Medical Health and Safety Tracking


New Beginning Youth & Family Services

Health and Safety Tracking

Date_______________________

Name: __________________________________   DOB: ___________________

Residence: Group Home/Family_______________________________________

Contact Telephone Number: ____________________

Primary Physician: _________________________________ Telephone: ________________

	Health Screen
	YES 
	NO
	N/A
	Date
	Comments

	Annual Physical
	
	
	
	
	

	Medication Review
	
	
	
	
	

	Neurological
	
	
	
	
	

	Psychiatric
	
	
	
	
	

	Dental
	
	
	
	
	

	Pap smear
	
	
	
	
	

	Mammogram
	
	
	
	
	

	Prostate
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	

	Diabetes
	
	
	
	
	

	Cholesterol
	
	
	
	
	

	Other Screen
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Hospitalization
	
	
	
	
	

	Reason for Hospitalization/Discharge Date 



	Mental Health/Behavioral Health

Tobacco Use

	Alcohol Use

	Depression

	Dementia

	Other


Safety

	Functional Heating/Cooling System
	
	
	
	

	Ceiling fans/Walls in Good Repair 
	
	
	
	

	First Aid Kit? 
	
	
	
	

	Portable Fire Extinguisher in Good working condition
	
	
	
	

	Exits lights working
	
	
	
	

	Is person knowledgeable of safety/emergency procedure
	
	
	
	

	Easy Access to doors
	
	
	
	


