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MEDICAL RECORD-SUPPLEMENTAL MEDICAL DATA
 For use of this form, see AR 40-66; the proponent agency is the Office of The Surgeon General.
REPORT TITLE
DDEAMC School Screening Form
For use of this form the proponent agency is Dept of Family and Community Medicine.
OTSG APPROVED 
(Date)
(YYYYMMDD)
STATION 1 - INTERNAL MEDICINE CLINIC 
*********************************************************
*********************************************************
Height/Weight
Age:
years
Height:
CM
Weight:
kg
Screener's Signature:
Nutrition Screen:
Body Mass Index (BMI):
Check appropriate box:  
Nutrition consult required?
Dietitian Signature:
 STATION 2 - COMMUNITY CARE CLINIC
*********************************************************
*********************************************************
Dental Screen: 
Dental consult required?
Dentist Signature:
 STATION 3 - EENT CLINIC 
*********************************************************
*********************************************************
Vision Screening
Right Eye:  
Left Eye:
Optometry consult required?
Screener's Signature:
Hearing Screening
Pure Tone Screen or Frequency:   500    1000    2000    3000    4000    6000
Right Ear:
Left Ear:
Audiometer:
Serial #:
Calibration Date:
Audiology consult required:
Screener's Signature:
 STATION 4 - FAMILY MEDICINE CLINIC
******************************************************
******************************************************
Records Screening
Required Immunization:
Prior History of Chicken Pox?
If yes, date
Screener's Signature:
Provider
Diagnosis:
PCM appointment required?
HCP Reviewed/Signature:
Immunizations Given:
Screener's Signature:
(Continue on  reverse)
PREPARED BY 
(Signature & Title)
DEPARTMENT/SERVICE/CLINIC
Print Department/Service/Clinic
DATE (YYYYMMDD)
PATIENT'S IDENTIFICATION  (For typed or written entries give:  Name  -- Last,  first, middle; grade; date; last 4 Sponsor's SSN or DoD ID Number, hospital or medical facility)
HISTORY/PHYSICAL
FLOW CHART
OTHER EXAMINATION  OR EVALUATION
DIAGNOSTIC STUDIES
TREATMENT
OTHER  (Specify)
Patient's Name:  
Last
First
Middle
Patient's DOB:  (YYYYMMDD)
Sponsor's SSN:
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