Medical Record Number:

utica park clinic

Legal Name Nickname
Patient Information
Last First Middle
Social Security Number Birth Date (] Male Marital Status
OF | ] Divorced ] Domestic Partner [ Married
emale 14 Separated []Single [ Widowed
Street Address Zip City State
Primary Phone [ Home Preferred Contact Method |
[J Able to receive text messages [JMobile [JOther [[1Text [1Phone []Email []Other
Email *Required Occupation Employer
Primary Care Provider Referring Provider

As part of the American Recovery and Reinvestment Act, healthcare providers are required to obtain the following information.
Please check the boxes in section 1-3 that most apply to you.

1. Race (Choose One)

[J American Indian or Alaska Native [J Asian [ Black or African American

[] Native Hawaiian or Other Pacific Islander [] White / Caucasian
2. Ethnicity (Choose One)

[J Hispanic / Latino 1 Non-Hispanic / Latino [] Declined to Specify
3. Preferred Language (Choose One)

1 Arabic 1 English 1 Hebrew ] Korean ] Spanish/Castilian ] Urdu

[ Bulgarian J French O Hindi [ Polish ] Somali [ Vietnamese

[ Chinese [0 German [ Italian []Portuguese  [] Swahili [ Declined to Specify

[ Central Khmer [ Haitian [ Japanese [ Russian [ Thai
Responsible Party (Policy Holder) / Legal Guardian if minor, please have parent or legal guardian complete the following.
[ Self
Legal Name Relationship to Patient | Birth Date

[J Parent [ Other
Last First Middle 0 Spouse
Social Security Number Address )
[ Check here if same
address as above
Primary Phone [] Home Employer
[J Able to receive text messages []Mobile [] Other
Name Relationship to Patient
Emergency Contact
Last First Middle

Address
Primary Phone ] Home Employer
[] Able to receive text messages [J Mobile  [J Other
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utica park clinic

Insurance

Medical Record Number:

Patient DOB

Primary Insurance Name

Policy Holder's Name

Relationship to Patient Policy Holder's Birth Date

Secondary Insurance Name Policy Holder's Name

Relationship to Patient Policy Holder's Birth Date

Medications include over-the-counter medications and supplements. [ check box if NO medications.

Drug Name

Dosage Strength (i.e., mg/mcg) How many times a day?

Attach additional list if there are more medications

Allergies [ check box if there are NO medication allergies.

Drug Name / Drug Class / Food

Reaction

4

Preferred Local Pharmacy

Name

Phone

Location

Fax

Medical History check all that apply. Describe details of medical conditions in spaces below.

[ allergies [ cancer: type [ high blood pressure ] migraines

[Janemia [] COPD (Emphysema) [ high cholesterol [] osteoporosis
[Jangina (heart pain) [J Crohn’s Disease LIHIV/AIDS [] prostate enlarged

[ anxiety [] depression [Jirritable bowel syndrome [] seizures

[ arthritis [ diabetes [1type 1 [type 2 [ kidney disease: type [ stroke

[Jasthma [1 GERD (acid reflux) [ liver disease: type [] thyroid disease: type
] atrial fibrillation [ heart disease: type 1 MI (heart attack) [ ulcer

[ blood clots [ Hepatitis [JA OB [C

[ Other:

UPC8192 (05/17)



utica park clinic

Surgeries check all that apply. Describe details of surgery in spaces below.

Patient

Medical Record Number:

DOB

[J angioplasty

[J appendectomy
[ arthroscopy knee: []left []right
[J back surgery: type

[J breast biopsy: [1left [ right
[ breast implants

[J breast reduction

[J CABG (heart vessel bypass)
[] cardiac pacemaker

[ carpal tunnel: [Jleft []right

[ cataract: [ left [ right
[ colon surgery: type

[J c-section
0 D&C
[ gallbladder
[ gastric bypass
[J groin hernia repair: [ left [ right
O hip fracture repair: [ left [ right
[ hip replacement: [ left []right
[ hysterectomy

*items in gray are for females only

[ knee replacement: [ left []right
] LASIK

[ liver biopsy

O mastectomy: [ left [ right

] ovary removed: [] left [] right

[] prostate surgery: type
[ thyroid surgery

[ tonsillectomy

[ tubes tied

[ vasectomy

[J cancer: type:

[1 depression [ diabetes [Jtype 1

(] heart disease
[ osteoporosis
(] ulcerative colitis

[ high blood pressure [ high cholesterol [] mental iliness
[ seizure [ stroke [ thyroid disease
[ other:

[ Other:

