
 
 
 
 
 
 

 
 

BRANCH MEDICAL CLINIC, MCAS FUTENMA  
UNIT 35201, FPO AP 96372-5201 

 
TIME: 

NEW CHECK-IN PROCESS QUESTIONAIRE 

 MALE  
 FEMALE 

HOME ADDRESS / BARRACKS:______________________________ RM#___________      HOME PHONE#_________________       
UNIT:___________________                                                                                                           WORK PHONE#_________________  

 
AGE: 

RELIGION PREFERENCE:  
(SEE LIST PROVIDED) 

 
HT: 

ETHNIC BACKGROUND / ORGIN:     FILIPINO           SE ASIAN                                                       OTHER 
                                                                    HISPANIC         OTHER ASIAN/PACIFIC ISLANDER          UNKNOWN 

 
WT: 

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

 
ALLERGIES: 

MARTIAL STATUS:   MARRIED:            
                                       SINGLE:                  DIVORCED:                    ACCOMPANIED DUTY:   YES       NO 

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

  
NAME:_____________________________________________________ RELATIONSHIP:___________________________________ 

  
MAILING ADDRESS: ________________________________________ ZIP CODE:_________________________ 

 HOME PHONE(INCLUDING AREA CODE):________________________________________________________ 

 1. ARE YOU CURRENTLY TAKING ANY MEDICATION?:    YES      NO        
    IF YES, PLEASE SPECIFY: 

 2. DO YOU HAVE ANY CHRONIC ILLNESS?:                           YES      NO        
    IF YES, PLEASE SPECIFY: 

 3. DO YOU USE ANY TOBACCO PRODUCT?        YES          NO         TYPE:__________________ AMOUNT:_______________ 
4. DO YOU DRINK ALCOHOLIC BEVERAGES?    YES          NO          # OF DRINKS A WEEK _________________ 

 5. DO YOU WEAR PRESCRIPTION GLASSES?:      YES          NO 
6. DO YOU HAVE GAS MASK INSERTS?                YES          NO 

 7. HAVE YOU BEEN HOSPITALIZED OR HAD MAJOR SURGERIES?      YES      NO 
    IF YES, PLEASE SPECIFY: 

 8. PRIMARY LANGUAGE SPOKEN AT HOME:    ENGLISH      OTHER:_____________________ 
9. DO YOU PREFER TEACHING MATERIAL :    SPOKEN         WRITTEN     VIDEO     OTHER _____________ 

  
FAMILY HISTORY 

 1.  CANCER:                YES      NO          IF YES, PLEASE SPECIFY:                             
                                                                        FAMILY MEMBER: 

 2.  HEART DISEASE: YES      NO          IF YES, PLEASE SPECIFY: 
                                                                        FAMILY MEMBER: 

 3.  DIABETES:             YES      NO          IF YES, PLEASE SPECIFY: 
                                                                        FAMILY MEMBER: 

 4.  MENTAL ILLNESS/CHEMICAL DEPENDENCY:     YES       NO          
                                                                          IF YES, PLEASE SPECIFY: 

 
 
 

 
 
 



 
 
 
 PATIENT INTERVIEW 

1.  ARE THERE ANY RELIGIOUS BARRIERS TO CARE?             YES       NO 
 2.  ARE THERE ANY CULTURAL BARRIERS TO CARE?             YES       NO 

     IF “YES” PLEASE EXPLAIN BRIEFLY: 

  3.  ARE YOU ON FLIGHT STATUS?                                               YES       NO 
     IF YES SEND TO AVR FOR ADMIN “UP CHIT” 

 HEALTH RECORD REVIEW 
 IMMUNIZATION CURRENT:    YES    NO

          NEEDS: YELLOW FEVER dt:____________ TYPHOID dt:____________ TETANUS dt:____________ OPV dt:____________  
         MMR dt:____________ HEP A dt: #1_____________ #2______________      PPD dt: ______________ results____________ 
 

          JEV 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/RH DOCUMENTED:  YES      NO   RESULTS :__________  G6PD DEFICIENT: YES      NO RESULTS:___________ 

 HIV DATE:  ____________                                                                  SICKLE CELL:         YES      NO  RESULTS:___________ 

  DNA DRAWN dt:_____________     IN DEERS :    YES      NO 
 ALLERGIES:______________________________________               MED RED TAGS ISSUED:    YES      NO   

  DD2215:   YES      NO        dt:____________   HEARING CON PROM:  YES      NO       LAST DD2216 dt:_____________  
 EYE EXAM dt:______________                         EYE WEAR /  GAS MASK INSERT ISSUE:     YES      NO      N/A 

  PPD CONVERTER:   YES      NO                     INH TREATMENT COMPLETED:    YES      NO 
 ANNUAL PATIENT TB QUESTIONNAIRE:       YES      NO      N/A          dt:_______________ 

  PRIVACY ACT STATEMENT SIGN:                   YES      NO  
 PENCIL ENTRY                                                    YES      NO 

  ABSTRACT OF SERVICE & MEDICAL HISTORY (NAVMED 1406) UPDATED:     YES      NO 
 MEDICAL SURVEILLANCE QUESTIONAIRE UPDATED (OPNAV 5100/15):          YES      NO 

  REMARKS: 

 HEALTH PROMOTION REFERRALS / INTERVENTIONS INDICATED 
 HEAR survey completed and reviewed with patient.  Health intervention recommended by HEAR: 

          1. 
         2. 

          3. 
 

  PCM                        HEARING CONSERVATION         HEALTH PROMOTIONS/NUTRITION COUNSELLING 
 CHAPLAIN            SEMPER FIT COUNSELOR            HEALTH PROMOTIONS/CHOLESTEROL CLINIC 

  DAPA                      PREVENTIVE MEDICINE             HEALTH PROMOTIONS/ TOBACCO CESSATION 
 OTHER 

 1. Patient given a $___________ appt with _______________________, @_______HRS on________________ 
2. Patient given a $___________ 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 (IF HEAR SURVY IS GREATER THAN LEVEL ONE) 

 
 

 
_________________ SAMS UPDATED          DATE  ______________ SIGNATURE____________________________________  
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