UTMB / NorthSTAR General Health Assessment Screening Form
UTMB / NorthSTAR General Health Assessment Screening Form

SPN Location:☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐  County:☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐   
Date:☐ ☐/☐ ☐/☐ ☐ NorthSTAR ID #:☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 
Last Name:☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ First Name:☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐  
Address: ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐               
City: ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐   Zip Code: ☐ ☐ ☐ ☐ ☐
Age:☐ ☐ ☐ Height:☐ ☐’ ☐ ☐” Weight:☐ ☐ ☐ D.O.B.:☐ ☐/☐ ☐/☐ ☐
Blood Pressure: ☐ ☐ ☐/☐ ☐ ☐ SSN: XXX-XX-☐ ☐ ☐ ☐


























                                         









Yes           No       
1. Do you have a history of heart disease or stroke?
                  ☐            ☐
2. Do you have a history of tobacco use*?                                            ☐            ☐
3. Do you have a family history of heart disease or stroke?                  ☐            ☐
4. Do you have a history of diabetes?                                                   ☐            ☐
5. Do you have a history of any chronic disease?                                 ☐            ☐
6. Are you currently taking one of the following medications?               ☐            ☐
Risperdal/Risperidone  ☐    Clozaril/Clozapine    ☐    Zyperxa    ☐    Seroquel   ☐   Geodon   ☐   Abilify   ☐  
7.      Are you currently under the care of a medical clinic or primary care physician?     Yes☐      No☐
If yes, whom? ____________________________________

For all NorthSTAR indigent members completing the health assessment screening who are 30 years or older, the following lab will be ordered:

A) Comprehensive metabolic panel (80053)                   
B) CBC (85025)
For NorthSTAR members who answered YES to question 6 above, the following lab will also be ordered:

C) Lipid Profile (80061)
U.P.I.N. Ordering Physician: ___________________________________________________

______________________________________________________________________________________

1. I understand my lab results will be reviewed by a physician.  _________ (Initials)

2. I understand that I will be informed of the physician’s recommendations by letter mailed to the address I have given above.             __________ (Initials)

3. If I have not received the letter in 30 days, I agree to return to the clinic to obtain a copy of the letter.  _________ (Initials)









_________________________________________________









Patient’s Signature or Responsible Party








___________________

_______________________









Date



Patient’s phone number

*Patient with a BP above 140/80 should receive UTMB Patient Education Material.

*Patients who respond “yes” to #2 regarding tobacco use, should receive UTMB Patient Education Material.

