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NAME_________________________

DO YOU HAVE PREVENTATIVE CARE WITH YOUR INSURANCE?	            YES	OR	NO

WHEN WAS YOUR LAST PHYSICAL? __________________
WHEN WAS YOUR LAST TETANUS? ____________    WHEN WAS YOUR LAST COLONOSCOPY? _________

DO YOU HAVE ANY OF THE FOLLOWING PROBLEMS?

a. CHANGE IN SIZE/COLOR OF A MOLE			YES	OR	NO
b. [bookmark: _GoBack]CHEST PAIN, SHORTNESS OF BREATH,                     	YES	OR	NO
     STOMACH PROBLEMS OR HEARTBURN
c. SEXUAL PROBLEMS (GETTING AND                         	YES	OR	NO
KEEPING ERECTIONS, COMPLETING
INTERCOURSE, ETC.)
d. SLEEPING POORLY OR HAVING ANY			YES	OR	NO
TROUBLE FALLING OR STAYING ASLEEP
e. OFTEN FEELING DOWN, DEPRESSED OR		YES	OR	NO
HOPELESS IN THE LAST MONTH
f. DO YOU DRINK ALCOHOL?			 	YES	OR	NO
g. HAVE YOU EVER USED TOBACCO?		 	YES	OR	NO

PLEASE LIST ANY CONCERNS YOU MAY HAVE AT THIS TIME:
__________________________________________________________________________________________________________________________________

WERE THERE ANY TESTS/LABS YOU WERE INTERESTED IN HAVING ORDERED OR DONE TODAY? _________________________________________________________________
_________________________________________________________________
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FOR PHYSICIAN USE:
IMUNIZATIONS					     PREVENTATIVE
[image: ]       Tdap        Pneumovax        Influenza	    	      	            	Colonoscopy        EKG       Bone Density       Stress Test
[image: ][image: ] 								CT Lung Screening	AAA Screen
LABS							     STUDIES
       CBC        CMP       Lipid       PSA       Glucose        TSH		Chest X-Ray        Other: ______________
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