	HEALTH RECORD
	CHRONOLOGICAL RECORD OF MEDICAL CARE

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

	STD EVALUATION

T-

P-                            (S) ________ y/o male with complaints of :

R-                                 Urethral Discharge?    Y / N        Dysuria?    Y / N        Sores/Lesions?    Y / N        Groin pain?    Y / N

B/P-                              Conscience check without symptoms?    Y / N        Known STD contact?    Y / N

                                     Last sexual contact when?_____________________________________________________________________ 

ALLERGIES:              Previous STD history?    Y / N    If yes, give date, dx, and tx:_________________________________________

                                     Additional history:___________________________________________________________________________

                                     __________________________________________________________________________________________

MEDS:                         __________________________________________________________________________________________

                                     __________________________________________________________________________________________

                                     __________________________________________________________________________________________

                                     __________________________________________________________________________________________

                                     __________________________________________________________________________________________

                                     __________________________________________________________________________________________

                                     __________________________________________________________________________________________

                            (O)  Labs:

                                    Gram stain    Y / N    If  yes, list results:__________________________________________________________

                                    GC culture    Y / N    If yes, list results:__________________________________________________________

                                    Chlamydiazyme    Y / N    If yes, list results:______________________________________________________

                                    Urinalysis    Y / N    If yes, list results:___________________________________________________________

                                    RPR  Y / N    If yes, list results:_________________________________________________________________

                                    Herpes titer    Y / N    If yes, list results:__________________________________________________________

                                    HIV test    Y / N    If yes, list results:____________________________________________________________

                                    Other labs (list lab and results):_________________________________________________________________

                                    __________________________________________________________________________________________

                                                                                                    (TURN OVER)
	

	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)
	

	
	Exam notes_________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

(A)  Gonnorhea    Y / N        Chlamydia    Y / N        Non-gonnococcal urethritis    Y / N        Syphillis    Y / N

        Chancroid    Y / N        Herpes    Y / N        Genital Warts    Y / N        Other_________________________

        No definitive diagnosis at this time.  Diagnosis to be made upon outcome of pending labs.    Y / N

(P)  Medications:  Rocephrine 250mg IM NOW   Y / N     Doxycycline 100mg PO BID x ________ days   Y / N

                              Condolox, apply to affected area as directed    Y / N        

                              Cryotherapy, apply to affected area as needed    Y / N

                              Acyclovir 200mg PO ________ times per day x  ________ days.    Y / N        

                              Other:______________________________________________________________________

       Follow up:     Report to medical on ________________ to discuss pending labs and diagnosis        Y / N

                              Hepatitis B vaccine # 1 on ________________    Y / N

                              Hepatitis B vaccine # 2 on ________________    Y / N

                              Hepatitis B vaccine # 3 on ________________    Y / N

                              Obtain another RPR in 30 days from today on ________________    Y / N

                              Obtain another HIV in 6 months from today on ________________    Y / N

                              No follow up required    Y / N

Patient Acknowledgement:  I have been counseled on the medical aspects of this infection, including communicability, possible complications, and preventive methods.  I understand I require further medical treatment under provisions of BUMEDINST 6222.1D and SECNAVINST 6222.1D.  I will return to medical as instructed by the medical department representative.  I understand that failure to do so is a violation of a lawful order and disciplinary action may follow.

___________________________       _____________________________      __________________________

PATIENT SIGN AND PRINT            CORPSMAN SIGN AND PRINT         DOCTOR SIGN AND PRINT                              
	


                                                                                                                                                          STANDARD FORM 600 BACK (REV. 5-84)                                                             
