
MISSOURI DEPARTMENT OF SOCIAL SERVICES
FAMILY SUPPORT DIVISION 
PROVIDER HISTORY

INDIVIDUAL NAME (FIRST, MIDDLE, LAST) INDIVIDUAL DCN DATE OF BIRTH

Instructions: List all hospitals, medical facilities, and physicians that have provided care or services to you within the last five (5) years. If 
needed, use a separate sheet and attach to this form.
If you have not had any services in the last 5 years, check here: 	NONE
DO YOU HAVE A PRIMARY CARE PHYSICIAN?

 YES      NO      If yes, list your primary care physician here:
FACILITY AND DOCTOR NAME(S) TELEPHONE NUMBER

COMPLETE ADDRESS (STREET, CITY, STATE, ZIP CODE)

REASON(S) SEEN DIAGNOSIS

LAST DATE SEEN HOSPITALIZATION DURATION

 YES      NO
UPCOMING APPOINTMENTS/DATES

FACILITY AND DOCTOR NAME(S) TELEPHONE NUMBER

COMPLETE ADDRESS (STREET, CITY, STATE, ZIP CODE)

REASON(S) SEEN DIAGNOSIS

LAST DATE SEEN HOSPITALIZATION DURATION

 YES      NO
UPCOMING APPOINTMENTS/DATES

FACILITY AND DOCTOR NAME(S) TELEPHONE NUMBER

COMPLETE ADDRESS (STREET, CITY, STATE, ZIP CODE)

REASON(S) SEEN DIAGNOSIS

LAST DATE SEEN HOSPITALIZATION DURATION

 YES      NO
UPCOMING APPOINTMENTS/DATES

FACILITY AND DOCTOR NAME(S) TELEPHONE NUMBER

COMPLETE ADDRESS (STREET, CITY, STATE, ZIP CODE)

REASON(S) SEEN DIAGNOSIS

LAST DATE SEEN HOSPITALIZATION DURATION

 YES      NO
UPCOMING APPOINTMENTS/DATES

MO 886-4565 (7-2021) IM-61D



INDIVIDUAL NAME (FIRST, MIDDLE, LAST) INDIVIDUAL DCN DATE OF BIRTH

FACILITY AND DOCTOR NAME(S) TELEPHONE NUMBER

COMPLETE ADDRESS (STREET, CITY, STATE, ZIP CODE)

REASON(S) SEEN DIAGNOSIS

LAST DATE SEEN HOSPITALIZATION DURATION

 YES      NO
UPCOMING APPOINTMENTS/DATES

FACILITY AND DOCTOR NAME(S) TELEPHONE NUMBER

COMPLETE ADDRESS (STREET, CITY, STATE, ZIP CODE)

REASON(S) SEEN DIAGNOSIS

LAST DATE SEEN HOSPITALIZATION DURATION

 YES      NO
UPCOMING APPOINTMENTS/DATES

FACILITY AND DOCTOR NAME(S) TELEPHONE NUMBER

COMPLETE ADDRESS (STREET, CITY, STATE, ZIP CODE)

REASON(S) SEEN DIAGNOSIS

LAST DATE SEEN HOSPITALIZATION DURATION

 YES      NO
UPCOMING APPOINTMENTS/DATES

FACILITY AND DOCTOR NAME(S) TELEPHONE NUMBER

COMPLETE ADDRESS (STREET, CITY, STATE, ZIP CODE)

REASON(S) SEEN DIAGNOSIS

LAST DATE SEEN HOSPITALIZATION DURATION

 YES      NO
UPCOMING APPOINTMENTS/DATES

MO 886-4565 (7-2021) IM-61D
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