Family History

Mother  [JADD/ADHD [] alcoholism [] allergies [J Alzheimer's [J asthma [ bleeding disorder
[] cancer: type: [] depression [Jdiabetes [Jtype 1 [Jtype 2 [ heart attack
[0 heart disease [ high blood pressure [ high cholesterol [] mental illness ] migraines
[] osteoporosis [ seizure [ stroke [ thyroid disease [ tuberculosis
[] ulcerative colitis [] other:

Father [1ADD/ADHD [ alcoholism [ allergies 0 Alzheimer's [Jasthma [ bleeding disorder
[ cancer: type: ] depression [l diabetes [type 1 [Itype 2 [ heart attack
[] heart disease [] high blood pressure [ high cholesterol [] mental illness [ migraines
] osteoporosis [] seizure [] stroke [] thyroid disease [] tuberculosis
[ ulcerative colitis [ other:

Brother(s) [J ADD/ADHD [J alcoholism [ allergies [JAlzheimer's [Jasthma [ bleeding disorder
] cancer: type: [] depression [Jdiabetes [Jtype 1 [Jtype 2 [J heart attack
[ heart disease [ high blood pressure [ high cholesterol [ mental illness (J migraines
[] osteoporosis [ seizure [] stroke [ thyroid disease [ tuberculosis
[J ulcerative colitis [] other:

Sister(s) [1ADD/ADHD [Jalcoholism [ allergies JAlzheimer's [Jasthma [ bleeding disorder

(Itype2  [Jheart attack
[ migraines
[J tuberculosis

Social History your answers help determine your risk for certain diseases. Responses are confidential.

Marital Status:

Do you drink alcohol?

[JYes [No

] Divorced [ Domestic Partnership [ Married

[ Separated [1Single []Widowed

Sexual Orientation:

[]Bisexual [] Heterosexual (] Homosexual

Transgender Identity, if applicable
[]Female to Male [ Male to Female []Unknown

Do you have any religious or spiritual preferences that would
affect your healthcare?

[(JYes [JNo
[J smoke a pipe
(] chew tobacco

Tobacco Use

Do you... [J] smoke cigarettes

How many... packs per day?
years?
If you quit, what year?

If yes, what type?
If yes, how much?
If yes, how often?

Do you use illegal drugs?

If yes, what type?
If yes, how much?
If yes, how often?

Do you use caffeine?
If yes, what type?
If yes, how much?
If yes, how often?

(] Daily [J Weekly [] Monthly

[J Occasionally [] Rarely

[1Yes [1No

[ Daily [J Weekly [ Monthly

[J Occasionally [] Rarely

[(JYes [1No

[J Daily [ Weekly [J Monthly

[J Occasionally [] Rarely
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Immunizations list dates of most recent immunizations or attach record.

Medical Record Number:

Patient DOB

Vaccination

Date Date

Date

Chicken Pox

Hepatitis A

Hepatitis B

HPV

Influenza

Meningococcal

MMR

Pneumonia PCV13 (Prevnar 13)

Pneumonia PPSV23 (Pneumovax)

Shingles

Tetanus and Diphtheria (Td)

Tetanus, Diphtheria, Pertussis (Tdap)

Preventive Screenings list dates of the most recent preventive services you've received.

Test Never

Test Performed

Where
Performed?

Last

Exam Date Findings/Results

Bone density J

Blood sugar

Cholesterol

Colonoscopy

Glaucoma

Hearing

HIV

Lung cancer scan (CT of chest)

Lung scan

Mammogram

Medicare wellness visit

Prostate exam (males only)

Ultrasound aorta

Vision examination

O(o|g|jojo|jo(ojo|jo(o|go|jo||-

Women’s Health History

Age of first menstrual period?
Age of first birth?
Beginning date of last menstrual period?

If you have achieved menopause, what age?

What Year?

Are you currently pregnant? [Yes []No []Possibly

Date of last mammogram? Result?

Date of last pap smear? Result?

O Natural [ Surgical (choose one)

Pregnancy History list the number of each type in the box below.

