription medications (e.g. anti-histamine)?      Please provide the name of the drug, the dose of the medication (e.g. 25 mg etc), and the time(s) of day given for each: 

What supplements are being taken? Please provide name of supplement, dose (quantity being taken) and time of administration for each:

Is your child on a diet restriction – like gluten and casein elimination?

Does your child self-limit foods or does your child have texture or smell problems with food? 

Describe the common foods being consumed:

Please describe how your child is doing with the following:

Sleep Patterns:

Bowel Habits:

Eye Contact:

Receptive Speech:

Expressive Speech:

Fine Motor:

Gross Motor:

Stereotypias (stimming):

Play and Interaction with peers:
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