
Patient Encounter Form
PATIENT INFORMATION

Patient Name 

Date of Birth 

Gender 

Patient ID 

Encounter Date 

PROVIDER INFORMATION

Provider Name 

Provider ID 

VISIT DETAILS

Chief Complaint 

Visit Type 

Subjective (History/Complaints) 

Objective (Findings/Exam) 

ASSESSMENT & PLAN

Assessment 

Plan 

SIGNATURES

Provider Signature 

Date Signed 
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