(Service Learning, Sample Forms:  Patient Data Log)

Health Screening Results 

Date: _________________

Name: __________________________

 
Age: ____________________
Immunizations

	Vaccine
	Date Received 

	Tetanus
	

	Influenza 
	

	Pneumococcal
	


Height ____________________



Weight ___________________

Body Mass Index ________  Obese: __   Overweight:__   Normal:__ Underweight:__
Blood Pressure: ___________________________

High: ___     Normal:___     Low:___

Pulse Rate: _____________________

Rhythm: ________________________

Vision: 

 R eye ___________     L eye __________     Both eyes __________

Corrective lenses: Yes __     No __

Amsler Grid:

________________________________________________________________________

	Primary Care Physician:
Name:______________________________
Address:_______________________________
_______________________________________
Phone:_________________________________

Other Physician:
Name:______________________________
Address:_______________________________
_______________________________________
Phone:_________________________________

	Other Physician:
Name:______________________________
Address:_______________________________
_______________________________________
Phone:_________________________________


Other Physician:
Name:______________________________
Address:_______________________________
_______________________________________
Phone:_________________________________


	Name of Medication_____________________
Indicated Condition______________________
Strength/ Mgs._________________________ 
How often I take it ______________________
Prescribing Physician____________________
	Name of Medication_____________________
Indicated Condition______________________
Strength/ Mgs._________________________ 
How often I take it ______________________
Prescribing Physician____________________

	Name of Medication_____________________
Indicated Condition______________________
Strength/ Mgs._________________________ 
How often I take it ______________________
Prescribing Physician____________________
	Name of Medication_____________________
Indicated Condition______________________
Strength/ Mgs._________________________ 
How often I take it ______________________
Prescribing Physician____________________

	Name of Medication_____________________
Indicated Condition______________________
Strength/ Mgs._________________________ 
How often I take it ______________________
Prescribing Physician____________________
	Name of Medication_____________________
Indicated Condition______________________
Strength/ Mgs._________________________ 
How often I take it ______________________
Prescribing Physician____________________

	Name of Medication_____________________
Indicated Condition______________________
Strength/ Mgs._________________________ 
How often I take it ______________________
Prescribing Physician____________________
Name of Medication_____________________
Indicated Condition______________________
Strength/ Mgs._________________________ 
How often I take it ______________________
Prescribing Physician____________________


	Name of Medication_____________________
Indicated Condition______________________
Strength/ Mgs._________________________ 
How often I take it ______________________
Prescribing Physician____________________
Name of Medication_____________________
Indicated Condition______________________
Strength/ Mgs._________________________ 
How often I take it ______________________
Prescribing Physician____________________


