NAME: __________________________________                                                                                                                       

WELLNESS GUIDELINES SCREENING

The following Wellness Guidelines are recommended by the American Heart Association and the American Cancer Society. A  nurse has assessed the above named individual according to age, gender, and identified risk factors, and has marked the screening tests or procedures that are recommended. These would either be performed by a physician during an annual physical exam or by written physician order at an alternate time. If a physician recommends less frequent or more frequent studies, he/she must state this in writing for documentation in the client’s chart with reason.  As a client ages, he/she will automatically progress to more frequent screening in some areas as stated (ie. an EKG baseline will be done at age 40, but when the client turns 50, the EKG will be done yearly). If the client has a guardian or Healthcare Representative, this form should be reviewed and signed by that designee to acknowledge receipt and/or consent for these ongoing Wellness Guidelines Screens.

Test/Procedure 

Test/Procedure


Sex

Age


How Often 

Recommended

YES
NO

Clinical Breast Exam

F

20 & over

Annually




by Physician

YES
NO

Mammogram


F

40 & over

Annually

YES
NO

Pap Test & Pelvic Exam

F

18 & over

Annually; After 3 












consecutive normal 











exams, the Pap test 











may be done every













 2-3 years as assessed 











by physician.

YES
NO

Vaginal Scraping


F

Post hysterectomy
Every 5 years

YES
NO

Fecal Occult Blood Test

M & F

50 & over or with 

Annually










bowel disease history

YES
NO

Digital Rectal Exam &

M 

40 & over

Annually age 50




PSA (blood test)

YES
NO

Testicular Exam












by Physician


M

20 & over

Annually

YES
NO

EKG



M & F

Age 40


Baseline








M & F

50 & over

Annually








M & F

Heart Disease

Annually

YES 
NO

Lipid Profile (blood test)

M & F

Over 35


Every 3 years










Over 50


Annually

YES
NO

Other: ______________________________________________________________________________

Signature of Nurse/Date Assessed: ____________________________________________________________________________  

Signature of Guardian/Healthcare Representative (if applicable) & Date: _______________________________________________

Signature of Physician/Date: __________________________________________________________________________________

PAL/ gs
