Lancaster County Mental Retardation Providers
Record of Medical Evaluation
	Name: (last, first middle initial)
	Sex
	Date of Birth
	Date of Examination

	Address:


    City

    State
       Zip Code
         Phone #

	Previous Medical History (include dates of medical/psychiatric hospitalizations, surgery, serious injury, seizure disorder, other diseases, etc):

Lifetime Medical History attached if available.

	Current Medication: 
Name of Medication
Dosage
Frequency

Prescribing Physician

Reason for taking

If more space is needed, attach complete medication list to this form.

	Medical Information pertinent to the diagnosis and treatment in case of an emergency: Seizure Disorder, Speech Impediment, Gait Disorder, Phobia to needles/apparel/hospital or institution.

	Allergies or Contraindicated medications (include: drug, chemical, food, & environmental):

	Diet (List limitations and/or special instructions):

	Physical Limitations and/or special instructions:

	Preventive: Health Maintenance Needs (include exercise, hygiene practices, weight control, etc.):

	List medications requiring blood work/routine testing etc., EKG, and recommended intervals:

	Is this individual free from communicable diseases?  __Y  __N If no, state specific precautions that must be taken:

	Diagnoses

Primary:

Secondary:

Additional:

Mental Health:
	Immunizations

Diptheria & Tetanus (q 10years)  ___________________

Pertussis __________
Polio_____________

MMR _____________
Small Pox__________

Tuberculin (MANTOUX) q 2 years Placed ____________

Read _________
  Results ________________________

(If positive, note date and results of CXR) ____________

Pneumovax Vaccine ________

Hepatitis B Vaccine  ________        _________
_________



*HBsAG
         Anti-HBs       Gamma Globulin


Physical Examination
	Height
	Weight
	Blood Pressure
	Temperature
	Pulse/Rhythm
	Respirations

	Vision: Date of last exam _______




Hearing: Date of last exam ______ Ordinary Conversation:

Without Lenses:
Right _____   Left _____




Right
/15
Left
/15

With Lenses:
Right _____   Left_____

Wears glasses/contact lenses  __ Yes   __ No


Hearing aid device  __ Yes   __ No

	Medical Screening:
Check if Normal



Circle if Abnormal and Specify

	
	Head/Scalp – Dandruff, Hair loss

	
	Eyes – Discharge, Strabismus

	
	Ears – Drums: Perforated, Deaf, Impacted Cerumen

	
	Nose – Polyps, Obstruction

	
	Throat – Tonsils: Enlarged

	
	Mouth – Dentures – Partial, Complete, Ill-fitting; Missing teeth, Caries, Lips, Tongue

	
	Neck – Lymphatic/Thyroid: Enlargement, Nodules, Tenderness

	
	Breasts – Masses, Nodules, Discharge, Tenderness

   Mammogram every 2 years for women 40-49 years – Yearly for women 50 years or older

	
	Chest

	
	Lungs – Rales, Ronchi

	
	Heart – Cyanosis, Edema, Murmurs, Rate, Blood Pressure

	
	Arteries – Peripheral pulsations

	
	Veins – Varicose

	
	Abdomen – Scars, Masses, Tenderness of Kidneys, Liver or Spleen

	
	Hernia – Site

	
	Genitalia – Male – Discharge, Testes: (Hydrocle, Varicocele)

	
	Gynecological – Date of last menses _________________
Pap Test ________________

	
	Urinalysis – if indicated. Hematuria, Glycosuria, Proteinuria

	
	Ano-Rectal – Hemorrhoids, Fissures, Fistula, Masses, Prostate Exam Males (40 and over) ________

          Stool for occult blood _____________________

	
	Nervous System – Relexes, Sensation, Paralysis, Weakness, Speech

	
	Psychiatric – Mood, Abnormal behavior

	
	Skin – Lesions, Scars

	
	Musculoskeletal – Congenital or acquired impairment: Shoulder, Spine, Hips, Extremities, Appliances and Support

	Additional Medical Concerns/Instructions & Precautions/Recommendations:



	Current Level of Care

_______ ICF/MR

_______ Does not require 24 hour nursing care

_______ Waiver Placement

_______ Community Living Arrangement
	_____
________________________________________

   Date         Physician/CRNP or PA Signature & Credentials

Print Name ______________________________________

Address       ______________________________________

Phone #       ______________________________________


