Confidential—HEALTH SCREEN   
Shaded portion must be completed with caseholder FOR ALL CONSUMERS, even if declining remainder of the Health Screen.
	Name:
	     
	Case Number:
	     
	Date:
	     

	DOB:
	     
	Primary Health Care Provider:
	     

	Date last seen by a Health Care Provider:
	     
	Date of last physical exam:
	     

	Recent Blood Glucose Level:
	     
	mg/dl.
	Ht.
	     
	Wt.
	     
	B/P:
	     

	Medications:
	     

	
	     

	Over-the-counter/herbal treatments:
	     

	Allergies/Drug Reactions:
	     

	ALL COMPLETED HEALTH SCREENS WILL BE FAXED TO PRIMARY HEALTH CARE PROVIDER, with signed consent.

 FORMCHECKBOX 
 Declined consent to release information with health care provider.




DECLINED TO COMPLETE remainder of screen (please sign & date): ________________________________________
ER visit/hospitalization in past year?  ( Yes   ( No    Explain: __________________________________________________
Major surgeries: ________________________________________________________________________________________
Do you have any serious health problems today that are NOT currently being addressed by a doctor?

	( Fever/Chills
	( Short of Breath
	( Chest Pain
	( Vomiting
	( Other:

	( Wheezing/Cough
	( Dizzy/Blackout
	( Heart Problems
	( Bleeding
	( NONE


	Do you have any infections?
	( Respiratory  (Lungs)
	( Tuberculosis (TB)
	( Hepatitis

	
	( STD
	( Cough/Discharge
	( NONE


Do you have any of the following health problems?

	( Headache
	( Breathing Problems
	( Diabetes
	( Depression          
	( Dental

	( Forgetful/Confusion
	( Stomach/Bowels
	( Weight Problems
	( Anxiety/Panic     
	( Hearing

	( Weak/Fatigue
	( Bladder/Urination
	( High Blood Pressure
	( Head Injury         
	( Vision     

	( Sleep/Appetite Change
	( Anemia/Bleeding/Bruising
	( Cancer
	( Seizures               
	( Ulcers

	( Heart Disease
	( Arthritis
	
	( Stroke                  
	( NONE

	( Other Health Concerns:
	


	Current Pain Level (circle one):
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	How much do you use?

                                 Caffeine:
	

	
	      Other Substances/Addictions:
	

	
	Tobacco:
	

	
	Alcohol:
	

	Chronic Pain? ( Yes ( No       

	Pain being addressed by doctor? ( Yes ( No  ( N/A                        
	For Women:
	Could you be pregnant now?  ( Yes  ( No

	
	 
	Menstrual/breast problems?    ( Yes  ( No

	
	  (  I am Male.  Items do not apply.

	Your family health history:
	( Heart Disease
	( Diabetes
	( Stroke
	( Cancer

	
	( Addictive Disorders
	( Psychiatric
	( NONE


Do you have questions about other family health issues?

	( Diet counseling for weight, diabetes, heart disease, high blood pressure
	( Self-breast exam/women’s health     ( Safe sex

	( Good sleep practice
	( Child health/immunization 
	( Care for elderly or disabled

	( Relaxation/stress-anger management
	( NONE    ( Other:__________________________________________________


___________________________________________________________________
______________________

Signature of person completing form








Date

	Reviewing CMHCM Staff
	Nurse for immediate serious health concerns ONLY

	Check the two boxes that apply:
( No Physical exam this past year; recommend obtaining one ASAP  OR
( Physical exam this past year; recommend obtaining one annually 

         ---------------------------------------------------------------------
( Recommended addressing health concerns with a health care provider OR
( Forwarded to nurse (if any immediate serious health concerns checked)

____________________________________________________________

Reviewing CMHCM Staff Signature                                                  Date
	Urgent?  ( Yes    ( No

Action taken:_______________________________________________
__________________________________________________________
__________________________________________________________
 Nurse Signature                                                                          Date
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