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HEALTH SCREENING 

 

Date of Assessment___________________________     

Patient Name__________________________________     DCN #______________________________ 

Date of Birth___________________________________ 

PCP Specialist  

Name  Name   

Address  Address  

Phone  Phone  

            Date of last contact with client’s health care provider ____/____/_____ or don’t know 

            Date of last physical exam? ____/____/_____ or don’t know 

            Date of upcoming appointments: ____/____/_____       Pharmacy name__________________________ Phone ____________________ 

            On scale from 1-10 is the client experiencing any physical pain today? ______________________________________________________ 

            Where is the pain________________________________ What helps with the pain_____________________________________________________ 

            Have you seen a Dr for the pain____________________  At what pain level can you tolerate/ live _______________________________ 

             Health History  Please circle all that pertain. 

            Ht_________Wt _______________ BMI______________ B/P _______________T__________________ P ______________ R _________________  
 
             Skin: rashes, lumps, dryness, itching, open wounds, describe__________________ 
             draining wounds, describe___________________________________  Comments: 
 
             Eyes: impaired vision, blind, cataracts, glaucoma, glasses, prosthesis R L: date of last eye exam_____________, name  
name  of provider____________________  Comment: 
 

Ears, Throat: hard of hearing, hearing aids, deaf, date of last hearing test________________,  
name of provider _______________________, tracheotomy, problems with speech, problems with teeth or gums,  
date of last dental exam____________, name of dentist____________________________ Comment:  

 
             Respiratory system: pain, dyspnea, wheeze, asthma, sinusitis, COPD, chronic bronchitis, cough, O2 
             Comment:  
 
             Circulatory system: HTN, angina, history MI, CHF, pacer, bypass, dysrhythmias, edema, stress test_______________ 
             Comment: 
 
             Endocrine system: thyroid (hyper) (hypo), NIDDM, IDDM, date of last metabolic syndrome screening ______________ 
             Comment:  
 
             GI: heartburn, ulcers, pain, hernia, dysphasia, nausea, vomiting, appetite, recent weight loss,  
             weight gain, hepatitis, GERD, Colonoscopy _____________, Hemoccult __________, special diet, # of meals q D________,  
             is there enough money to buy food, difficulties with food/nutrition  Comment: 
 

Elimination: frequency of BM’s, change in bowel habits, rectal bleeding, tarry stools, diarrhea, constipation, 
habitual use of laxatives  Comment: 
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Medication /supplements Dose Route How often  Ordering Physician 
      
      
      
      
      
      
      
      
      

May add medication list or Cyberaccess report if available or if additional space needed 

GU: incontinence, nocturia, hematuria, dysuria, frequency, burning, catheter  Comment: 
 
Neurological: fainting, blackouts, seizures, weakness, paralysis, numbness, tingling, tremors, involuntary 
movement, hx of concussion  Comment: 
 
Musculoskeletal: muscle or joint pain, stiffness, arthritis, gout, backache, amputations  Comment: 
 

             Sexual development:  
             Male: hernia, penile discharge, testicular pain, history STD, precautionary measures, PSA_________   Comment: 
 
             Female: date of last menstrual cycle: ____________, post-menopausal, discharge, itching, sores, lumps, history STD,  
             birth control &/or precautionary measures, hysterectomy, C-section, last pap smear _________________, last 
             mammogram ____________, bone density ____________- 
             Comments: 
 
             Allergies:                         Reactions: 

Medication   
Foods  
Environment  

 

Hospitalization: (psychiatric, diabetes complications, surgery etc.) 
 
        
 
 
            Emergency Room visits (last 3 months): 
 
 
 
 
             Surgical hx: 
 
 
 

RISK FACTORS REVIEWED 

Tobacco use    Yes/No Type:  

Hx of tobacco use: 
How much For how long 
# of times you quit What worked? 
Do you want to add stop smoking interventions to your treatment plan   Yes/ No 
Exercise    Yes/No Type:  
How much Are you satisfied with your exercise program? 
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HEALTH MAINTENANCE (enter date, or WS for “will schedule”) 
Immunizations DTaP (Td) Influenza Pneumovax Hep.A Polio Varicella 

 

 MMR Hep B  
 

Ck age appropriate immunization schedule 

Read: ‘We’ve talked about a lot about you.  What do you think are the 2-3 most important issues?  We’ll pick one 
to work on for right now.’ 

Notes______________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

Level of satisfaction with health status (Choose one): 

 Not at all  Slightly  Moderately    Considerably  Extremely 

What is pts health care priority? ____________________________________________________________________________________________________ 

Has the client experienced any signs and symptoms in the last 30 days? _______________________________________________________ 

If yes, please explain: _________________________________________________________________________________________________________________ 

 
SUMMARY: MEDICAL ASSESSMENT (Choose one) 
 

 Client has critical, unmet medical needs.  Immediate intervention is needed. 
 

