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FIRST NAME , A M
el )

DATE MAR 9 5/20" TIM@& %({ DAM " [sex \S\g;rﬁm

ALIAS aclnilg‘ \/)})

SOCIAL SECURITY NUMBER

O Interpreter Used

Name:

Intake R?!ed? Most Recent Incarceration: %None ;V?!n? Where?
Yi

QYes [ANo [Have you ever been incarcerated/ere? es ONo I yes, when? l D /
Inmate Tragsfér? Q Yes No If yes, records received? QVYes QO No / y"! Jl) qg\’ g /')
Primary Care Provider: JZI/None Name: Private Insurance P/None Name:

Urgent/Emergent Meflical Referral UrgentIE ergent Security Referral Communicable Diseases: Possible
Q Yes No Indication 0 Yes (A No MRSA Q Yes !
Q Severe Injury O Life Threatening lliness 0 Uncontrolled Bleeding Q Uncdoperative O Threatening Varicella (Chicken Pox) Q Yes J
0 Severe Pain O Head Trauma w/Mental Status Change Q Other Herpes Zoster (Shingles) Q Yes
Q Other ; Lice/Pediculosis Q Yes
Railiarts Oriented To { ggYentIE?;frgent Mental Health Referral Jaundice Q Yes ,E])g

Alert Person d/ QNo es )4 No Needlemarks Q Yes No
Q Verbal Stimulus Place J/Z: Q No Reason Other
Q Painful Stimulus Time Yes O No O Active Hallucinations O Active Delusions
Q Unresponsive Describe O Actively Suicidal
Describe Responsiveness O Other i
Mobility Restrictions Physigal Aids Deaf / Blind

es Q Deformity QOCast QO Paraplegic |QYés O Wheelchair Q CcPAP Q Yes No Q Yes No

No O Amputation O Splint O Quadriplegic No 0 Crutches/Canes QRight O Left O Both QO Right O Left 0 Both
Q Other Q Other Q Other Q Other
Height Weight Temperature |Blood Pressure Pulse QAQP |Respirations Pulse Ox Fingef Stick Pealy/Flow

2 s Rech Iflndlcuted) / . 5 o
Ibs %_ i QO_ Inita 6 it Iita Inital Inital

O Act (4 Rptd Act O Rptd ot - Recheck? Recheck * Recheck * Recheck * Recheck * Recheck *

Recent Major Surgjéal History (within 90 days) Recent Medical Hofpitalizations (within 90 days)

A Yes No Q Yes No Ever had a transplant? OYes ANo

-1 Brain Surgery O Heart Surgery If yes, describe QKidney O Other

J Abdominal Surgery Q Other Current medication for organ transplant? O Yes,)Zf No

‘emale History Q : Pregnancies Pap Smear O Upknown Q None

)ate of Last Menstrual Period? Full Term Date of last O/ /

\re you currently pregnant? ay N O Maybe / Don't Know | Last Pregnancy? Result Normal O Abnopfial Q Don't Know

’regnancy Test Result QO Pos ONeg O Scheduled 0O N/A Premature

‘ingerstick Result (If pregnancy test Positive) Aborlions i Mammogram O Unknown None

lave you delivered, had a miscarriage, - Date of last

r abortion in the past 12 weeks? ay N Last abortion? M Result Q Normal Q Abnormal Q Don't Know
Living ;?__

PRE-ADMISSION MEDICATIONS & None O Unknown O See Attached Form

_REASON VERIFIED

NAME | - -posE’ Lt §ig T Route LAST DOSE
(alntelo] =7 fﬂdo,/,/ 5
a
a
/ e

ALLERGIES - Do you have any allergies (food, medication, env:ronmental)?/%Yes ONo ([ See Attached Form

ALLERGY REACTION TYPE (Hlves Rash, yOB Anaghylaxis Shock) ALLERGY REACTION TYPE (Hives, Rash, SOB, Anaphylaxis, Shock)
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Last dialyzed?

Number of times per week?

