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(Continuation of summary and/or follow-up note)

SIGNATURE OF PHYSICIAN/CARE PROVIDER

INSTRUCTIONS FOR COMPLETION AND PROCESSING OF FORM

1. The upper portion of the form, pertaining to patient information, will generally be completed by the individual
responsible for screening incoming calls.

2. The entire set will be provided the physician/care provider for documenting the conversation.

3. The duplicate of the form will be retained for processing in accordance with local policy for medical summary
reporting purposes.

4. For outpatient calls, the original form will be forwarded to the custodian of the patient's outpatient treatment
record/HREC for attaching to a SF 600 therein.

5. For inpatient calls, the original form is forwarded to the custodian of the patient's inpatient treatment record.
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