	HEALTH RECORD
	CHRONOLOGICAL RECORD OF MEDICAL CARE

	DATE
	SYMPTOMS, DIAGNOSIS, TREATMENT    TREATING ORGANIZATION (Sign each entry)

	ANNUAL PPD CONVERTOR EXAM
T:

P:                                  1.  DATE OF PPD REACTION ________________________

R:                                 2.  IS THERE DOCUMENTED COMPLETION OF INH?_______________DATE COMPLETED______________________

B/P:                              3.  RECENT TREATMENT OR ILLNESSES?________________ IF YES, PLEASE EXPLAIN BELOW________________

MEDS:                              ___________________________________________________________________________________________________

                                          ___________________________________________________________________________________________________

                                          ___________________________________________________________________________________________________

                                       4.  SINCE THE LAST EXAM, HAVE YOU EXPERIENCED ANY OF THE FOLLOWING:

  ALLERGIES:                   a.  JAUNDICE?                                                                                                      Y / N

                                            b.  DARK URINE OR ABNORMAL STOOL?                                                     Y / N

                                            c.  NAUSEA, VOMITING, DIARRHEA OVER 3 DAYS?                                  Y / N

                                            d.  PERSISTENT COUGHING?                                                                            Y / N

                                            e.  BLOODY SPUTUM?                                                                                        Y / N

                                            f.  WEAKNESS?                                                                                                    Y / N

                                            g.  MUSCLE OR JOINT PAINS?                                                                          Y / N

                                            h.  UNEXPLAINED FEVER?                                                                                Y / N

                                             i.  NIGHT SWEATS?                                                                                            Y / N

                                             j.  WEIGHT CHANGES?                                                                                      Y / N

                                             k.  BURNING OR TINGLING IN THE HANDS OR FEET?                              Y / N

                                        5.  IF ANY OF THE ABOVE IS YES, PLEASE EXPLAIN_____________________________________________________

                                             ___________________________________________________________________________________________________

                                             ___________________________________________________________________________________________________

                                             ___________________________________________________________________________________________________

                                        6.  CHEST X-RAY            Y / N           EXAM NOTES_________________________________________________________

                                             ___________________________________________________________________________________________________

                                             ___________________________________________________________________________________________________

                                        7.  PLAN:

                                             a.  RETURN TO MEDICAL ON_______________________FOR NEXT ANNUAL EXAMINATION             Y / N

                                        HM SIGNATURE___________________________________ MO SIGNATURE__________________________________
	

	PATIENT’S IDENTIFICATION   (Use this space for Mechanical Imprint)
	RECORDS MAINTAINED AT:
	(
	

	
	PATIENT’S NAME (Last, First, Middle Initial)
	SEX

	
	RELATIONSHIP TO SPONSOR


	STATUS


	RANK/GRADE

	
	SPONSOR’S NAME


	ACTIVITY/DIVISION

	
	DEPART./SERVICE


	SSN/IDENTIFICATION NO.


	DATE OF BIRTH


                                                                                       CHRONOLOGICAL RECORD OF MEDICAL CARE  STANDARD FORM 600 (REV 5.-84)  

	date
	symptoms, diagnosis, treatment, treating organization (Sign each entry)
	

	
	
	


                                                                                                                                                          STANDARD FORM 600 BACK (REV. 5-84)

