Date: ___________________ Time: ___________Assessor Name: _________________________________
 
Details of the Person
Name: ________________________________________________ Age: ________________Date of Birth: _____________
Temporary  address _________________________________________________ State_____________ ZIP ____________
Permanent  address _________________________________________________ State_____________ ZIP ____________
Phone (Land Line) ____________________ Phone (mobile)_____________________Email _________________________
 
Physical Health Assessment:
Height: __________ Weight: ___________
Vision: Left:   _____/_____ Correction?____________________ Right: _____/_____ Correction?_____________________
Glasses __________________  Contacts __________________
Blood pressure _____/_____ Pulse ___________________ Hearing __________
Body part    Normal Abnormal Comment
Mouth, Throat and Teeth  ______________________________________________________________________________
Eyes, Nose and Ears   __________________________________________________________________________________
Thyroid and Neck   ___________________________________________________________________________________
Cardiovascular   _____________________________________________________________________________________
Lungs and Chest   ____________________________________________________________________________________
Abdomen    _________________________________________________________________________________________
Skin     _____________________________________________________________________________________________
Genitalia    __________________________________________________________________________________________
Musculoskeletal
Neck, Shoulders and arms  _____________________________________________________________________________
Hands, hips and back   _________________________________________________________________________________
Feet, knees and legs   __________________________________________________________________________________
Neurological    _______________________________________________________________________________________
Women only (If applicable)
Date of last gynecological exam _________________________________________________________________________
Pap smear date ___________________________________________________ Result: _____________________________
Breast Exam date _________________________________________________ Result: _____________________________
Please comment on whether further evaluation or care is needed
Does the patient smoke cigarettes? ____________________________________ for how long? ________________________
Does the patient drink Alcohol? _______________________________________ for how long? _______________________
 
 
Assessor name _____________________________ Position: ____________
Signature: _________________________Date: _______________________
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