 Client has unmet medical needs, but they are not critical.  There is a need for intervention, but the need is not 
immediate at this time. 
 

 Client does not have unmet medical needs.  No need for intervention at this time. 
 
 
 
 
 

Family hx:  
Cardiovascular disease/ HTN  

High cholesterol  

Diabetes  

Cancers  

Hepatitis  

Other  
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Barriers to Drug Adherence (Check all that apply) 
 

 Depression / mental health   Undisclosed HIV status    Works outside the home  
 

 Side effects     Alcohol and drug use/abuse  Lack of information 
 

 Care giving responsibilities   Lack of social support   Difficulty getting refills  
 

 Doubts medication effectiveness   Lack of regular schedule   Needs assistance with ADLs 
 

 Taste of medication    Size of pills     Number of pills   
 

 Financial Constraints    Religious Beliefs    Transportation issues 
 
 
SUMMARY: DRUG ADHERENCE ASSESMENT (Choose one) 
 

 Client lacks understanding of medication regimen and has several barriers which make adherence difficult. 
Immediate intervention is needed.  
 

 Client has minimal understanding of medication regimen and some barriers which make adherence more difficult to 
manage.  There is a need for intervention within the month. 
 

 Client has an adequate understanding and support to maintain medication adherence.  No intervention s needed. 
 

Perception of client’s readiness for changing behavior:_________________________________________________________ 
 
Medical need  

____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 
Medical / drug adherence _________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________________________________________ 
 
Services client may need and is eligible for ____________________________________________________________________________________ 
 
_________________________________________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________________________________________ 
 

 

 

_________________________________________________________Patient Signature 

_________________________________________________Care Manager Signature 

______________________Date of assessment 
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Baseline

Date __/__/__ __/__/__ __/__/__ __/__/__ __/__/__ __/__/__ __/__/__ __/__/__

Baseline

Date __/__/__ __/__/__ __/__/__ __/__/__ __/__/__ __/__/__ __/__/__ __/__/__

Manual/Automated M/A M/A M/A M/A M/A M/A M/A M/A

Baseline

Date __/__/__ __/__/__ __/__/__ __/__/__ __/__/__ __/__/__ __/__/__ __/__/__

 Y/N  Y/N  Y/N  Y/N  Y/N  Y/N  Y/N  Y/N

Baseline

Date __/__/__ __/__/__ __/__/__ __/__/__ __/__/__ __/__/__ __/__/__ __/__/__

 Y/N  Y/N  Y/N  Y/N  Y/N  Y/N  Y/N  Y/N

Y/N/U Y/N/U Y/N/U Y/N/U Y/N/U Y/N/U Y/N/U Y/N/U

Y/N/U Y/N/U Y/N/U Y/N/U Y/N/U Y/N/U Y/N/U Y/N/U

Waist Circumference 

BMI Monitoring

Subsequent Values

Waist Circumference Monitoring

Height (in) ______

   Females ↑ 35" or Men ↑40 "  - predibetic risk factor

Subsequent Values

BMI (kg/m2)

BMI ↑ 25 - overweight      BMI ↑ 30 - obese

Fasting Plasma Glucose and/or Hgb A1c

FPG 100 - 125 mg/dl is indicative of prediabetes                                                                                                                                                                                                

Observe the patient for s/s of diabetes i.e.: wt gain (increase or decrease), polyuria or polydipsia.

Blood Pressure Monitoring

Females ↓35" or Men ↓ 40" with in normal l imits

Subsequent Values

         Weight (lbs)

Normal -BP 120/80 and below, Prehypertension - BP 120/80 - 139/89, Hypertension - 140/90 and above 

Plasma Glucose (mg/dl)

Fasting - Y/N

Blood Pressure (mmHg)

Patient refused Date __/__/__

LDL  ↑130 mg/dl, HDL  ↓40 mg/dl &/or Triglycerides  ↑ 150 mg/dl at risk for hyperlipidemia

Taking antipsychotic?

Lipid Panel Monitoring

Subsequent Values

LDL ↓ 130 mg/dl, HDL ↑40 mg/dl &/or Triglycerides ↓150 mg/dl within normal l imits

      Triglycerides (mg/dl)

Requested order from outside provider Date __/__/__

Pregnant?

Smoker?

FPG ↓100 mg/dl or Hgb A1c ↓ 6.0 within normal l imits

LDL (mg/dl)

FPG  ↑126 mg/dl or Hgb A1c ↑ 6.1 - indicates diabetic state

 and/or Hgb A1c 

Total Cholesterol (mg/dl)

HDL (mg/dl)
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Add girls growth chart 2-20 yrs 