ALCOHOL })SE 'I})BACCO USE SUBS'/TCAN CE/DRUG USE
Do you drink alcohol? i )a’ Yes O No DoAyou smoke? Do you use drugs? Eﬁ(es a
What? Current O Fermer O Never | Do you use injectable drugs? O Yes I No Lastuse of injectable drugs?
' How often? How much? Last use?
Last Use? Amount? packs/day 3
0 Héroin 0 Hx of withdrawal
How much? How long? s 3 i
bl 9 | A Narcotics o & 4 4@& kﬁ@@ O Hx of withdrawal
EdcossvelDrorer Q Yes (CWA) O No Q Benzodiazepines Q Hx of withdrawal
Ever had alcohol withdrawals, tremors, seizures, or DT's O Methamphetamines g
associated with stopping alcohol? O Yes (CIWA) Q No U Cocaine )
If yes, when? O Other
8 COMMUNICABLE DISEASES / b,
Hepatitis STD’s E/ HIV/AIDS /
Have you ever had hepatitis? O Yes / Do you currently have an STD? O Yes & No Do you have HIV infection or AIDS? QO Yes No
Hep A? Q Yes O Syphilis? 0 Being Treated Are you currently taking medication(s)? O Yes QO No
Hep B? O Yes o O Hx of treatment O Gonorrhea? Q) Being Treated When diagnosed?
Hep C? O Yes No O Hx of treatment Q Chlamydia? Q) Being Treated | History of opportunistic infections?
QO Herpes? O Being Treated O None Q Thrush apPcp
0 Other? O Being Treated Q Zoster O Cryptococcal Meningitis 0 Toxo
Do you currently have symptoms? O Yes O No Have you been treated? 0O Yes O No
Describe o Are you currently receiving Ol medication(s)? O Yes O No
Z
TB Symptoms TB Skin Test {
Do you have? Prior + PPD? O YesZ No O Don't Know  Plant PPD Now? O Yes O No
Weightloss O Yes 0/ Persistent Cough > 2 weeks O Yes Current TB medication? O Yes O No If no. Reason
Night Sweats O Yes Coughing Blood Q Yes o | Current LTBI medication? O Yes O No Lotation? QLFA O RFA
Fever O Yes No Weak/Tired QO Yes No SRl
Date Planted Planter's Initials
o 2 CHRONIC ILLNESSES S
Asthma Cardiovascular Disease (ask each question) Cerebrovascular Disease
Do you have asthma? Q Yes No [Have you ever had any of the following problems with your heart: Have you ever had a: /
How long? ﬂ/ 12/ CVA (Stroke)? O Yes No
7 Angina? ay ] ial Fibrillation? By
Last episode of shortness of breath? s{lﬁ:ntsav a Y§§ Q"’a',,f;'i(""f,""" a yZ: _{;2’( When was (st}
ERvisitin last90 days? ~ O1Yes  OINO |poart Atlack? ot bty | LB Within past year? QYes QO No
eart Attack? es Internal Dg_ﬁbnllato ? es zbk{ TIA (Mini-Stroke)? O Yes O No
If yes, when? Bypass Surgery? Q Yes o, Endocarditis? 0 Yes, a)40/ .
Hospitalization in last year? O Yes QO No |CHF? Q Yes o Blood clot in lungs or legs? O Yes&f No, |When was last?
If yes, when? Heart valve replacement? O Yes A No Are you taking Warfarin, /EJ/ Within past year? (1 Yes O No
Ever intubated? Q Yes O No Coumadin, or Jantoven? 11 Yes& No | comments
If yes, when? Dabiof . A
Currently on steroids? O Yes Q No N i L pey
Peak Flow ( j | Comments
A
Diabetes
Have you ever had diabetes or a problem with high blood sugar? 0 Yes [A'No  Finger Stick ( )
How long? If Finger Stick > 300, ask the following
Are you currently taking medication(s)? QYes O No Nausea? OYes = QONo
Are you currently taking insulin? 0 Yes O No Vomiting? O Yes O No
Hospitalization in last year? O Yes O No Excessive thirst? O Yes O No
If yes, when? = Urine Ketones (Ifindicated) ( )
Hypertension Epilepsy/Seizure
Have you ever had high blood pressure or hypertension? i No Have you ever had a seizure or convulsion? 0O Yes A No
How long? . Last Seizure?
Are you currently taking medication(s)? @ Yes O No Frequency greater than once a month? Q Yes Q No
» ’ . (s Two or more anticonvulsants? O Yes O No
Gastrointestinal
Have you ever been treated for problems with stomach or bowels? 0O Yes
Have you ever vomited blood? O Yes / Frequency? Last? Comments
Ever had dark, black stools from bleeding? Q Yes E/z) Frequency? Last? Comments
Have you ever been told you have cirrhosis? O Yes No Comments
Cancer Dialysis COPD/Emphysema L
Have you ever had cancer? O Yes z#to/ j Are you currently on dialysis? Q Yes Q/ Do you have COPD or emphysema? O Yes %)t(o/
Do you currently have cancer? O Yes O Unknown | Are you receiving your dialysis treatments? O Yes No |02 dependent? Q Yes No
Are you currently being treated for cancer? O Yes & No Type? 0 Hemodialysis QO Peritoneal Peak Flow ( )

