HEALTH RECORD                  CHRONOLOGICAL RECORD OF MEDICAL CARE

SYMPTOMS, DIAGNOSIS, TREATMENT TREATING ORGANIZATION (Sign each entry)

Allergies:

_______________
_______________
_______________
_______________
_______________
Medications:

_______________
_______________
_______________
_______________
_______________
_______________
AGE: __________
BP: ___________

P: ____________

RESP: ________

HT: __________

WT: __________

	     RECORDS

MAINTAINED   (
           AT:
	XXXXXXX AFB, XX

	PATIENT’S NAME (Last, First, Middle initial)


	SEX

M    /    F

	RELATIONSHIP TO SPONSOR


	STATUS

AD   /   CIV
	RANK/GRADE



	SPONSOR’S NAME


	ORGANIZATION



	DEPART./SERVICE

USAF
	SSN/IDENTIFICATION NO.


	DATE OF BIRTH



                                                  

14TH  MDG OVERPRINT


SYMPTOMS, DIAGNOSIS, TREATMENT TREATING ORGANIZATION (Sign each entry)


DATE





OCCUPATIONAL HEALTH MEDICAL EXAM: FIRE DEPARTMENT/PHA EXAM


XXTH MEDICAL GROUP


XXXXXXX AFB, XX 12345




















[    ] Pre-employment		[    ] Annual		[    ] Termination





S:  Patient presents to Public Health for an Occupational Health Medical Examination/PHA – Fire Fighter – IAW AFI48-145, AFOSH48-19, AFOSH161-20, DoD 6055.5-M, TIG 1582-03, and NFPA Standard 1582.





O: LABORATORY: If indicated for this year (See AF Form 2766)


CBC w/DIFF (required baseline)							WNL   ABN   On Record


Lipid Panel (required baseline)							WNL   ABN   On Record


UA w/micro (required baseline)							WNL   ABN   On Record


PFT (See AF2766 for age specific requirements)					WNL   ABN   On Record


ECG (required baseline)								WNL   ABN   On Record


CXR (required baseline)								WNL   ABN   On Record


�VISUAL ACUITY: (See AF2766 for age specific requirements)        


 Corrected	   Uncorrected 		Peripheral Vision:	WNL   ABN  On Record


    Distant:	OD: 20/_____	   OS: 20/_____


    Near:	     	OD: 20/_____	   OS: 20/_____





PHA required Labs/studies if indicated: (circle)	HIV    			WNL   ABN  On Record Cholesterol		WNL   ABN  On Record


�Respiratory / Audiology concerns or abnormalities		  	NO   YES


�PHYSICAL EXAM: (See AF2766 for age specific requirements)


     EYES:	Peripheral Vision intact?  No evidence of keratotomy?	YES    NO


     EARS:	TM Perforation? Fluid?  Erythema?				NO      YES  


        NOSE:	Patent?							YES    NO


     PHARYNX:	Erythema?  Enlargements?  Exudates?			NO      YES


     NECK:	Nodes?  							NO      YES


     HEART:	RRR?							YES    NO


		Murmur?						NO      YES


    LUNGS:	CTA?							YES    NO


    ABDOMEN:  	Masses?   Organomegally?   Tenderness?   			NO      YES


		Hernia?							NO      YES


    TESTICLES:	Masses?							NO      YES


    BACK:	Good ROM?   Distal Strength?    Sensation?			YES    NO


    SKIN:	Rash?   Ulcers?						NO      YES


    NEURO:	CN II-XII intact?						YES    NO


		Gait?  Coordination?  					WNL   ABN


		Sensory?   Motor?   DTR’s?   Grip Strength?			WNL   ABN


    OTHER:	(As required by PHA or 1582 Medical Questionnaire)











Continued on back….


























   


PATIENT SIGNATURE:__________________________________________________











PUBLIC HEALTH SIGNATURE/STAMP:_______________________________________________________














 





   CHRONOLOGICAL RECORD OF MEDICAL CARE              STANDARD FORM 600





PATIENT’S IDENTIFICATION (Use this space for Mechanical Imprint)





Duty Title: _______________________________





AFSC: ____________ Duty Phone:____________





Shop Name/WPID: ________________________





Supervisor Name/DP:______________________





DATE








A:  Medically cleared to work in the Fire Department?			YES    NO


      Abnormalities identified?						NO     YES�


      PHA diagnosis/risk factors as applicable:  _________________________________________________________





P:  Work Clearance signed?						YES   NO


      Repeat Labs/Tests?  List: _____________________________________	NO    YES


�      Referrals: __________________________________________________________________________________





      World-wide Qualified?						YES   NO�


      Future PHA requirements status: (circle one)  	N/A		Normal		Increased Risk  





      Explain: ___________________________________________________________________________________





_____________________________________________________________________________________________.








Preventive Health Counseling (circle only if provided):  	Violence    	Injuries    	Nutrition    	





Exercise    	Alcohol    	Tobacco  	 Sexual Practices    	TSE    		BSE    	





Skin SE    	PPE wear   �


Other (describe):  _______________________________________________________________________________





______________________________________________________________________________________________





______________________________________________________________________________________________





_____________________________________________________________________________________________.




















___________________________________			____________________�Physicians Signature and Stamp				Date











PES review of PCM findings:			World-wide Qualified:	YES   NO�


PROFILE


P�
U�
L�
H�
E�
S�
�
�
�
�
�
�
�
�









__________________________________			____________________�PES Technicians Signature and Stamp			Date








   STANDARD FORM 600 BACK 