Full Term Premature C-Section

Vaginal

Live Birth Ectopic Miscarriage

Abortion

UPC8192 (05/17)




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (Adobe RGB \0501998\051)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo true
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Preserve
  /UsePrologue true
  /ColorSettingsFile (Color Management Off)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages false
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 600
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.08333
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.08333
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /ENU ()
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [801.000 1224.000]
>> setpagedevice


	Street Address: 
	Zip: 
	City: 
	State: 
	Email Required: 
	Occupation: 
	Primary Care Provider: 
	Referring Provider: 
	Social Security Number_2: 
	Relationship to Patient_2: 
	Primary Insurance Name: 
	Policy Holders Name: 
	Relationship to Patient_3: 
	Policy Holders Birth Date: 
	Secondary Insurance Name: 
	Policy Holders Name_2: 
	Relationship to Patient_4: 
	Policy Holders Birth Date_2: 
	How many times a day1: 
	Dosage Strength ie mgmcg2: 
	How many times a day2: 
	Dosage Strength ie mgmcg3: 
	How many times a day3: 
	Dosage Strength ie mgmcg4: 
	How many times a day4: 
	Reaction1: 
	Reaction2: 
	Reaction3: 
	Reaction4: 
	Name_2: 
	Location: 
	Phone: 
	Fax: 
	D cancer type: 
	D kidney disease type: 
	D heart disease type: 
	D liver disease type: 
	D thyroid disease type: 
	D colon surgery type: 
	D back surgery type: 
	D prostate surgery type: 
	D Yes D No 1: 
	D Yes D No 2: 
	How many packs per day 1: 
	How many packs per day 2: 
	Nickname: 
	Social Security Number: 
	Birth Date of Resp Party: 
	Phone no: 
	Employer: 
	Employer 2: 
	Last Name of Responsible Party: 
	First Name of Responsible Party: 
	Middle Name of Resp Party: 
	Emergency Contact First Name: 
	Emergency Contact Last Name: 
	Emergency Contact Middle name: 
	Sex: Off
	Type phone: Off
	Preferred Contact: Off
	Check Box5: Off
	Ethnicity: Off
	Language: Off
	text: Off
	Type phone2: Off
	text2: Off
	Phone no 2: 
	text3: Off
	Phone no 3: 
	Type phone3: Off
	Employer_3: 
	Last Name: 
	First Name: 
	Middle Name: 
	Birth Date: 
	Address: 
	Address3: 
	Dosage Strength ie mgmcg1: 
	Drug Name: 
	Drug Name2: 
	Drug Name3: 
	Drug Name4: 
	no medications: Off
	no medication allergies: Off
	anemia: Off
	angina: Off
	anxiety: Off
	arthritis: Off
	asthma: Off
	af: Off
	bc: Off
	allergies: Off
	copd: Off
	crohns: Off
	diabetes: Off
	diabetes type: Off
	depression: Off
	GERD: Off
	HEART DISEASE: Off
	HEPATITIS: Off
	HEPATITIS TYPE: Off
	HIGH BLOOD PRESSURE: Off
	HIGH CHOLESTEROL: Off
	HIV/AIDS: Off
	IBS: Off
	KIDNEY: Off
	LIVER: Off
	MI: Off
	MIGRAINE: Off
	OSTEOPOROSIS: Off
	PROS GLAND: Off
	SEIZURES: Off
	STROKE: Off
	ULCER: Off
	cancer: Off
	OTHER CONDITIONS: Off
	APPENDECTOMY: Off
	ARTHRO KNEE: Off
	ANGIO: Off
	ARTHR KNEE RIGHT: Off
	BACK: Off
	BREAST BIOPSY: Off
	ARTHR KNEE LEFT: Off
	BREAST BIOPSY RIGHT: Off
	BREAST IMPLANT: Off
	BREAST REDUCT: Off
	CABG: Off
	PACEMAKER: Off
	BREAST BIOPSY LEFT: Off
