‘Branch of Sexvice: Please Circle One: ARMY NAVY MARINE AIRFORCE

PERICDIC HEALTH ASSESSMIENT CHECKLIST
PLEASE FILL OUT BOXES 1-8 ONLY

1, LAST NAME: 2. FIRST NAME: 3.RANK:
A FULLSSN:| - ; 5. PHONE #: o . " | 6. AGE:
7. UNIT: 8. TODAY'S DATE:
Visual Acuity

UNCORRECTED Distant

Right eye uncorrected 20/ Left eyé uncorrected 20/ INTIALS

Both eyes uncorrected 20/

CORRECTED Distant ,

Right eye corrected 20/ Left eye corrected 20/ INTIALS

Both eyes corrected | - 20/

UNCORRECTED Near

Right eye uncorrected 20/ Left eye uncorrected 20/ INTIALS

Both eyes uncorrected 20/

CORRECTED Near A

Right eye corrected 20/ Left eye corrected 20/ INTIALS

Both eyes corrected 20/

LABORATORY (OVER 40/50 PHAs)

OVER 40 LABS OVER 50 LABS

TOTAL CHOLESTEROL ___ FASTING GLUCOSE FOB - FOB___ FOB___

TRIG___ PSA___ CHEST XRAY___

HOL ___ '

. PHYSICAL EXAM SECTION

10 PAGE QUESTIONNAIRE COMPLETED -
HEARING EXAM (WITHIN 1 YEAR) WELL WOMAN EXAM (PAP)
MAMMOGRAM (OVER 40)  DATE: _ 7 BIOPSYCHOSOQCIAL QUESTIONNAIRE

EKG (OVER 40: EVERY 5 YRS UNLESS OTHERWISE INDICATED)

DATE OF PART 2: : APPT TIME:

PROVIDER: . ' PCM:

REMARKS: Due to high demand, | understand thatif I'm a “No-Show” | may, not receive a PE/PHA appt. for
30 days. INT: : '




PERIODIC TUBERCULOSIS (TB) RISK ASSESSMENT TOOL

For us= of fhis form see, MEDGOM Reg 20-64, the propenent agancy is.MCPO-SA

Periodic Tuberculosis (TB) Risk Asséssment Tool

tontact with somecna wio was sick with tuberculosis (TB)?

If yes, naturz of exposure: Housshold - Co-worker - Family -
Othar )

1. Since your iast TR risk assessmant, did you have face-ip-face O Yes O No

Daies of exposure

- REVIEWER INSTRUCTION

Toliowing conditions: organ %ranSpIant BRIV infeciion:
immunosuppression secondary {o use of prednisons
(2quivalani of =15mg/day for >1 monih) or oiher
iMMmUNosuppressive medication such s Humira, Enbrel or
Remicade?’ ‘ :

2. Since your last T3 rsk assessment, aid you wark, voluniser, or 0-Yas 0 No
reside in a detainas tacility, prison, homelass shelier, refugee
Camp, or drug ireaimant Tacility?

3. Since your last T8 rigk assessment, did you develop any of the 0 VYes 0O No

fEY

. Since your lzst T8 risk.zssessmant, did you devalop any of {

he 03 Yas O No

foliowing conditions: diebsizs, silicosis, cancer of head or nack,
Hedgkin's disease, leukeimia, end-stags renal disease, iniestinal
_ bypass. or nastreciomy, chronic malzb=orpiion syndrome, fow

body waight [10% or more below ideal weighi), or injecton drug
usa?

5. Dovyou have any of the following SYTMpIons of tubsarcuiosis:
cough > 2 weeks, fevar » 2 waeks, drenching night swezis,
unplanned waight lnss?

O Yes O No

or

8. Have you had aprior TR iest, pri
freatment for TR?

or diagnosis of TB, or prior

D Yes

DND. s

PATIENT'S IDENTIFICATION (For typed or writizn eniries give:
Name- last, first, middle; DOB; SSN; daiz; hospital or medical facility)

REVIEWER NAME

REVIEWER SIGNATURE

MEDCOM FORM 830, AUG 2013

MC PE vi.00



TODAY’S DATE

"HEARING TEST DATA
DoD Comp: Army Air Force ' Marine Navy
Service Comp: Regular Reserve National Guard
Rank/Grade: /
Last Name: | First Name
MI Gender: SSN - B -
DOB (mm/dd/yyyy) / /
Cuirent MOS: UIC: (If known)
Unit:
Major Command (If known)

Location/Place of work

Contact Number: () -

Do you have any ears, nose, or throat Problems? Yes or No
Do you wear hearing aids? | Yes or No
Do you wear glasses? - Yes or No
Do you wear hearing protection while working? A Yes or No

Hearing Category CH1 H2  H3



