NSN 7540-00-634-4176 AUTHORIZED FOR LOCAL REPRODUCTION

MEDICAL RECORD CHRONOLOGICAL RECORD OF MEDICAL CARE

DATE SYMPTONS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION (Sign each entry)

BRANCH MEDICAL CLINIC, MCAS FUTENMA
UNIT 35201, FPO AP 96372-5201
NEW CHECK-IN PROCESS QUESTIONAIRE

TIME:

[0 MALE HOME ADDRESS / BARRACKS: RM# HOME PHONE#
[J FEMALE UNIT: WORK PHONE#

RELIGION PREFERENCE:
AGE: (SEE LIST PROVIDED)

ETHNIC BACKGROUND / ORGIN: [IFILIPINO [1SE ASIAN [1OTHER
HT: [JHISPANIC 1 OTHER ASIAN/PACIFIC ISLANDER 1 UNKNOWN

RACE: [1ASIAN [1 WESTERN HEMISPHERE INDIANS (RED) [1OTHER
WT: [BLACK [ WHITE 1 UNKNOWN

MARTIAL STATUS: [l MARRIED:
ALLERGIES: [1SINGLE: [1DIVORCED: ACCOMPANIED DUTY: 1 YES [INO

DO YOU WANT TO BE AN ORGAN DONOR: ] YES [1NO
NEXT OF KIN INFORMATION

NAME: RELATIONSHIP:

MAILING ADDRESS: ZIP CODE:
HOME PHONE(INCLUDING AREA CODE):

1. ARE YOU CURRENTLY TAKING ANY MEDICATION?: [IYES [INO
IF YES, PLEASE SPECIFY:

2. DO YOU HAVE ANY CHRONIC ILLNESS?: LYES [INO
IF YES, PLEASE SPECIFY:

. DO YOU USE ANY TOBACCO PRODUCT? [IYES [INO TYPE: AMOUNT:
DO YOU DRINK AL COHOL IC BFVFRAGES? [1YFS INO #0OF DRINKS.A WEEK

. DO YOU WEAR PRESCRIPTION GLASSES?:  [IYES [INO
DO YOU HAVE GAS MASK INSFRTS? LYES LINQ

.HAVE YOU BEEN HOSPITALIZED OR HAD MAJOR SURGERIES? [I'YES [INO
IE YES, Pl EASE SPECIEY:

8. PRIMARY LANGUAGE SPOKEN AT HOME: [JENGLISH [IOTHER:
9. DO YOU PREFER TEACHING MATERIAL ;[ ISPOKEN IWRITTEN  [VIDEO [1OTHER

~N o Bw

EAMILY HISTORY.

1. CANCER: LOYES [INO IF YES, PLEASE SPECIFY:
FAMILY MEMBER:

2. HEART DISEASE: [IYES [INO IF YES, PLEASE SPECIFY:
FAMILY MEMBER:

3. DIABETES: LOYES [INO IF YES, PLEASE SPECIFY:
FAMILY MEMBER:

4. MENTAL ILLNESS/CHEMICAL DEPENDENCY: [IYES [INO
IF YES, PLEASE SPECIFY:
HOSPITAL OR MEDICAL FACILITY STATUS DEPART./SERVICE RECORDS MAINTAINED AT

SPONSOR'S NAME SSN/ID NO. RELATIONSHIP TO SPONSOR

PATIENT'S IDENTIFICATION: (For typed or written entries, give: Name - last, first, middie; ID No or SSN; Sex; JREGISTER NO. WARD NO.
Date of Birth; Rank/Grade.)

CHRONOLOGICAL RECORD OF MEDICAL CARE
Medical Record

STANDARD FORM 600 (Rev. 6-97)
Prescribed by GSA/ICMR
FIRMR (41 CFR) 201-9.202-1



SYMPTONS, DIAGNOSIS, TREATMENT, TREATING 5R§KN|2K||5NIS/gn each entry)

PATIENT INTERVIEW

1. ARE THERE ANY RELIGIOUS BARRIERS TO CARE? OYES [INO

2. ARE THERE ANY CULTURAL BARRIERS TO CARE? LYES [INO
IF “YES” PLEASE EXPLAIN BRIEFLY:

3. ARE YOU ON FLIGHT STATUS? [JYES  [UNO

IF YES SEND TO AVR FOR ADMIN “UP CHIT”

HEALTH RECORD REVIEW
% __IMMUNIZATION CURRENT: [IYES [INO

NEEDS:[JYELLOW FEVER dt: CTYPHOID dt: CTETANUS dt: [IOPV dt:
[IMMR dt: [JHEP A dt: #1 #2 [JPPD dt: results
LJEV dt: #1 #2 #3

< LAST PHYSICAL EXAM dt: (FEMALE ONLY) LAST PAP EXAM dt:
(MALE ONLY) LAST PROSTATE EXAM dt: PSA: MAMMOGRAM dt :
(MALE AGE " 40) (BASELINE AGE 35-40/40-50 EVERY YR 0

< ABO/RHDOCUMENTED: ['YES [INO RESULTS: G6PD DEFICIENT: [IYES  [INO RESULTS:

<+ _HIV DATE: SICKLE CELL: LIYES __[INO RESULTS:

< DNA DRAWN dt: INDEERS: [IYES [INO

< ALLERGIES: MED RED TAGS ISSUED: [YES __[INO

< DD2215: UJYES [INO dt: HEARING CON PROM: JYES [INO LAST DD2216 dt:

< EYEEXAMdt: EYE WEAR /[ GAS MASK INSERT ISSUE: __ [YES  INO  [IN/A

< PPD CONVERTER: LYES [INO INH TREATMENT COMPLETED: [IYES [INO

< ANNUAL PATIENT TB QUESTIONNAIRE: LYES _[INO  [IN/A dt:

< PRIVACY ACT STATEMENT SIGN: [IYES [INO

< PENCIL ENTRY. [IYES ~ [INO

% ABSTRACT OF SERVICE & MEDICAL HISTORY (NAVMED 1406) UPDATED: [IYES [INO

<+ MEDICAL SURVEILLANCE QUESTIONAIRE UPDATED (QOPNAYV 5100/15): IYES _INO

< REMARKS:

HEALTH PROMOTION REFERRALS / INTERVENTIONS INDICATED

O HEAR survey completed and reviewed with patient. Health intervention recommended by HEAR:

=

2.

3.
[1PCM [1HEARING CONSERVATION [IHEALTH PROMOTIONS/NUTRITION COUNSELLING
1 CHAPLAIN [1 SEMPER FIT COUNSELOR [IHEALTH PROMOTIONS/CHOLESTEROL CLINIC
[ DAPA [ PREVENTIVE MEDICINE [IHEALTH PROMOTIONS/ TOBACCO CESSATION
[1OTHER
1. Patientgivena $ appt with , @ HRS on
2. Patientgivena$ appt with , @ HRS on

PATIENT CHECK-IN COMPLETION POINTS

Given a copy of the Clinic Policies and Guidelines.
CHCS Full-Reg/Allergies/Donor updated.

Local Environmental Hazards reviewed.
TRICARE Enrollment / Transfer form completed

DD FORM 2766, Adult Preventive and Chronic Care Flow Sheet, SECTIONS 1, 2, 3,4, 5,6 7, completed

STAFF MEMBERS SIGNATURE PCM SIGNATURE (F HEAR SURVY IS GREATER THAN LEVEL ONE)

SAMS UPDATED DATE SIGNATURE

STANDARD FORM 600 (REV. 6.97) BACK
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