L
Ao

Other Current Significant Medical Conditions:

o
LoJes

Referral Needed? O Yes
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Do you-have a history of a mental health disorder? Q Yes ,d yd Have you been diagnosed with schizophrenia? Q Yes :

Have you been diagnosed as bipolar? / Q Yes )2( No Have you been gidgnosed with major depression? Q Yes @' No

Do you feel hopeless or helpless? O Yes JZ{ No |History of psychotropic medication(s)? Q Yes ,ﬂ No |History of psych hospitalization? Q Yes %ﬂ@
/ /| Within last year? Q Yes 4 )

History of hearing things? Q Yes ﬂ No |History of seeing things? O Yes )Z]/}lo Are you thinking about hurting yourself? O Yes ,d No

Family/friends history of suicide? Q Yes ‘LZ(No Recent significant loss? Q Yes 12]’ No |History of suicide attempt(s)? ,EI/Ye No Last attempt/
I /| Are you thinking about suicide now? U Ye

Are you thinking about hurting others? O Yes %\lo Ever hospitalized from head trauma? /A Yes d No /

History of: Special education placement? QO Yes #No Learning disability? QO Yes JZl, No Developaiental disability? O Yes ,,B/ No

Mental retardatio? Q1 Yes J&No

Hlstory of violent behawor”

Q Yes JZI/ No

History of victimization?

Q Yes lZf No ,History of sex offenses?

Q Yes @No

Q Lacerations

Genera/:l Appearance O NAD ,é Appears Hydrated Q Other X
?chreening Describe Skin Describe
Unremarkable QO Missing Teeth Q Swelling isifle skin exam? Yes QNo
0 Abscesses O Cavities Q Thrush L& Unremarkable O Surgical Scars QO Jaundice
Q Lesions Q) Dentures Loose O Other Q Open Lesion(s) O Rash Q Pallor
0 Sores O Tracks Q Other
QO Tattoos

Q Isolation: Reason
Q Infirmary O Observation
a Sulicide Watch QO Other

Aa{)uﬁne Q Expedited

Refgfral Notification

H&P g)k{ntal Health Referral O Routine O Expedited |0 Immediate Supervisor
Q Nursing Sick Call O Routine O Expedited | §&"Chronic Care Clinic Routine Q Expedited | MD/NP/PA On Call
O MD/NP/PA Sick Call Q Routine O Expedited | O Dental Referral QO Routine O Expedited |Q ER For Transport

Cosfsent for Treatment Signed
Yes O No Reason

AT

AcgeSs to Care Reviewed
Yes O No Reason

Grie
[A Yes O No

vance Process Explained

Reason

Mylfzymﬂ:n is co )I'ect and | accegth /Browsuon of medical, dental, and mental health care.

?Ml&‘im W

aljent’s Signature [lnte Date
Secondary Review / : [ F e - S8y W/ 4
If indicated) Name (Print) Slgnature Date
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