                                               MJC Health Services Intake Form                         DOB: ___/___ /___
Services are for current students only.  Please complete this short in-take form & return with your student body card with semester sticker on back.

Name:____________________________________ W#:__________________ Telephone #:_______________________Gender: __M __F
                   (Print Clearly)

Do you have health insurance?  ___ Yes     ___  No

1. Health Background:  Skip to #2 if you have completed this section earlier this semester and have no changes.
Allergies:  _____________________     Medical conditions:  ___  Hypertension  ___  Diabetes   ___   Asthma    Other:______________
        Current Medications:  _________________________________________________________________________
2. What is the reason for your visit today?
___  Not feeling well; ill			___  Injury 			___  Health review/Clearance
___  TB screening/Reading			___  Pregnancy test		___  Immunization or Flu vaccine
___  Confidential issue			___  Other: (describe in 1-3 words) _____________________________	

3. Mental Health Screening:  Over the last 2 weeks, have you been bothered by any of the following problems:

                                                                             Yes   No						      Yes   No
a. Feeling nervous, anxious, or on edge?		c.   Feeling down, depressed, or hopeless?
b. Not being able to stop or control worrying?   		d.   Little interest or pleasure in doing things?
4.  Would you like more information about:  (check all that apply)
	 		
 ___  Doctor clinic	___  Family Planning	___  Personal counseling services	___  Dental Referrals      ___  Vision Referrals
 
         ___  Veterans Resources      
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Modify Reason Codes

  For Staff Only
Discharge Form
Please take to Front Desk and retrieve your Student ID card.
         To be completed by Nurses (please check all that apply)
        Referrals/Appointments:
 Schedule for next available doctor clinic  
 Schedule for this week’s clinic; must be seen.
 Schedule for Mental Health Appointment   Student is non-insured.
                          				          First referral      Second referral 
                                                                                                 Referral Form completed & questionnaire provided.
       Fees: 
             Payment-Please Collect      PE      Other:____________________________

       Front Office To Do:
 Copy Iz Records for Healthy Futures    Copy:____________________________
 Scan all documents            Complete Release of Information Form		  
  						 Return to RN: ___________ (initials)       Shred at Checkout      

          Additional Information:_______________________________________________________________________________
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