PREVIOUS EDITION IS USABLE "’*.-:, - : P.L,ITI-:UHIIED FOR LOCAL REPRODUCTION
MEDICAL RECORD CHRONOLOGICAL RECORD OF MEDICAL CARE
-_'___.D&.TF I‘. \

CAMP GEIGER BRANCH MEDII:AL GL[N]G
NAVAL HOSPITAL CAMP LEJEUNE, NORTH CAROLINA

Tie medical 5tall al Lamp Geiger 5 committed to providing you wiih the be glth care available. Your onesty In answering
the below questions is very important. If more privacy is needed for your interview, please nolify the interviewing heaith care provider,

Do you wear glasses? YES or N@ Where you issued glasses in boot gamp? YES or NO
If issued glasses are they damaged? YES or NO E.

»~ CONTACT LENSES ARE NCT ALLOWED DURING TRAINING AT SQL. »

2. Have you been treated at 2 medical or dental facility for any reason during your training at Parris Island or during hmt leave?
¥YES or NOQ

a. If you answered "YES®, please indicate what you were treated for: )

3.1 undmmnd that if | experiance faelings of suicide, a-mrwhalmqng anxiety, despair, depression, or the desire to h.er mysalf and/e
others, | willimmediately contact my supervisor, & chaplain, andlar any meadical personnel. | certify that | not axpananmng any of the

above emotions af this fime. - i

Students Inftiglse——

4. FOR FEMALE STUDENTS ONLY

a. Have you sver had an abnomal PAP smear? YES or NO.  If"Yes", please indicate when and why if possible:

b. Are you currentty on birth control? YES or MO If yes do you require & refill? ‘:’ES or MO

¢ Could there be a possibllity that you may be pragnant at this time? YES or NO

Student's Signature: : : Date:

TO BE FILLED OUT BY HEALTH CARE PROVIDER

GEPD: Normal 's Deficient Sickle Cell: Positive / Negative - Date of last HIV:

Date of last Tetanus: Date of last PPD:

If Converter is member on INH? YES or NO. NeedsRefill? YES or NO

PMH- Heatinjuries YES or NO  Cellulitis YES or NO Musculoskeletal YES or NO

If YES where? : If YES whera? IfYES where?

by

Date of last complete Physical Examination:

Medical Record review and Screening results in NO disqualifying issues. FIT TO TRAIN.

Medical discrepancy noled, see comments on back of form. and referralftreatment plan.
I

R

PRINT HEALTH CARE PROVIDER NA A : DATE
HOSPITAL OF MEDICAL CLIMIC S5TATUS DEPART /SERVICE | RECORDS MAINTAINED AT ’
' i

SPONSOR'S NAME | SSNAD NO.

} RELATIONSHIF TO SPONSOR
|

FATIENT'S IDENTIFICATION: [For typed or written eniries. give: Name-last, first, mddle:iD Ne or SSN; Sex

|REQISTER NO. |  WaARDNQ,
Date of Birth; Rank/Grade.) |

CHRONOLOGICAL. RECORD. OF MEDICAL CARE

Medical Record
STANMARN CADREAA P



FIRMER (41 CFR) 201-8-202-1

DaTe ¥ SYMPTONMS DIAGNOSIS TREATMENT TREATING AREANFATION [Sign sach aptmy

{CONT.}

CONSULT FROM IN-POST

TO: Primary Care Manager L Blue Division DGald Division Geiger Branch Clinic

Comments: .8
DATE MEMEER MEEDS TO GO TO THE BERANCH MEDICAL CLINIC CAMP GEIGER FOR FOLLOW UP DECI?.EPANCJES .
Missing physical examinafion - Meads glasses ordered
Missing shot record MNeeds Immunization
- o
Meed pregnancy test H *__ Neads birth control refil
Mesds (o zee provider / follow up appointment
Mamber signature 5 Date = _ Interviawer signature_
MEDICAL STAFF USE ONLY
[===} :
' Fitto train
'. | Do notdrop to train patient needs follow up
LY
| Glasses ordered on Time

Immunization given

Pregnancy test resulis

LT

Received fax of physi:f:al examination / shot record

Pravider Signature Cate
-




