[image: ]TEEN CHALLENGE NEW ENGLAND / BLOOM
MEDICAL SCREENING FORM
To be completed by physician
MUST BE COMPLETED WITHIN 72 HOURS BEFORE INTAKE DATE/TIME



Name:_(Last, Middle, First)______________________________________________________
Date of Exam:___________________
Physical Exam:										DOB:_____/_____/_____  
	Height
	 Weight
	Blood Pressure
	Pulse
	Temperature
	Resp

	
	
	
	
	
	






Lab Work:
	Tuberculosis Skin Test:		_____ Positive	_____ Negative	(Must have TB results read prior to intake)
	Pregnancy:  			_____ Positive	_____ Negative		_____ Pending
	Hepatitis A:			 _____ Positive	_____ Negative		_____ Pending	
	Hepatitis B:			 _____ Positive	_____ Negative		_____ Pending
	Hepatitis C:			 _____ Positive	_____ Negative		_____ Pending
	STD: Gonorrhea			_____ Positive	_____ Negative		_____ Pending
	STD: Chlamydia			_____ Positive	_____ Negative		_____ Pending
	STD: Herpes			_____ Positive	_____ Negative		_____ Pending
	STD: HPV			_____ Positive	_____ Negative		_____ Pending
	STD: HIV				_____ Positive	_____ Negative		_____ Pending
** Please attach computer printout(s) of all test results.**

__________________________________________________		_____________________________________
Signature of Examining Physician					Telephone


____________________________________________________________________________________________________
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