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EXPRESS IMMIGRATION PHYSICAL PRE-VISIT QUESTIONNAIRE 


Please complete this form as accurately as possible. Make sure to enter your information as it should appear on your I-693 form. 

LAST NAME: 

                                     FIRST NAME:                                      MIDDLE NAME:
                             
GENDER:   MALE         FEMALE                 DATE OF BIRTH:                               CURRENT AGE:                      
ADDRESS:                                                                                                                     PHONE NUMBER:
CITY OF BIRTH:                                                    COUNTRY OF BIRTH:

ARE YOU A REFUGEE?      Yes    No       HAVE YOU SUBMITTED AN I-693 TO USCIS BEFORE?   Yes    No
YOUR “A” NUMBER (IF APPLICABLE):                     MARITAL STATUS: Single/Married /Partnered /Divorced /Widowed  
HAVE YOU HAD ANY OF THE FOLLOWING STUDIES PERFORMED IN THE PAST? Check off if yes.
· Chromosome analysis 

· CT scan
· Developmental assessment
· Echocardiogram
· EEG (brain)
· EKG (heart)
· Eye/vision exam
· Hearing evaluation
· MRI
· Organ biopsy
· Other bloodwork
· Other studies (list here):
· Skin biopsy
· Specialized genetics studies
· Ultrasound
· X-rays
· None of the above

MEDICAL HISTORY:  Which of these does the patient have now? Or had in the past? List year of diagnosis.

· Adjustment disorder
· Allergies
· Anemia
· Anorexia
· Antisocial behavior
· Anxiety disorder
· Asthma
· Attention deficit/hyperactivity
· Autistic disorder
· Bedwetting/soiling
· Behavior problems
· Bleeding disorders
· Blood transfusion
· Cancer
· Cataracts
· Chancroid
· Chicken pox (varicella)
· Chlamydia
· Conduct disorder
· Delusional disorder
· Dementia
· Developmental delay
· Diabetes 
· Dissociative disorder
· Emphysema
· Epilepsy/seizures
· Feeding difficulties
· Glaucoma
· Goiter
· Gonorrhea
· Gout
· Granuloma inguinale
· Growth problems
· Hearing problems
· Heart disease
· Hepatitis (Type: A, B, C, D, E)
· Hernia (type:_________)
· Herpes (genital)
· High blood pressure
· High cholesterol
· HIV positive 
· Immunological disease
· Impulse control disorder
· Infectious disease
· Injuries/accidents
· Kidney disease
· Learning disability
· Leprosy (Hansen’s disease)
· Liver disease
· Low cholesterol
· Lymphogranuloma venereum
· Mental retardation
· Migraines
· Miscarriages
· Mononucleosis
· Mood disorder
· Motor delays
· Multiple sclerosis
· Muscular dystrophy
· Pacemaker
· Personality disorder
· Pneumonia
· Psychiatric disorder
· Sexual disorder
· Sexually transmitted disease
· Stroke
· Suicide attempt
· Sleeping problems
· Somatoform disorder
· Speech delays
· Substance use disorder 
· Syphilis
· Thyroid disease
· Tuberculosis
· Unusual habits
· Ulcers
· Vision problems
· Other:
· None of these 
Please explain any items checked off above.

DESCRIBE CHRONIC MEDICAL ISSUES OR SIGNIFICANT ILLNESSES NOT LISTED ABOVE:

LIST PRIOR HOSPITALIZATIONS (INCLUDING MEDICAL AND PSYCHIATRIC) (LOCATION, DATE, DIAGNOSIS, TREATMENT):

LIST PRIOR SURGERIES (LOCATION, DATE, DIAGNOSIS):

LIST CURRENT MEDICATIONS (PRESCRIPTION OR OVER THE COUNTER) THE PATIENT IS TAKING, INCLUDING DOSES:

LIST DRUG ALLERGIES:

WHAT WAS THE DATE OF THE PATIENT’S LAST ANNUAL CHECKUP?

PHYSICIANS INVOLVED IN THE PATIENT’S MEDICAL CARE:

LIST ANY DIETARY RESTRICTIONS IN THE PATIENT:                                                              HOURS OF SLEEP PER NIGHT:

DEVELOPMENTAL/SOCIAL HISTORY:
IF THE PATIENT IS A CHILD:
· Has the patient been developing normally?         YES                   NO            If no, describe:             
· Patient’s grade level in school:                                                                        Regular classes or Special Ed?

IF THE PATIENT IS AN ADULT:
· What level of education has the patient attained?
· Has the patient had a developmental or learning disability, mental retardation, or behavioral disorder?      YES           NO
· Has the patient ever shown or been arrested for violent or criminal behavior?          YES                   NO
· What is the patient’s occupation (if any)?
· With whom does the patient live?
SUBSTANCE USE:
1) Do you smoke?            Chew tobacco?            How many packs a day?            How many years?         Would you like to quit?
2) How many alcoholic drinks do you have a day?
3) Do you or have you ever taken any form of “street drug” (such as heroin, morphine, cocaine, crack, amphetamine, LSD, marijuana, or other drug)?                       
4) Have you used any prescription drugs (such as sleeping pills, pain medicine) for a prolonged period of time?
5) Have you ever had any medical/social problems related to alcohol or drug use?
VACCINATION/TB HISTORY:
6) Do you have your vaccination records available for us to review?         YES            NO  
7) Have you ever had chicken pox?   YES          NO    If yes, at what age?             

8) Have you ever had an adverse reaction to any vaccine?    YES        NO       If yes, describe:
9) Have you ever had the BCG vaccine for tuberculosis? 
10) When was your last tuberculosis test (PPD)?           What was the result?                 Do you have documentation?  YES     NO
11) In the past year, have you had close contact with a person who has active tuberculosis (TB)?    YES          NO
INFECTIOUS DISEASE RISK:
12) Do you have unprotected sex?     YES            NO          Have you had multiple sexual partners?        YES          NO
13) Have you ever had a sexually transmitted disease?      YES            NO       If yes, when and what type?
14) Have you ever been tested for HIV?     YES        NO         If yes, what was the result?
15) Have you shared needles?
16) Have you lived in or visited South East Asia, Africa, or Latin America in the past year?  YES        NO        If yes, where?
17) Do you work in the healthcare field and/or are you regularly exposed to blood, blood products, or bodily fluids?
18) Have you recently been exposed to Hepatitis A or traveled or will be traveling to an area where it is common?

REPRODUCTIVE HEALTH (WOMEN):
19) # OF PREGNANCIES:            LIVE BIRTHS:           MISCARRIAGES:            STILLBIRTHS:             ABORTIONS: 

20) When was your last menstrual period?                                       Is there a chance you might be pregnant now?  YES        NO
21) Do you use oral contraceptives?    YES         NO       Any other form of contraception?
22) What is the date of your last Pap smear?                         What was the result?
23) Have you ever had genital warts?    YES           NO
24) What is the date of your last mammogram?                      What was the result?
25) Have you ever had a breast biopsy?                                       What was the result?
26) Have you reached menopause?             At what age?                Taking hormone replacement?               Had bone density test?
27) If not reached menopause, do you want to have children?                       Do you take folic acid supplements?

FAMILY HISTORY: DO ANY OF THE PATIENT’S FAMILY MEMBERS HAVE (AND IF SO, WHO?):
· Attention deficit (ADHD)

· Asthma

· Autism

· Birth defects/unusual features
· Cancer
· Developmental disability
· Diabetes

· Heart disease/high BP/high cholesterol
· Infertility

· Miscarriages

· Newborn/childhood deaths

· Psychiatric disorders

· Stillbirths
· Other diseases:

· None of the above

CURRENT HEIGHT:                                                              CURRENT WEIGHT:___________________________________

REVIEW OF SYSTEMS: DOES THE PATIENT CURRENTLY HAVE ANY OF THE FOLLOWING? (MARK BELOW)
           GENERAL

· FEVER

· CHILLS

· SWEATS

· CHANGE IN WEIGHT

· FATIGUE

· TEMPERATURE SENSITIVITY

· OTHER:

· NONE OF THE ABOVE

          SKIN

· RASHES

· EASY BRUISING

· ECZEMA


· BIRTHMARKS

· LUMPS

· SKIN CHANGES

· NAIL CHANGES

· CHANGES IN MOLES

· SKIN LESIONS

· OTHER:

· NONE OF THE ABOVE

          EYES
· REDNESS

· DISCHARGE

· CHANGE IN VISION

· GLAUCOMA

· CATARACTS

· EYEGLASSES

· SENSITIVITY TO LIGHT

· BLURRY VISION

· DOUBLE VISION

· OTHER:

· NONE OF THE ABOVE

          EARS

· PAIN

· DISCHARGE

· INFECTIONS

· RINGING

· HEARING IMPAIRMENT

· WEAR HEARING AID

· OTHER:

· NONE OF THE ABOVE

         NOSE
· BLEEDING

· FREQUENT COLDS

· OTHER:

· NONE OF THE ABOVE

          MOUTH/THROAT

· PROBLEMS WITH TEETH

· PROBLEMS WITH GUMS

· FREQUENT SORE THROATS

· UNUSUAL VOICE

· OTHER:

· NONE OF THE ABOVE

          NECK

· GOITER

· LUMPS

· PAIN

· THYROID PROBLEMS

· OTHER:

· NONE OF THE ABOVE

          CHEST

· COUGH

· ASTHMA

· SNORING

· PAIN

· WHEEZING

· SHORTNESS OF BREATH

· BLOOD IN SPUTUM

· SHORTNESS OF BREATH WHILE SLEEPING

· RESPIRATORY PROBLEMS

· PNEUMONIA

· OTHER:

· NONE OF THE ABOVE

         HEART

· PALPITATIONS

· HEART MURMUR

· SHORTNESS OF BREATH WITH EXERTION

· HIGH BLOOD PRESSURE 

· LOW BLOOD PRESSURE

· OTHER:

· NONE OF THE ABOVE

         DIGESTIVE

· BLOOD IN STOOLS

· BLACK STOOLS

· WHITE STOOLS

· CONSTIPATION

· DIARRHEA

· EXCESSIVE HUNGER

· FOOD INTOLERANCE

· LIVER DISEASE

· NAUSEA

· POOR APPETITE

· STOMACH ACHES/ABDOMINAL PAIN

· SWALLOWING DIFFICULTY

· THIRST

· VOMITING

· OTHER:

· NONE OF THE ABOVE

          URINARY

· PAIN OR BURNING WITH URINATION

· BLOOD IN URINE

· STRONG ODOR OF URINE

· FREQUENT URINATION

· PUS IN URINE

· BEDWETTING

· UNUSUAL URINE COLOR

· OTHER:

· NONE OF THE ABOVE

          MUSCLE/BONE

· WEAKNESS

· LIMITATION OF MOVEMENT

· CRAMPS


· STIFFNESS 

· JOINT PAIN

· OTHER:

· NONE OF THE ABOVE

          NEUROLOGIC

· HEADACHE

· FAINTING

· TINGLING

· MOOD CHANGES

· SEIZURES

· SLEEP DISORDERS

· DIZZINESS

· TREMORS

· UNSTEADY GAIT

· TICS

· NUMBNESS

· BEHAVIORAL CHANGE

· SPEECH DIFFICULTIES

· OTHER:

· NONE OF THE ABOVE

          GYN (FOR FEMALES)

· PELVIC PAIN

· PROBLEMS WITH PERIODS (DESCRIBE):

· VAGINAL LESIONS OR ULCERS

· VAGINAL DISCHARGE

· VAGINAL ITCHING OR BURNING

· ENLARGED LYMPH NODES IN GROIN

· OTHER:

· NONE OF THE ABOVE

        UROLOGICAL (FOR MALES)
· PENILE LESIONS OR ULCERS

· PENILE DISCHARGE

· UNDESCENDED TESTICLES

· ERECTILE DYSFUNCTION

· ENLARGED PROSTATE

· ENLARGED LYMPH NODES IN GROIN

· OTHER:

· NONE OF THE ABOVE

       MENTAL HEALTH:
· Little interest or pleasure in doing things
· Feeling down, depressed, or hopeless
· Trouble falling or staying asleep, or sleeping too much
· Feeling tired or having little energy
· Poor appetite or overeating
· Feeling bad about yourself or that you are a failure or have let yourself or your family down
· Trouble concentrating on things, such as reading the newspaper or watching television
· Moving or speaking so slowly that other people could have noticed
· Fidgety or restless 
· Thoughts that you would be better off dead, or of hurting yourself or others
· Anxiety or nervousness
· Hallucinations 
· Delusions 
· Disorganized speech and behavior (talking and acting strangely)
· Lack of motivation and emotional expression
· Lack of energy 
· Poor grooming habits
· Hearing your own thoughts spoken aloud
· Feeling that thoughts are being inserted into your mind, or removed from it, by an outside force
· Feeling like other people can read your mind
· Feeling that an outside force is making you feel something, want something, or act in a certain way
· Hearing voices discuss you or argue about you
· Hearing voices narrate your actions as you perform them
· If you checked off any problems in this list, have they made it difficult for you function properly?  Yes    No
· None of the above

I certify that the information I have entered above is true to the best of my knowledge.
Completed by: ____________________________________________________Date: _________________

Reviewed by clinician: _____________________________________________ Date: _________________

INSURANCE AND BILLING INFORMATION: FOR ELIGIBILITY DETERMINATION
WHO IS RESPONSIBLE FOR THIS ACCOUNT:

NAME:                                                                                   RELATIONSHIP TO PATIENT:                                                    DATE OF BIRTH:
INSURANCE INFORMATION:

INSURED MEMBER’S NAME:                                                                                       INSURED MEMBER’S DATE OF BIRTH:
INSURANCE COMPANY NAME:                                                                                  PLAN NAME:
ID#:                                                                                                                                     GROUP #:

PROVIDER RELATIONS PHONE NUMBER (ON BACK OF CARD):                        INSURANCE COMPANY ADDRESS:

Questions adapted from A Step-by-Step Guide to Delivering Clinical Preventive Services:A Systems Approach. U.S. Department of Health and Human Services, Agency for Healthcare Research and Quality. Rockville, MD, 2001. AHRQ Pub. No. APPIP01-0001 (revised January 2003) and from the 2005 MHQP Adult Preventive Care Guidelines and PHQ9 Depression Screening Tool. Note: Information is based on U.S. Preventive Services Task Force recommendations and updates.
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