CONFIDENTIAL-RELEASE REQUIRES A CONSENT



CDS

INTAKE PHYSICAL HEALTH HISTORY AND CURRENT STATUS SCREENING FORM
PARTICIPANT NAME  _____________________________________________________________________________    NETMIS  #   





PRIMARY CARE PHYSICIAN______________________________________________  PHYSICIAN PHONE#  





PHYSICIAN ADDRESS
















1.  Present Medication

Are you taking any prescription or nonprescription medication on a regular basis?




(  Yes
( No

	Name of Medication
	Dosage
	Frequency
	Instructions For Use
	Prescribing Professional
	Reason Why
	Effectiveness
	Are You Experiencing Side Effects, Allergies or Adverse Reaction

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


2.  Past Medications

	Name of Medication
	Reason Why
	Effectiveness
	Did You Have Any Side Effects,

Allergies or Adverse Reactions

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


3.  Are your immunizations up to date?  









(  Yes
( No

If no please explain.  _____________________________________________________








4.  Do you have any known allergies or allergen reactions to food, medication or the environment?


(  Yes
( No

If yes, explain _________________________________________________________________________________________________________

5.  Are you supposed to be on any type of medicine?







             (  Yes
( No

If yes, what for? ____________________________________________________ What type? ________________________________________

6.  Is there anything about your past medical history that we should know?  If so, please explain ___________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

7.  Any history of prenatal exposure to alcohol, tobacco and/or other drugs?





(  Yes
( No

8.  How would you describe your current medical and dental health?             







Medical:

Dental:

9.  Are you currently pain?










             (  Yes
( No

If yes, what type? ______________________________________________________________________________________________________

Counselor Name/Title/Credential








Date
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