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Saginaw County Community Mental Health Authority 

Personal Health Review

(Please Print)

Today’s Date: ________________

Name: ________________________________________ SSN: ______- ____ -_______
Current Address: ________________________________________________________
Home Phone: ________________________

Date of Birth: _____/_____/_______

Person completing form: __________________________________________________

For Office Use Only      Consumer ID:                       Case#: L     

 FORMTEXT 
          
Do you have a medical doctor?

YES  FORMCHECKBOX 

NO  FORMCHECKBOX 

If yes, the name of your Medical Doctor / Primary Care Physician:

______________________________________________________________________
If you go to a medical clinic for your care, please provide the name of the primary care clinic:

_______________________________________________________________________

Do you have any allergies to medication?
YES  FORMCHECKBOX 

NO  FORMCHECKBOX 

If yes, please describe: __________________________________________________

Please answer YES or NO to the following questions:



YES

NO

Have you seen your medical doctor in the last year?



  
   FORMCHECKBOX 


  FORMCHECKBOX 
 
Have you been hospitalized for medical problems in the past year?

  
   FORMCHECKBOX 


  FORMCHECKBOX 

Have you gone to the emergency room for medical care in the last year?
  
   FORMCHECKBOX 


  FORMCHECKBOX 

Do you have a Dentist?






  
   FORMCHECKBOX 

 
  FORMCHECKBOX 

Do you use over the counter medications/vitamins/herbal remedies?
  
   FORMCHECKBOX 

 
  FORMCHECKBOX 

Do you have any allergies to the environment or food?



   FORMCHECKBOX 

 
  FORMCHECKBOX 

Do you use special equipment or devices? (Ex. wheelchair, lift, walker)

   FORMCHECKBOX 

 
  FORMCHECKBOX 

Are your immunizations up to date?





  
   FORMCHECKBOX 

 
  FORMCHECKBOX 

Do you have a special diet? (Ex. Low salt, diabetic)



  
   FORMCHECKBOX 

 
  FORMCHECKBOX 

Do you smoke or chew tobacco?





  
   FORMCHECKBOX 

 
  FORMCHECKBOX 

Do you drink caffeinated beverages?
(Ex. Soda, chocolate drinks, coffee)

   FORMCHECKBOX 

 
  FORMCHECKBOX 

Do you use street drugs?






  
   FORMCHECKBOX 

 
  FORMCHECKBOX 

Do you exercise regularly?






  
   FORMCHECKBOX 

  
  FORMCHECKBOX 

Are you sexually active?






  
   FORMCHECKBOX 

 
  FORMCHECKBOX 

Additional information about above responses: __________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Do you regularly experience bodily pain that interferes with your daily activities?
 
   FORMCHECKBOX 

  
  FORMCHECKBOX 
 
Location of pain: ___________________________________________________________________

Please indicate your level of pain:
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О 0

О 1

О 2

О 3

О 4

О 5
Describe current / past treatment for pain, including names of providers:
__________________________________________________________________________________
__________________________________________________________________________________

Have you or anyone in your family ever been told that you have:




YES

NO
High Blood Pressure?

   FORMCHECKBOX 


  FORMCHECKBOX 

If YES, Who? ____________________________
Hepatitis?


   FORMCHECKBOX 


  FORMCHECKBOX 

If YES, Who? ____________________________
High Cholesterol?

   FORMCHECKBOX 


  FORMCHECKBOX 

If YES, Who? ____________________________
Heart Attack/Heart Disease?
   FORMCHECKBOX 


  FORMCHECKBOX 

If YES, Who? ____________________________
Diabetes?


   FORMCHECKBOX 


  FORMCHECKBOX 

If YES, Who? ____________________________
Chronic Bronchitis?

   FORMCHECKBOX 


  FORMCHECKBOX 

If YES, Who? ____________________________

Emphysema?


   FORMCHECKBOX 


  FORMCHECKBOX 

If YES, Who? ____________________________

Asthma?


   FORMCHECKBOX 


  FORMCHECKBOX 

If YES, Who? ____________________________

Check any of the statements that apply to your current health condition:
 FORMCHECKBOX 
 Rashes or sores that don’t heal
 FORMCHECKBOX 
 Swollen ankles or feet

 FORMCHECKBOX 
 Difficulty walking

 FORMCHECKBOX 
 Changes in moles or skin

 FORMCHECKBOX 
 Weak or tired all the time

 FORMCHECKBOX 
 Dizzy or frequent falling
 FORMCHECKBOX 
 Finger or toe nail problems
 FORMCHECKBOX 
 Bruise easily or anemic

