Preventative Screening
Rev: 5/1/10
Date: ________________________

IMPORTANT:  Your insurance company has strict guidelines as to how often you can have the following test performed.   Your doctor must be aware of this so he can request these test for review.

Patient:_______________________________		DOB: _________________

Are you requesting to be seen as a permanent patient while in Florida   _____Yes  _____No
 
Do you have another doctor that orders the testing below?  _____Yes  ______No
        IF YES,   Doctor Name ___________________________________ STOP  HERE

Are you looking for a permanent doctor for your healthcare?  _____Yes  ______No 
                IF YES, COMPLETE THE SCREENING BELOW

Do you smoke? ____Yes _____No  if yes, how long _________ how much per day _______ if quit when ________  

What was the last approximate date that you had the following test completed

Blood test:
Thyroid Panel  _____________			TSH _________________________ 
CBC Panel  _______________			PSA (men) ____________________ 
Cholesterol ________________		           Liver _________________________ 
CMP (complete blood profile) ___________			UA (urinalysis) _________________ 

Mammorgram ______________		Pap Test _______________________ 

Ultrasound heart ____________		Ultrasound Carotids ______________ 

Ultrasound abdomen _________		EKG ___________________________ 

Stress test _________________		Holter Monitor heart _______________ 

Colonoscopy ________________		CXR (chest x-ray) _________________

Flu shot ____________________		Pneumonia shot __________________ 

Tetanus Tox (last 10 years) ______ Yes  _______ No



