
LoneStar Solutions 
Medical/Dental Report of Services 

 
 
Name:________________________________________ Date of Appointment:_____________ 
 
Doctor:_______________________________________  Doctor’s Phone #:_________________ 
 
Doctor’s Address:_________________________________________________________________ 
 
Reason for Visit:__________________________________________________________________ 
 
Description of Services: 
 
 
 
 
 
 
 
 
Outcome of Services (Diagnosis: 
 
 
 
 
 
 
 
 
 
 
Prescriptions and directions prescribed/follow-up: 
 
 
 
 
 
 
 
 
 
Doctor’s Signature:_______________________________________________ Date:___________ 
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