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                 ANNUAL PHYSICAL AND HEALTH ASSESSMENT

NAME: _______________________________________________________SEX _______ EXAM DATE : ___________________
ADDRESS: _________________________________________________________________ D.O.B.: _________________________
MD/PRACTITIONER: _____________________________________________________________  PHONE: __________________

ADDRESS: _________________________________________________________________________________________________
 
MEDICAL HISTORY:   To be completed by MD/Practitioner

DIAGNOSES:____________________________________________________________________________________________________________________________________________________________________________________________________________
Allergies: _________________________________________________________________________________

Previous Major Illnesses: _____________________________________________________________________

Surgeries: _________________________________________________________________________________

Special Diet:  ______________________________________________________________________________

Communicable Diseases: _____________________________________________________________________
PHYSICAL EXAMINATION:  




   Normal      Abnormal     REMARKS:

	Height
	
	
	

	Weight
	
	
	

	Blood Pressure
	
	
	

	Pulse
	
	
	

	Temperature 
	
	
	

	Hearing
	
	
	

	Vision
	
	
	

	Neurological
	
	
	

	Mental Health 
	
	
	

	Ears/Nose/Throat
	
	
	

	Mouth/Teeth/Gums
	
	
	

	Chest/Breasts
	
	
	

	Heart/Lungs
	
	
	

	Skin
	
	
	

	Muscloskeletal
	
	
	

	Abdomen/GI
	
	
	

	Genitourinary/Testicles
	
	
	

	Extremities
	
	
	


ANNUAL PHYSICAL





           NAME: _____________________________________


To be completed by MD/Practitioner for new orders or renewals of medications monitored by PCP.      

	CURRENT MEDICATIONS/DOSE:
	FREQUENCY:
	PURPOSE:
	M.D./PCP

	1._____________________________________
	_______________
	_______________________
	___________________

	2._____________________________________
	_______________
	_______________________
	___________________

	3._____________________________________
	_______________
	_______________________
	___________________

	4._____________________________________
	_______________
	_______________________
	___________________

	5._____________________________________
	_______________
	_______________________
	___________________

	6._____________________________________
	_______________
	_______________________
	___________________

	7._____________________________________
	_______________
	_______________________
	___________________

	8._____________________________________
	_______________
	_______________________
	___________________


LAB TESTS/PROCEDURES/VACCINES:  

	                                      Results:
	Date:
	                                   Results:
	Date:

	Urinalysis:  __________________________
	
	TB: ________________________________
	

	CBC:  ______________________________
	
	Hepatitis B:__________________________
	

	Cholesterol Screen:____________________
	
	Tetanus :____________________________
	

	Blood Sugar:_________________________
	
	Pneumonia:__________________________
	

	Liver Profile: ________________________
	
	Flu:________________________________
	

	PSA (Prostate):_______________________
	
	Pap: _______________________________
	

	Stool (FOBT):________________________
	
	Mammogram:________________________
	

	Other: ______________________________
	
	Other:______________________________
	


SCREENINGS OR REFERRALS:

· Sigmoidoscopy or FOBT for Colon Cancer – Over age 50- every 5 years and/or fecal blood test annually 

· Prostate and Digital Rectal Exam – Should be part of physical exam beginning at age 40-50

· Pap Smear -- Beginning at age18, then after 3 consecutive normal ones, every 1-3 years

· Mammogram – Age 40-49 patient/physician discretion; annually over age 50

· Clinical Breast Exam – Annually 

· Eye Exam for Glaucoma – Age 50+ performed with routine eye exam

· Other: ________________________________________________________

RECOMMENDATIONS FOR PROMOTING AND MAINTAINING HEALTH:  

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Was a health assessment performed?
Yes________
       No ________

________________________________________________________________________    ___________________________ 

MD/ Practitioner Signature 





    DATE:  
























