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ADULT PATIENT SCREENING RECORD
OUTPATIENT PRACTICES
(Under 65)  (Annual Form)

7560 Red Bug Lake Road
Suite 2080
Oviedo, Florida 32765
Ofce:  407-365-9999

1400 South Orlando Avenue
Suite 304

Winter Park, Florida 32789
Ofce:  407-599-0665

Date:____________ Completed by:       Patient         Other (please specify):____________

Reason for visit:     New Patient       Annual Visit       Problem (please list):______________

For Clinical
Team:

Initial if physician
review required

PLEASE COMPLETE THE FOLLOWING SECTIONS AS FULLY AS POSSIBLE

Vaccines:  Have you had any of the following?
Flu Shot (Inuenza Vaccine)                                Yes, Date (MM/DD/YY):_________      No
Pneumonia Shot (Pneumococcal Vaccine)          Yes, Date (MM/DD/YY):_________      No

Tobacco Use:  Please select one of the following options:
     Never A Smoker          Former Smoker, date quit (MM/DD/YY)___________________
     Current Smoker, some days       Current Smoker, every day         Other Tobacco User

Depression Screening:
1. Over the past 2 weeks, have you felt down, depressed or hopeless?   No      Yes*
2. Over the past 2 weeks, have you felt little interest in doing things?       No      Yes*
*If yes to either question, please continue with the next 9 questions. Otherwise, please proceed to next section.

a.  Little interest or pleasure in doing things:
Not at all          Several days      1/2 of the days or more       Nearly every day

Not at all          Several days          1/2 of the days or more       Nearly every day
b.  Feeling down, depressed or hopeless:

c.  Trouble falling asleep OR sleeping too much:
Not at all          Several days          1/2 of the days or more       Nearly every day

d.  Feeling tired or having little energy:
Not at all          Several days          1/2 of the days or more       Nearly every day

e.  Poor appetite or overeating:
Not at all          Several days          1/2 of the days or more       Nearly every day

f.   Feeling bad about yourself or that you are a failure OR have let yourself / your family down:
Not at all          Several days          1/2 of the days or more       Nearly every day

g.  Trouble concentrating on things such as reading a newspaper or watching television:
Not at all          Several days          1/2 of the days or more       Nearly every day

h.  Moving or speaking so slowly others may have noticed OR moving/speaking faster than usual:
Not at all          Several days          1/2 of the days or more       Nearly every day

i.   Thoughts that you’d be better off dead or of hurting yourself in some way:
Not at all          Several days          1/2 of the days or more       Nearly every day

Tuberculosis (T.B.) screening:  Check the box if answer is YES.  If answer is NO, leave blank
Cough for longer than 2 weeks       History of T.B. or active T.B. (even if on medications)

Blood in sputum     Jail in the past 2 years      HIV positive      Fever or night sweats
Recent, unexplained weight loss of greater than 10 lbs       Homeless or living in a shelter
Recent exposure to T.B.     Foreign born (Asia, East Europe, Latin America, Africa)

Have you (or anyone in your household) had any of the following:
1.  A history of MRSA or VRE infection?       No         Yes, date treated:____________ 
2.  Recent exposure to chicken pox, shingles, scabies or lice?     No              Yes
3.  Any other infectious (contagious) disease?                               No              Yes

Falls Screening:  Please select one of the following options:
No falls in past year                            One fall without injury in the past year
Two or more falls in the past year       At lease one fall with injury in the past

For Ofce Use

Nursing/MOA Review:_________________________________________Date_________Time________

Provider:___________________________________________________ Date_________Time________

INTERPRETER ONLY
(Please Print)

Name:__________________________________________  Agency:__________________________________________

Telephone:_______________________________________ Language:________________________________________
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