 FORMCHECKBOX 
 Shaking or trembling

 FORMCHECKBOX 
 Poor hearing


 FORMCHECKBOX 
 Blood sugar problem

 FORMCHECKBOX 
 Numbness or tingling

 FORMCHECKBOX 
 Mouth or teeth problems

 FORMCHECKBOX 
 Stomach pain or upset stomach
 FORMCHECKBOX 
 Frequent headaches

 FORMCHECKBOX 
 Eye or vision problems

 FORMCHECKBOX 
 Nausea or vomiting

 FORMCHECKBOX 
 Seizures

 FORMCHECKBOX 
 Wheezing 



 FORMCHECKBOX 
 Rectal bleeding


 FORMCHECKBOX 
 Confused or forgetful
 FORMCHECKBOX 
 Chest pain or chest tightness
 FORMCHECKBOX 
 Diarrhea or constipation

 FORMCHECKBOX 
 Head injury
 FORMCHECKBOX 
 Frequent cold or coughing

 FORMCHECKBOX 
 Thyroid problem


 FORMCHECKBOX 
 Excessive thirst

 FORMCHECKBOX 
 Positive TB test


 FORMCHECKBOX 
 Painful or difficulty urinating
 FORMCHECKBOX 
 Recent weight gain/loss
 FORMCHECKBOX 
 High blood pressure

 FORMCHECKBOX 
 Frequent urination


 FORMCHECKBOX 
 Sleep problems

 FORMCHECKBOX 
 Rapid or irregular heart beats
 FORMCHECKBOX 
 Muscle stiffness or pain

 FORMCHECKBOX 
 Mood changes

 FORMCHECKBOX 
   Shortness of breath

 FORMCHECKBOX 
 Heart problems


 FORMCHECKBOX 
  Breathing/  lung 










        problems

Please describe any of the above responses, indicating if treatment is being provided for the condition and by whom:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please answer the following questions:








N/A
6mo
1yr
1-2yr
>3yr    Never

When was your last prostate exam?



  О
  О
 О
   О
   О      
   О

When was your last mammogram?



  О
  О
 О
   О          О
   О

When was your last pap smear?



  
  О
  О         О
   О
   О
   О

When was the last time you had your stool checked for blood?
  О
  О
 О
   О
   О
   О

When was the last time you had you blood checked by a professional?
  О
  О
 О
   О
   О
   О

When was the last time you had your cholesterol checked?
  О
  О
 О
   О
   О
   О

When was the last time you were tested for HIV?

  О
  О
 О
   О
   О
   О

How often do you have a drink containing alcohol?

О Never    О 1 time/month or less    О 2-4 times/month    О 2-3 times/week    О 4 or more times/week

How many drinks containing alcohol do you have on a typical day when you are drinking?
О 0
О 1 or 2
О 3 or 4
О 5 or 6
О 7 to 9
О 10 or more

How often do you have 6 or more drinks on one occasion?
О Never     О Less than monthly
О Monthly
   О Weekly 
   О Daily or almost daily

How often during the last year have you found that you were not able to stop drinking once you had started?
О Never     О Less than monthly
О Monthly
   О Weekly 
   О Daily or almost daily

I would rate my overall health as:

О EXCELLENT
О GOOD
О FAIR
О POOR

To improve my health, I feel I need to: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________











Yes

No
Do you have a durable Power of Attorney?




  FORMCHECKBOX 


  FORMCHECKBOX 

Do you have a living will?






  FORMCHECKBOX 


  FORMCHECKBOX 

Would you like information about advance directives?


  FORMCHECKBOX 

 
  FORMCHECKBOX 

Please use if completing this form with a nurse:

Blood Pressure: ______/______ (Systolic/Diastolic)
Pulse: _________ (beats/minute)

Weight: _________ (pounds)
       Height: ______ ft. _____ in.

BMI: _________

Waist circumference:  __________________________

Please use if completed by person / parent / other:
Estimated Weight: _________ (pounds)
   Estimated  Height: ______ ft. _____ in

Please list your CURRENT MEDICATIONS prescribed by CMH
	DRUG NAME
	STRENGTH
	PRESCRIBED BY
	INSTRUCTIONS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please list ALL OTHER MEDICATIONS (from other providers, over the counter, vitamins and herbal remedies):
	DRUG NAME
	   STRENGTH
	INSTRUCTIONS

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
FOR OFFICE USE ONLY

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
RECCOMMENDATIONS
 FORMCHECKBOX 
 Set up initial visit with Primary Care Physician


Primary Care visit for: ____________________________________________________________

 FORMCHECKBOX 
 Preventative Health Screening (List specific screening needed)


      ____________________________________________________________________________


 FORMCHECKBOX 
 Evaluation of _________________________________________________________________


      (list history of symptoms of concern)


 FORMCHECKBOX 
 Nutrition Assessment


 FORMCHECKBOX 
 Substance Abuse Evaluation


 FORMCHECKBOX 
 Smoking Cessation


 FORMCHECKBOX 
 Other: _______________________________________________________________________

 FORMCHECKBOX 
 Labs Ordered









 FORMCHECKBOX 
 Labs Reviewed

Medical Staff  Review
 FORMCHECKBOX 
 Information Reviewed with Client

 FORMCHECKBOX 
 Consult Generated

 FORMCHECKBOX 
 Release of Information for Primary Care Physician is present
Notes: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Name of Physician/CNS/NP/RN: __________________________________________________________

�








