HEALTH ASSESSMENT conforms to KS State Article 63, Section 30.63.29
A brief physical health form that meets basic guidelines
	NAME
	DOB
	Gender at birth/now
	DATE OF VISIT

	
	
	
	



	VITAL SIGNS
	
	
	
	
	
	
	

	HEIGHT CM
	WEIGHT
KG
	TEMP C
	BLOOD PRESSURE
	PULSE
	Respiratory
Rate
	BMI
	OTHER

	 

	
	
	
	
	
	
	



	Diet
	
	

	Tube Feed?
	Type
	Schedule


	Gtube
	Size
	supplier

	Soft
	
	

	Diabetic
	Calories: 
	

	Low sodium
	Less than 2000mg sodium/day
	

	Caffeine
	Yes or no
	If yes-amount

	
	
	



	PHYSICAL EXAM
	NORMAL
	ABNORMAL-EXPLAIN

	HEAD
	
	

	EARS
	
	

	EYES
	
	

	ORAL/NASAL
	
	

	NECK
	
	

	CARDIOVASCULAR
	
	

	RESPIRATORY 
	
	

	GASTROINTESTINAL
	
	

	GENITOURINARY
	
	

	Communication
	Verbal
	Nonverbal/sign language/device/gestures

	MUSCULOSKELETAL
	
	

	SKIN
	
	

	NEUROLOGIC
	
	

	PSYCHIATRIC 
	
	




PRIMARY CAUSE(S) OF DISABILITY: ____________________________________________________
	OTHER DIAGNOSIS: circle please or add
	Autism
	


	Sedative dependence

	ADHD
	Hearing loss

	Intellectual disability

	Fecal/urine incontinence
	Vision loss/glasses

	schizophrenia
	constipation
	Seizure (what type)


	Bipolar

	hypertension
	Diabetes/thyroid

	Mood disorder

	Cholesterol disorder
	Genetic disorder

	asthma
	Cerebral palsy/type

	cancer



PLAN: ________________________________________________________________________________
DME?  CPAP/settings, supplier_____________________________________________________________
	Diapers   wheelchair   cane   walker     supplier_________________________________________
ANY SPECIFIC WORK LIMITATIONS? Y/N
ORDERS/REFERRALS/FOLLOW-UP NEEDED:
	Vision
	ENT

	Podiatry
	GYN

	Urology
	Orthopedics

	Psychiatry
	Mental health

	Neurology
	Dermatology

	Physical Medicine/Rehab
	Immunizations:

	Physical therapy
	Speech therapy

	Occupational therapy
	Radiology

	Colon cancer screening
	Lab work



ALLERGIES:____________________________________________________________________________
Medication list is printed and signed by MD/DO/PA/NP PLEASE SEE ADDITIONAL PAGE
Anesthesia/procedure concerns?__________________________________________________________
Physician’s signature__________________________  Date of visit________________________________
Printed Name/ stamp___________________________________________________________________


