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Resident/Patiant Name:

Medical Record #:

2. Allergies Medication:
Food:
Other:

Q Dursble Power of Hesith Care

O Other (describe):

3. Advanced Directives

Q Refuses Advanced Directives at this time

4. Reason for admission to facility | Describe:

5. Past Health History

A. Medical Conditions Q Arrhythmia Q Hematological Q
Q Asthma Disorder Q
O Atrial Fibrillation Q Hypertension Q
Q Bronchitis Q Hiv Q
Q CAD Q Kidney Disease Q
Q Cancer Q Liver Disease Q
Q CHF Q Mental lliness Q
Q Constipation a ML [u}
Q corDp Q MRSA Q
Q CVATIA Q MR/MI Q
Q Depression Q Muitiple Sclerosis w]
Q Diabetes Mellitus (1) Q Neurogenic Bladder u]
Q Diabetes Mellitus (1) |Q Osteoporosis

B. Surgeries

Describe:

C. injuries Describe:

D. Last Medical Exam O General Exam (date):
Q Prostate: Q Other:

6. Medications

Family His TORY

UHF 1005 10/01 RP

Q Does not have Advanced Directives. Provided information to:

Q Mammogram:

Date of Birth:

Q Advanced Directives present and reviewed, copy on medical record

Pacemaker

Pain Control
Parkinson’s
Pneumonia
Respiratory Infection
Seizures
Tracheotomy
Traumatic Brain tnjury
Tuberculosis

ut

VRE

Other
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7. Social History
A. Marital Status Q Single Q Married Q Divorced Q Widowed

B. Smoking History Never smoked Q Smoked in past, but not now
Currently smokes (amount/day):

C. Alcohol History Never drank Q Drank in past, but not now

Drinks alcohol {amount/day/week): Q Last drink:
D. Drug History Never used drugs QO Drugs used in past, but not now

Last used drugs:

Blood Pressure | Pulse Respirations

Heent

III |

Neurologic
Cognition
Neck
Chest/Breasts
Lungs

Heart
Abdomen
GU/Prostate
Rectal

g2
Q13

Extremities

Other (describe)

I, the undersigned, being a licensed independent practitioner, do hereby certify that | have examined the above person:

Signature: Date:
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Patient Name: Physician:
Date of Birth: Date completed:_

Instructions: Please circle Y to those that apply to YOU and/or YOUR FAMILY (on both your mother’s or father’s side).
Behind each statement, please list the relationship to you of the individual diagnosed (such as self. paternal uncle. maternal
aunt, paternal grandmother) and their age at diagnosis. Each statement should be answered individual ly. so you may list the
same cancer diagnosis more than once as you answer these questions. This is a screening tool for the common features of
hereditary cancer syndromes, if you circle Y to any statements below, you MAY be appropnate for genetic testing. Ask your
healthcare provider for additional mformanon

RELATIONSHIP AGE AT DIAGNOSIS
BREAST AND OVARIAN CANCER (BRCA
Y N - Breast cancer before age 50 e .
Y N - Ovarian cancer at any age I e e
Y N - Breast cancer in both breasts or multiple R . —
primary breast cancers
Y N - Both breast & ovarian canter 2. _ -
(in an individual or family)
Y N - Male breast cancer - S -
Y N - 2 or more breast or ovarian cancers R [
(in an individual or a family)
Y N -Pancreatic cancer (w/family history of breast or ovarian) . e
Y N - Ashkenan Jewish ancestry & personal or

family hmory of breast or ovarian cancer
Y N -Are you of Jewish descent?

Y N -Patient has breast cancer diagnosed after age 50
and has | relative with breast cancer

Y N -Any unaffected patient with 3 relatives with
Breast cancer, regardless of age

Y N -Family member with known BRCA mutation

COLON AND UTERINE CANCER (COLARIS)

Y N - Uterine cancer before age 50 R — s
Y N - Colorectal cancer before age 50 _ -
Y N - Both uterine & colorectal cancer )

(in an individual or family)

Y N - 2 or more uterine or colorectal cancers
(in an individual or a family)

Y N - Uterine and/or colorectal cancer AND ovarian,
stomach, kidney/urinary tract, brain OR small
bowel cancer (in an individual or family)

COLARIS AP

Y N - 10 or more colon polyps found in a lifetime
(in an individual or a family)

i Candidate for further risk assessment and/or genetic testing Patient offered genetic testing
Information given to patient to review Accepted . Declined

i
.__Follow up appointment scheduled Date:

N X

Patient’s Signature Date Health Care Provider's Signature Dawe




