 MEDICALLY FRAGILE MONTHLY REPORT             DATE___________________

Child’s name________________________    Foster home_________________________

Birthdate ________ Date of Placement__________  Weight_____ Ht./Length_________

Overall Diagnosis and Care Needs: ___________________________________________

________________________________________________________________________

Medications:  ____________________________________________________________

________________________________________________________________________

________________________________________________________________________

Names(s) of Physicians(s)




Speciality

______________________________


_____________________

______________________________


_______________________

______________________________


________________________

Medical Appointments: Most Recent_________________________________________

Future__________________________________________________________________

CHANGES:

Medication:______________________________________________________________ ________________________________________________________________________

_______________________________________________________________________

Daily Medical Procedures/Treatment: _________________________________________

_______________________________________________________________________

Nutrition/Feeding Procedure_________________________________________________

Medical Emergencies since Last Monthly Report________________________________

________________________________________________________________________

Services:   Therapies (O.T., P.T., Speech, Infant Stimulation): ______________________

________________________________________________________________________

Medical Equipment Company_________________School_________________________

Home Health Visit___________________Counseling____________________________

Family Visits_______________Comments_____________________________________

________________________________________________________________________







_____________________    _____________







Foster Parent Signature                  Date

Send original to worker

Worker sends copy to:

Peggy Arvin, RN or

Jeanmarie Piacsek, RN

275 E. Main St. 3E-A

Frankfort, KY 40621

