[Type text]	[Type text]	[Type text]

[image: Macintosh HD:Users:amitaub:Desktop:Itineris_FinalLogo.jpg]		Updated 11/5/2015	

Client Medical Information


To be completed by Client’s Physician:

Patient Name:_____________________________________  Date__________________________

Height:_________________ Weight:______________BP:_____________ Pulse:_______________

Temperature:_________________________Respiration:______________BMI:_____

Please check and note dates if possible:
Bronchitis________________________________ Bone or Joint Issues:______________________  
Asthma__________________________________ Concussion______________________________  
Chicken Pox____________________________    Sinus Condition___________________________
Mumps_________________________________   Kidney Disorders__________________________
Rheumatic Fever________________________    Heart Disorders___________________________
Diabetes_________________________________Chest Pains_______________________________
Pneumonia______________________________  Meningitis________________________________
Convulsions_____________________________   Hepatitis_________________________________
Eczema________________________________   Appendicitis______________________________
Hernia_________________________________   Tonsillectomy____________________________
Surgeries:_______________________________ Thyroid Condition__________________________
Other:___________________________________________________________________________

Allergies: Please specify
Hay Fever_____________________________     Food____________________________________
Plants________________________________     Animals__________________________________
Insects_______________________________     Antibiotics________________________________
Medications____________________________   Other____________________________________

Is Client subject to: Please describe if necessary
Diarrhea______________________________    Ear Problems or Infections_______________    
Constipation__________________________     Dizziness________________________________
Abdominal ____________________________   Headaches_______________________________
Heat Exhaustion_________________________ Infections_______________________________
Colds or Virus___________________________ Profuse Sweating_________________________
Nose Bleeds____________________________  Other Bleeding___________________________
Seizures_______________________________  Date of last seizure_______________________


Head:_______________________   Skin:_______________________________________

Glasses/Contacts?______Vision Screening: R eye:_______L eye:______Test Used__________

Conjunctivitis_____ Sclera_______Cornea_______Pupils________Lens______Fundi________

Hearing problems:_____________Auditory Acuity: Right_____ Left_____ Bilateral__________

Canals:_______________________________ Drums:__________________________________






Patient Name:__________________________________________Date:_______________________

Nose:____________________________Mouth: (Gums, Tongue)_____________________________

Teeth:___________________________Pharynx:_________________________________________

Neck:____________________________Thyroid Gland:__________________________________

Lymph Nodes:_____________________Chest:___________________________________________

Lungs:___________________________Cardiovascular:__________________________________

Breasts:__________________________Abdomen:_____________________________________

Genitalia:________________________Hernia:________________________________________

Rectal:__________________________ Extremities:___________________________________

NEUROLOGICAL:  Orientation:_____________________Cranial Nerves:__________________

State of Consciousness:__________Muscle Strength:__________Pathological Reflexes______

Gait:_____________________Tone:________________Involuntary Movements:___________

Joints:_______________________________________________________________________

Spine:_______________________________________________________________________



Vaccination Record:
PLEASE ATTACH COMPLETE VACCINATION RECORD


Most recent PPD:      Negative:_______________Positive:_______________ Date:___________

Chest X-Ray ( if PPD is positive)            Date:_________________Results:________________

Lab Results: please complete or attach most recent lab results
CBC (required annually) __________________________  Date _________________ 
                 
Most Recent Urinalysis : Date:__________Sugar:  Negative__________     Positive____________
   				          Protein: Negative_________     Positive____________
Most Recent Hep B Screening: Date_________ Surface Antigen: Negative ____ Positive_______
				                     Surface Antibody:Negative____ Positive______
				                     Core Antibody:  Negative_____  Positive___
If client has developed antibodies, it is not necessary to repeat this screening.					





Patient Name:__________________________________________Date:_______________________


Most Recent Liver function: Date:___________SCOT_______SGPT_________CPK_______

Anticonvulsant Blood Levels: __________________________________________________

Drug:___________________________Level:______________Therapeutic/Toxic___________


Diet

Regular:___________________Special Dietary Needs:_______________________________

____________________________________________________________________________

____________________________________________________________________________

Medications:

Medications, dosage, purpose:____________________________________________________

______________________________________________________________________________
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_____________________________________________________________________________

_____________________________________________________________________________




Impression: ___________________________________________________________________
 
Diagnosis: ____________________________________________________________________

Recommendations: _________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________


Name of Examiner: ______________________________________                 

Signature: ______________________________________________

Address: ______________________________________________________________________

Phone Number: _______________________________

Email Address: ________________________________
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