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Fax return to: (865) 483-4391


Medical Examination
Date: _____________________

TO: ______________________


MD Fax: __________________    



 
Your Patient’s(Name):__________________________________________________________________________________

(Address):____________________________________________________________________________________________

is making application to attend the Keystone Adult Day Program.  Please complete the following and return to 
Keystone Adult Day Program at 1350 Oak Ridge Turnpike, Oak Ridge, TN  37830 (865) 483-6631.

Your patient cannot be enrolled until this form is returned to us:

Primary Diagnosis: _____________________________________________________________________________________
Secondary Diagnosis: ___________________________________________________________________________________
(Use back if necessary)

Date of last examination: ________________________________________________________________________________
I certify that _____________________________________is free from any communicable diseases and is also able to participate
        in an adult day program with the following limitations:

Physical limitations: ____________________________________________________________________________________
Dietary limitations: _____________________________________________________________________________________
Allergies: _____________________________________________________________________________________________
Physician’s Name: _____________________________________________________________________________________
Address: _________________________________________________________________________________________

Phone: ________________________________________________________________________________________________
Date: ________________________ Signature: ________________________________________________________________

MEDICAL RECORD RELEASE





To:  __________________________________________________________________________________________


(Doctor, Hospital, or Health Department)


Address: ______________________________________________________________________________________


		Address			City/State			Zip Code





I hereby authorize and request you to release to:


				Keystone Adult Day Program


				1350 Oak Ridge Turnpike


				Oak Ridge, TN  37830





Name: _________________________________________________________________________________________


(Patient)





Address: ____________________________________________________________________________


		Address			City/State			Zip Code





Medical Records and /or other information concerning my illness and/or treatment of __________________________





Sign Here:  __________________________________________________Date:_______________________________


		             (Participant of Responsible Party)
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