NSN 7540-00-634-4176

	MEDICAL RECORD


	CHRONOLOGICAL RECORD OF MEDICAL CARE

	DATE
	SYMPTONS, DIAGNOSIS, TRETMENT, TREATING ORGANIZATION (Sign each entry)

	Date:

	Deployment Related Visit?   Yes   /   No        Dates of deployment:

	Time:

	SARPD Partial Hospitalization Physical Exam

	
	Instructions for the Medical Provider.
This evaluation needs completion prior to SARPD treatment. Its purpose is to ensure that the PCM

	
	is aware of patient’s needs requiring further treatment, whether command based, SARPD, CSACC, or MTF treatment. Please assess the patient along with medical history and any pertinent history as

	
	provided by your command SACO/DAPA and recommend further treatment options.


	
	Clinic:

	BP:
	Medical History: (Please address all yes answers from patients health questionnaire)

	Pulse:
	

	Temp:
	

	Resp:
	

	Pain:
	Physical Examination: (Check appropriate column)
                                           Normal      Abnormal      Findings:

	
	HEENT:

	
	Heart:

	
	Lungs:

	
	Abdomen:

	
	Extremities:

	
	

	
	Neurological Exam:

	
	

	
	

	
	

	
	                                                                                                                       (Continued on back)

	HOSPITAL OR MEDICAL FACILITY


	STATUS


	DEPT./SERVICE


	RECORDS MAINTAINED AT



	SPONSOR’S NAME


	SSN/ID NO.
	RELATIONSHIP TO SPONSOR

	PATIENT’S IDENTIFICATION: (For typed or written entries, give: Name – last, first, middle; 

                                                 ID no or SSN; Sex; Date of Birth; Rank/Grade.)


	REGISTER NO.
	WARD NO.










CHRONOLOGICAL RECORD OF MEDICAL CARE










   Medical Record










STANDARD FORM 600 (REV. 6-97)










Prescribed by GSA/ICMR










FIRMR (41 CFR) 201-9.202-1

	DATE
	SYMPTONS, DIAGNOSIS, TRETMENT, TREATING ORGANIZATION (Sign each entry)

	Date:

	Lab Tests:

                                                  Normal      Abnormal      Comments

	Time:

	Urine Drug/

Toxicology Screen

	
	

	
	Complete blood

Count

	
	

	
	Chemistry Panel (including

Calcium & Magnesium)

	
	

	
	Cholesterol w/TG

	
	

	
	Liver Enzymes

	
	

	
	Rapid Plasma

Reagin (RPR)

	
	

	
	HIV (unless tested

within past year)

	
	

	
	PPD (unless tested

within past year)

	
	

	
	Tobacco:         Yes      No      If yes, is the patient motivated for cessation treatment?  Yes      No

	
	Alcohol / Drug Withdrawal Risk?     Low      High   (refer to MTF)

	
	Should the patient be referred to the Nutrition Clinic?      No      Yes

	
	Plan: Please check appropriate box

	
	      ______ Presently eligible for SARPD, Camp Pendleton alcohol treatment

	
	      ______ Not presently eligible for SARPD, Camp Pendleton alcohol treatment due to unresolved

	
	                   physical issue



	
	

	
	

	
	Physician Signature                                                                                                                       Date

	
	


STANDARD FORM 600 (REV. 6-97) BACK

