	  HEALTH  RECORD
	                      CHRONOLOGICAL RECORD OF MEDICAL CARE

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

	     
	Det 1, 66 TRS, USAF ARCTIC SURVIVAL SCHOOL

DSN 317-377-3250

E

E

E

Student Medical Questionnaire


	                                                                                                           
	S-V-87 STUDENT MEDICAL QUESTIONNAIRE

	Flying Status?

   FORMCHECKBOX 
 Yes  or   FORMCHECKBOX 
No
	1.Any chronic or acute medical problems?   FORMCHECKBOX 
Yes or  FORMCHECKBOX 
No 



	
	2. Any history of back or extremity problems, surgeries or injuries?  FORMCHECKBOX 
Yes or  FORMCHECKBOX 
No 



	
	3. Any history of cold injury?   FORMCHECKBOX 
Yes or  FORMCHECKBOX 
No



	
	4. Are you on (or pending) a medical waiver or profile?    FORMCHECKBOX 
Yes or  FORMCHECKBOX 
No 

	
	5. Have you seen a physician for other than a physical in the last 2 months?   FORMCHECKBOX 
Yes or  FORMCHECKBOX 
No

	
	6. Any mental health related problems or symptoms?  FORMCHECKBOX 
Yes or  FORMCHECKBOX 
No

	
	7. Are you taking any medications?  

(incl birth control pills, OTC meds, supplements).   FORMCHECKBOX 
Yes or  FORMCHECKBOX 
No 

	
	8.  Is it possible that you may be pregnant?    FORMCHECKBOX 
Yes or  FORMCHECKBOX 
No



	
	9.  Do you have a drinking problem or are you currently enrolled in ADAPT?   FORMCHECKBOX 
Yes or  FORMCHECKBOX 
No

	
	Explain yes answers:      

	
	

	
	

	
	

	
	
STUDENT SIGNATURE

	
	359th AMS Review:       

	
	Meds approved:            FORMCHECKBOX 
Yes or  FORMCHECKBOX 
No                      

                                  

	
	Precleared:   FORMCHECKBOX 
Yes or  FORMCHECKBOX 
No

	
	Cleared/Call In:      

	
	

	
	

	PATIENT’S  IDENTIFICATION (Use this space for Mechanical imprint)
	RECORDS MAINTAINED AT:   
	Home Base      

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

     

	SEX
     

	Class #      
	RELATIONSHIP TO SPONSOR
     
	STATUS
     
	RANK/GRADE
     

	Duty Phone:     
	SPONSOR’S NAME
     
	ORGANIZATION
     

	
	DEPART./SERVICE
     
	SSN/IDENTIFICATION NO.
     
	DATE OF BIRTH
     


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












                 Prescribed by GSA and ICMR

                                                                                                                                                                                                    FIRMR (41 CFR) 201-45.505

	
	

	
	     

	
	     

	
	     

	
	     

	
	     

	
	     

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	













     STANDARD FORM 600 BACK (REV.  5-84)

