   Time:  ________                        Medical Department Screening

   Age: _____    M / F            S)  PARFQ Reviewed?

                                                 "Yes" answers: Patient interview information                                              O)  Medical record review, patient exam data

    BP: ____/____

    HT: _____/WT:_____

                                                 #____

    ALLERGIES:

                                                 #____

   Current Medications 

   (over the counter, prescription,  #____

   supplements, herbals, other):

                                                 #____


                                                 #____


                                                 #____

                                                 #____    

    Marital Status: 

    Married/Single

    Last PE:                              What medical problems do you have?                                     What surgeries have you had? 

    Current Birth Control           (circle all that apply and list on DD 2766)                                    (circle all that apply and list on DD2766)     
    (patient/partner):                                                                                                                                                       

                                                             High blood pressure      Diabetes      Depression                                                   Ortho:  Knee    Shoulder    Back     Neck     Other:

    BCP/patch  Depo  Hyst                   Hay fever/allergies        Cancer        Asthma                                                         Appendectomy      Gallbladder      C-section

    Condoms  IUD   Vas                       Heart disease                 Stroke         Other:                                                          Other:

    Diaphragm   Nat/Rhythm

    Abstinence  BTL  None


    Alcohol           YES/NO           Immediate family (mother, father, sisters, brothers) medical history  (circle all that apply and list on DD 2766)

    #drinks/week:                            

                                                 Diabetes                 Heart disease/heart attacks      High blood pressure         Cancer         Stroke         Thyroid disease    

    Tobacco        YES/NO             Substance abuse     Thyroid disease                       Other:
    Type/Typical Amount/Day:

                                                            Lipid Panel:     Date_____    Chol ______ HDL _____ LDL _____ Trig _____  (if applicable)  TSH_______   GLU______

    Males

    Monthly TSE?  YES/NO      A)                                                                                     P)

    Females
    LMP:

    Last PAP:

    Ever abnormal?  YES/NO

    Date:

    BSE?  YES/NO

    Last Mammogram:

    BSE/TSE 

    Handout/discussion
    YES/NO                                                                                                                     Health educator (if applicable) ______________________

                                                                                                                                      AMDR/Provider ________________________________


                                                                                                  RECORDS

                                                                                                                          MAINTAINED AT:


                                                                                                                          PATIENT NAME (Last, First, Middle Initial)                                                          SEX


                                                                                        

                                                                                                                          RELATIONSHIP TO SPONSOR                                            STATUS                  RANK/GRADE


                                                                                                                          SPONSOR'S NAME                                                                                                 ORGANIZATION

                                                                                                                           

               

                                                                                                                          DEPART./SERVICE                                            SSN/IDENTIFICATION NO.     DATE OF BIRTH  

HEALTH RECORD    CHRONOLOGICAL RECORD OF MEDICAL CARE





DATE:                                                  SYMPTOMS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION (Sign each entry)                       PREVENTIVE HEALTH  


                                                                                                                                                    ASSESSMENT  [REVISED NOV 2003]


 





Note : Review SAMS for status of PE, dental, immunizations, HIV, PAP, audio, optometry, any other occupational screenings.  All must be up-to-date to fulfill annual PHA requirements





This annual PHA is complete for  the year when:


DD FORM 2766 is updated and current and all appropriate clinical preventive services, referrals and follow-ups are completed and documented in patient’s medical record and SAMS.


PHA completed and SAMS updated:   YES   NO


PCM/SMDR signature and date:








