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IMMIGRATION PHYSICAL PRE-VISIT QUESTIONNAIRE & HEALTH RISK ASSESSMENT


Please fill out this form as completely and accurately as possible. If something is wrong, our goal is to make you better, so please share all information with us.  Make sure to enter your name and contact information as it should appear on your I-693 form. Thank you.

LAST NAME: 

                                     FIRST NAME:                                      MIDDLE NAME:
                           

COMPLETE HOME ADDRESS:



  GENDER:   MALE         FEMALE








  PHONE NUMBER:   

DATE OF BIRTH:              CURRENT AGE:                      CITY OF BIRTH:                         COUNTRY OF BIRTH:


ARE YOU A REFUGEE?      Yes    No
HAVE YOU SUBMITTED AN I-693 TO USCIS BEFORE?   Yes    No
MARITAL STATUS (circle one):   Single     Married     Partnered     Divorced    Widowed  

HAVE YOU HAD ANY OF THE FOLLOWING STUDIES PERFORMED IN THE PAST? (CHECK OFF ALL THAT ARE APPLICABLE).

· CHROMOSOME ANALYSIS (KARYOTYPE)

· 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

Please ensure that we have the results of any of the studies you have checked off above.

MEDICAL HISTORY:  (DOES THE PATIENT HAVE OR HAS THE PATIENT HAD ANY OF THE FOLLOWING CONDITIONS? IF SO, CHECK THEM OFF BELOW AND STATE WHEN THE DISORDER WAS DIAGNOSED)

· 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

· 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 THE ABOVE

Please explain any items checked off above.

DESCRIBE ANY CHRONIC MEDICAL ISSUES OR SIGNIFICANT ILLNESSES NOT LISTED ABOVE:

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

LIST ANY PRIOR SURGERIES (LOCATION, DATE, DIAGNOSIS):

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

LIST ANY DRUG ALLERGIES:

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

LIST THE PHYSICIANS INVOLVED IN THE PATIENT’S MEDICAL CARE:
NAME                  SPECIALTY                  LAST VISIT                  NEXT VISIT

LIST ANY DIETARY RESTRICTIONS IN THE PATIENT:

HOW MANY HOURS OF SLEEP DOES THE PATIENT HAVE PER NIGHT:

DEVELOPMENTAL/SOCIAL HISTORY:

IF THE PATIENT IS A CHILD:

HAS THE PATIENT BEEN DEVELOPING NORMALLY?                                           LIST THE PATIENT’S GRADE LEVEL IN SCHOOL:

THE PATIENT IS ENROLLED IN REGULAR CLASSES OR SPECIAL EDUCATION? (CIRCLE ONE)

THE PATIENT RECEIVES:

· PHYSICAL THERAPY

· OCCUPATIONAL THERAPY

· SPEECH THERAPY

· INFANT STIMULATION

· ADAPTIVE PE

· OTHER THERAPY

IF THE PATIENT IS AN ADULT:

WHAT LEVEL OF EDUCATION HAS THE PATIENT ATTAINED?

HAS THE PATIENT EXHIBITED DEVELOPMENTAL DELAY, LEARNING DISABILITY, MENTAL RETARDATION, OR A BEHAVIORAL DISORDER?      

              YES                   NO                                IF YES, PLEASE DESCRIBE.

HAS THE PATIENT EVER BEEN ARRESTED FOR VIOLENT OR CRIMINAL BEHAVIOR?          YES                   NO
IS THE PATIENT EMPLOYED?  IF YES, WHAT IS THE OCCUPATION?

WITH WHOM DOES THE PATIENT LIVE?

SUBSTANCE USE:

1) Do you smoke?           If so, how many packs a day?            For how many years?             Would you like to quit?

2) Do others often smoke around you?                             Do you chew tobacco?

3) How many alcoholic drinks do you have a day?

4) Do you or have you ever taken any form of “street drug” (such as heroin, morphine, cocaine, crack, amphetamine, LSD, marijuana, or other drug)?                       

5) Have you used any prescription drugs (such as sleeping pills, pain medicine) for a prolonged period of time?

6) Have you ever had any medical/social problems related to alcohol or drug use?

VACCINATION HISTORY:

7) Do you have your vaccination records available for us to review?   YES            NO  

8) Have you ever had chicken pox?              If yes, at what age?             If not, have you been vaccinated for it?   YES          NO
9) Have you been immunized for Measles, Mumps, and Rubella (MMR)?      YES                  NO
10) When was last your last tetanus (DTaP/Td/Tdap) shot?                                Your last flu shot?

11) Do you work in the healthcare field and/or are you regularly exposed to blood, blood products, or bodily fluids?

12) Have you ever been immunized against Hepatitis B or been confirmed through blood testing to be immune?

13) Have you recently been exposed to Hepatitis A or traveled or will be traveling to an area where it is common?

14) Have you ever had the BCG vaccine for tuberculosis?

INFECTIOUS DISEASE RISK:

15) Do you have unprotected sex?                                    Have you had multiple sexual partners?

16) Have you ever had a sexually transmitted disease?                      If so, when and what type?

17) Have you ever been tested for HIV?                                               If so, what was the result?

18) Have you shared needles?

19) When was your last tuberculosis test (PPD)?                               What was the result?

20) In the past year, have you had close contact with a person who has active tuberculosis (TB)?

21) Have you lived in or visited South East Asia, Africa, or Latin America in the past year?  YES        NO        If yes, where?
REPRODUCTIVE HEALTH:

FOR WOMEN

22) NUMBER OF:  

PREGNANCIES:         LIVE BIRTHS:         MISCARRIAGES:        STILLBIRTHS:        ABORTIONS: 

23) How old were you when you first got your period?

24) When was your last menstrual period?                                       Is there a chance you might be pregnant now?  YES        NO
25) Are your menstrual cycles regular?

26) Do you use oral contraceptives?    YES         NO       Any other form of contraception?
27) What is the date of your last Pap smear?                         What was the result?

28) Have you ever had genital warts?    YES           NO
29) What is the date of your last mammogram?                    What was the result?

30) Have you ever had a breast biopsy?                                  What was the result?

31) Have you reached menopause?         At what age?        Taking hormone replacement?           Had bone density test?

32) If not reached menopause, do you want to have children?                       Do you take folic acid supplements?

FOR MEN

33) Has anyone in your family had prostate cancer?

34) Have you ever had a PSA test?                                          When and what was the result?

35) Do you know how to perform a self testicular exam?

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

· Asthma

· Autism

· Birth defects

· Cancer

· Developmental delay

· Diabetes

· Heart disease

· High blood pressure

· High cholesterol

· Infertility

· Mental retardation

· Miscarriages

· Newborn/childhood deaths

· Psychiatric disorders

· Stillbirths

· Unusual physical features

· Other diseases:

· None of the above
REVIEW OF SYSTEMS: DOES THE PATIENT 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 (HEARING VOICES OR OTHER SOUNDS THAT AREN'T THERE OR SEEING THINGS THAT DON'T EXIST)
· DELUSIONS (UNSHAKEABLE BELIEFS THAT AREN'T TRUE)
· 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
· NONE OF THE ABOVE
· IF YOU CHECKED OFF ANY PROBLEMS IN THIS LIST, HAVE THEY MADE IT DIFFICULT FOR YOU FUNCTION PROPERLY?    YES          NO

SKIN CANCER PREVENTION:

36) Do you have freckles and/or light skin, hair, and eye color?                     Sunburn easily?

37) Avoid sun exposure between the hours of 10 am and 4 pm?

CARDIOVASCULAR PROFILE

38) What is your height?                             Weight?

          Usual blood pressure?

39) When was the last time your cholesterol level was checked and what were your total, LDL, and HDL levels?

40) If well enough to, do you exercise at least 30 minutes most days of the week?

41) Do you limit fat, cholesterol, sodium, and sugar in your diet?

INJURY PREVENTION

42) Do you use seatbelts when in a motor vehicle?                       A helmet when on a bike/motorcycle?

43) Do you drink alcohol and drive or ride with someone who does?

44) If children live in your home, are medicines, chemicals/poisons, or firearms in easy reach of them?

45) Do you have working smoke detectors in your home?

46) Have you felt the need to seek help against abuse (emotional, verbal, or physical) at home?

I certify that the information I have entered above is true to the best of my knowledge.

Completed by: ____________________________________________________Date: _________________

Reviewed by clinician: _____________________________________________ Date: _________________

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.

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:
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