	CARPAL TUNNEL LEFT: Off
	CARPAL TUNNEL RIGHT: Off
	CARPAL TUNNEL: Off
	CATARACT LEFT: Off
	CATARACT RIGHT: Off
	COLON: Off
	C SECTION: Off
	DC: Off
	GALLBLADDER: Off
	GASTRIC BYPASS: Off
	CATARACT: Off
	GROIN: Off
	GROIN RIGHT: Off
	GROIN LEFT: Off
	HIP RIGHT: Off
	HIP LEFT: Off
	HIP: Off
	HIP REPLACE LEFT: Off
	HIP REPLACE RIGHT: Off
	HYSTER: Off
	HIP REPLACE: Off
	KNEE REPLACE LEFT: Off
	KNEE REPLACE RIGHT: Off
	LASIK: Off
	LIVER BX: Off
	KNEE REPLACE: Off
	MAST LEFT: Off
	MAST RIGHT: Off
	MAST: Off
	OVARY REMOVED LEFT: Off
	OVARY REMOVED RIGHT: Off
	PROSTATE SURGERY: Off
	THYROID SURG: Off
	TONSILL: Off
	TUBES TIED: Off
	VASC: Off
	OVARY REMOVED: Off
	OTHER: Off
	OTHER SURGERY: 
	MOTHER DIABETES TYPE: Off
	MOTHER ADD: Off
	MOTHER ALCOHOLISM: Off
	MOTHER ALLERGIES: Off
	MOTHER ALZHEIMER: Off
	MOTHER ASTHMA: Off
	MOTHER BLEEDING: Off
	MOTHER CANCER: Off
	MOTHER TYPE CANCER: 
	MOTHER DEPRESSION: Off
	MOTHER DIABETES: Off
	MOTHER HEART ATT: Off
	MOTHER HEART: Off
	MOTHER HBP: Off
	MOTHER HIGH CHOL: Off
	MOTHER MENTAL HEALTH: Off
	MOTHER MIGRANE: Off
	MOTHER OSTEO: Off
	MOTHER SEIZURE: Off
	MOTHER HX OTHER: 
	MOTHER STROKE: Off
	MOTHER THYROID: Off
	MOTHER TUBERCULOSIS: Off
	MOTHER ULCER COLITIS: Off
	MOTHER OTHER: Off
	FATHER ADD: Off
	FATHER CANCER: Off
	FATHER HEART: Off
	FATHER OSTEO: Off
	FATHER ULCER COLITIS: Off
	FATHER HBP: Off
	FATHER SEIZURE: Off
	FATHER OTHER: Off
	FATHER ALCOHOLISM: Off
	FATHER TYPE CANCER: 
	FATHER ALLERGIES: Off
	FATHER DEPRESSION: Off
	FATHER HIGH CHOL: Off
	FATHER STROKE: Off
	FATHER HX OTHER: 
	FATHER ALZHEIMER: Off
	FATHER DIABETES: Off
	FATHER MENTAL HEALTH: Off
	FATHER THYROID: Off
	FATHER ASTHMA: Off
	FATHER DIABETES TYPE: Off
	FATHER MIGRANE: Off
	FATHER TUBERCULOSIS: Off
	FATHER BLEEDING: Off
	FATHER HEART ATT: Off
	BROTHER ADD: Off
	BROTHER CANCER: Off
	BROTHER HEART: Off
	BROTHER OSTEO: Off
	BROTHER ULCER COLITIS: Off
	BR0THER ALCOHOLISM: Off
	BROTHER TYPE CANCER: 
	BROTHER HBP: Off
	BROTHER SEIZURE: Off
	BROTHER OTHER: Off
	BROTHER ALLERGIES: Off
	BROTHER DEPRESSION: Off
	BROTHER HIGH CHOL: Off
	BROTHER STROKE: Off
	BROTHER HX OTHER: 
	BROTHER ALZHEIMER: Off
	BROTHER ASTHMA: Off
	BROTHER DIABETES: Off
	BROTHER MENTAL HEALTH: Off
	BROTHER THYROID: Off
	BROTHER BLEEDING: Off
	BROTHER DIABETES TYPE: Off
	BROTHER MIGRANE: Off
	BROTHER TUBERCULOSIS: Off
	BROTHER HEART ATT: Off
	SISTER ADD: Off
	SISTER CANCER: Off
	SISTER HEART: Off
	SISTER OSTEO: Off
	SISTER ULCER COLITIS: Off
	SISTER ALCOHOLISM: Off
	SISTER TYPE CANCER: 
	SISTER HBP: Off
	SISTER SEIZURE: Off
	SISTER OTHER: Off
	SISTER HX OTHER: 
	SISTER STROKE: Off
	SISTER HIGH CHOL: Off
	SISTER DEPRESSION: Off
	SISTER ALLERGIES: Off
	SISTER ALZHEIMER: Off
	SISTER DIABETES: Off
	SISTER MENTAL HEALTH: Off
	SISTER THYROID: Off
	SISTER ASTHMA: Off
	SISTER DIABETES TYPE: Off
	SISTER HEART ATT: Off
	SISTER MIGRANE: Off
	SISTER TUBERCULOSIS: Off
	SISTER BLEEDING: Off
	marital status: Off
	sex orient: Off
	transgener: Off
	tobacco: Off
	cig: Off
	drink: Off
	often: Off
	drugs: Off
	often drugs: Off
	pregnant: Off
	Resp Party Self: Off
	same address as above: Off
	menopause: Off
	D OtherRow2: 
	D OtherRow1: 
	THYROID: Off
