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Past Health Hx:

LMP:

If Pregnant, # weeks: ____
Medicines:
Allergies: (What & Reaction) Immunization status: PPD status:
Other Hx:

Habit Hx: (ETOH, Drugs)

XY General Appearance:

Tobacco: None 2nd-hand Chew Smoke
Thinking about quitting? Y N Already Quit
Never Used Referral: Yes No
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Neck/Nodes:

Back:

Lungs/Chest:

Heart:
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Nervous System:

Skin:

Lab Tests/Results:

ASSESSMENT

Immunizations given:

Initials/Vaccine/Lot #
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Special/Other Care:

() PPD 0.1 mlID LFA/RFA(circle)
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( )PPD mm (when read)
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Dr.’s Assessment:

CHAM Plan Page #

Standing Order O

CHA/CHP:

Village:

Home Visit O

ETOH Related YesO No O



