AUM NURSING CARE CENTER
PROBLEM VISIT RECORD

0 _ .
'DATE' Ll ’ (5( TIVE: 0‘3 PT. HISTORY REVIEWED / UPDATED 1 /
AGE;

PATIENTNAME Mearicon  Woed M G DOB:

PRESENTCDI\IPLAINT P+ %Mphmolf ‘*\’D N\C&.A.OLO/U&,- Ts 004/0 dode om

/QM\M AN @\LOM %J}-’\l N

iNEDICATIONS: LMP: -

= Tamn Pt | Reworletme | o

:

LVKmA

_ RETURN VISIT

_ Skdn
?Simw RQ\/ \ﬂ/c/\)e('\ ;nsHuo\Lﬁms Jw Dm.Q ‘Lunhmﬁl
E‘“ yacoine. Py poceived ro/Qy\J dos s%—xJLQA
'EY"' wf-\/ nelm o shoot. PJr \/QA\D&(,Q/F;J‘I
Nosc \)n(\’g,\,-éxc/ﬁw\tuﬂ:\).

Thoroat
Neck/ Back ?«\— 0950 {p,(‘p/; v CL (/\f,c/n C]_ OO+ N

Lungs

Abdomen

[P STL. FU——

. GUIGL

;  Extremitiex

j ::.i);AGNOSIS: ‘ S o : CIESTS - “RESULTS

CALL BACK:

I PRACTITIONER . STAFF /\.)
" SIGNATURE;, ﬂ

. SIGNATURE:

i AUDIT DATE: . COMMENTS:
FRET’AY.ED BY AUN NCC
D/ADOFTED 1

PHYSICIAN SIGNATURE:



. JM STUDENT HEALTH CENTL.L .
TRAVELHEALTHIHSTORY

: Date ‘f//*) //%3' A Name /\/\C(ma " YM \/(,)oc;vAvuw Gl

1. What is the reason f01 your v1s,1t today Q;t\r \\vv\ Marc ‘z,c&cg‘m;» Cor @7%\v Z;‘; MWLM cwd
2. List allergles you have to med1c1nes foods or 1odme ' /\] 0 ’ i

' 3. L1st any medwat]ons or drugs you are currently takmg (this would mclude herbal and over-
"the counter as well as prescription drugs): %mpqwu(/ T)Aﬁ [ eloncx, oo
PMW\ ‘Aﬂm\wv‘* (/VCM\\M/H‘\A Vt\ﬁ‘( MM S : v . ST

4. Have you had any ofthe foHowmg (01rc e 1fth1s apphes to you; )
eart disease
Kidney disease -
»-Stomach/GastrOmtestmal dlsease
Diabetes/sugar
5. Are you 1mmunocompronnsed'7 (Is there a problem with your immune system) Yes NOLZ
*Thymus disorder ( Myasthenia gravis, thymoma, 4 ymeotm/y)) |
Spleen removed , | _ @?\/\&,O
Transplant recipient 5 : :

\\O " Cirrhosis of the hver

Cancer..

6. How often de.you drink beer, wine, wine cooler, or liquor? (Please circle)
Never@/ 1-2 times a week/ 3-4 umes a week /'5 or more times a week -

7. Where are you going on your trip? "=l

8. How long is your trip? Months

9. When are you leaving on your trip? “jﬁm;ﬁ <=

\9. cqmc’ Ui B

FORFEMALESONLY

A. Date of your last per10d‘7 Q01 Have you had a/ystm ectomy‘7 YES NO
B. Are you currently pregnant? YES : 4
What is your due date? ' | ' / |
C. Do you plan to become pregnant in the next 3 months‘7 YES NO
D. Are you breastfeeding? YES NO

v (Adopted by NCC 7/08)
Revised2/11)