	Do you have any religious or spiritual preferences that would affect your healthcare: 
	2Do you have any religious or spiritual preferences that would affect your healthcare: 
	OTHER SURGERY2: 
	Contact Method Other: 
	year quit: 
	Marital Status: Off
	Relation to Pt: Off
	MR No: 
	Drug Name5: 
	Dosage Strength ie mgmcg5: 
	How many times a day5: 
	D Yes D No 1_2: 
	D Yes D No 2_2: 
	caffeine: Off
	C Yes C No 1_2: 
	C Yes C No 2_2: 
	C drugs: Off
	Drug Name6: 
	Dosage Strength ie mgmcg6: 
	How many times a day6: 
	Drug Name7: 
	Dosage Strength ie mgmcg7: 
	How many times a day7: 
	Drug Name8: 
	Dosage Strength ie mgmcg8: 
	How many times a day8: 
	Allergies1: 
	Allergies2: 
	Allergies3: 
	Allergies4: 
	pipe: Off
	Tobacco Use: Off
	PRINT: 
	SAVE AS: 
	EMAIL: 
	RESET: 
	period age: 
	first birth age: 
	Date of last mammogram: 
	mamm result: 
	Beginning date of last menstrual period: 
	Date of last pap smear: 
	pap result: 
	If you have achieved menopause what age: 
	What Year: 
	Full TermRow1: 
	pre mature: 
	c section: 
	vaginal: 
	live birth: 
	ectopic: 
	miscarriage: 
	abortion: 
	TEST BONE DENSITY: Off
	Where PerformedD: 
	Last Exam DateD: 
	FindingsResultsD: 
	TEST BLOOD SUGAR: Off
	Where PerformedD_2: 
	Last Exam DateD_2: 
	FindingsResultsD_2: 
	TEST CHOL: Off
	Where PerformedD_3: 
	Last Exam DateD_3: 
	FindingsResultsD_3: 
	TEST COLONOSC: Off
	Where PerformedD_4: 
	Last Exam DateD_4: 
	FindingsResultsD_4: 
	TEST GLAUC: Off
	Where PerformedD_5: 
	Last Exam DateD_5: 
	FindingsResultsD_5: 
	TEST HEARING: Off
	Where PerformedD_6: 
	Last Exam DateD_6: 
	FindingsResultsD_6: 
	TEST HIV: Off
	Where PerformedD_7: 
	Last Exam DateD_7: 
	FindingsResultsD_7: 
	TEST LUNG CANCER: Off
	Where PerformedD_8: 
	Last Exam DateD_8: 
	FindingsResultsD_8: 
	TEST LUNG SCAN: Off
	Where PerformedD_9: 
	Last Exam DateD_9: 
	FindingsResultsD_9: 
	TEST MAMMOGRAM: Off
	Where PerformedD_10: 
	Last Exam DateD_10: 
	FindingsResultsD_10: 
	TEST MEDICARE WELLNESS: Off
	Where PerformedD_11: 
	Last Exam DateD_11: 
	FindingsResultsD_11: 
	TEST PROSTATE EXAM: Off
	Where PerformedD_12: 
	Last Exam DateD_12: 
	FindingsResultsD_12: 
	TEST ULTRASOUND AORTA: Off
	Where PerformedD_13: 
	Last Exam DateD_13: 
	FindingsResultsD_13: 
	TEST VISION EXAM: Off
	Where PerformedD_15: 
	Last Exam DateD_15: 
	FindingsResultsD_15: 
	DateChicken Pox: 
	DateChicken Pox_2: 
	DateChicken Pox_3: 
	DateHepatitis A: 
	DateHepatitis A_2: 
	DateHepatitis A_3: 
	DateHepatitis B: 
	DateHepatitis B_2: 
	DateHepatitis B_3: 
	DateHPV: 
	DateHPV_2: 
	DateHPV_3: 
	DateInfluenza: 
	DateInfluenza_2: 
	DateInfluenza_3: 
	DateMeningococcal: 
	DateMeningococcal_2: 
	DateMeningococcal_3: 
	DateMMR: 
	DateMMR_2: 
	DateMMR_3: 
	DatePneumonia PCV13 Prevnar 13: 
	DatePneumonia PCV13 Prevnar 13_2: 
	DatePneumonia PCV13 Prevnar 13_3: 
	DatePneumonia PPSV23 Pneumovax: 
	DatePneumonia PPSV23 Pneumovax_2: 
	DatePneumonia PPSV23 Pneumovax_3: 
	DateShingles: 
	DateShingles_2: 
	DateShingles_3: 
	DateTetanus and Diphtheria Td: 
	DateTetanus and Diphtheria Td_2: 
	DateTetanus and Diphtheria Td_3: 
	DateTetanus Diphtheria Pertussis Tdap: 
	DateTetanus Diphtheria Pertussis Tdap_2: 
	DateTetanus Diphtheria Pertussis Tdap_3: 


