Patient Name:_______________	DOB:_____________	Film #:______________

O’SULLIVAN RADIOLOGY 
Breast, Bone & Body Digital Imaging 
6915 N. Main St., Victoria, Texas 77904 
361-572-3139 	fax 361-572-8610
Preventive Measures
DOB: __________ 							DATE: _____________
NAME:  _____________________________________       FILM #: ____________
ETHNICITY: ___________________
HEIGHT: ________ WEIGHT: _______
1. Have you ever been diagnosed with high blood pressure?			Yes  / No
2. Do you have an advanced care plan/a person who can make clinical decisions for you?                                                              	                                                                                                                        Yes  / No
· If yes, who? ___________________________
3.Have you received the influenza Immunization (flu shot)? Yes / No
4.Have you EVER received the pneumococcal Vaccination (pneumonia shot)? Yes / No
5. Have you EVER had a colonoscopy? 					Yes  / No
6. Please indicate your smoking status: (X)
Never smoked ______         Current daily smoker ______            
                        	Former smoker ______        Heavy tobacco smoker ______
If you are a smoker, how many pack(s) per day:
<0.5 Packs,	0.5 Packs,	 1 Pack,	 2 Packs,	 3 Packs,	 >3 Packs
Please list:
Medication Allergies:                                                          Medications:
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For Tech Use:                   PHQ-9 Score:____________                     BP: _______________
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PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)
Over the last 2 weeks, how often have you boen botharod wore voaty
by any of the folowing probloms? Sovorat iy oy
(e 10 nicats your anowen) Notatall_“eeye. iheoys ‘aay
1 Liteintrest o pleasure i doing hings o 1 2 s
2. Fesing down, depessed, o hapsless o 1 2 s
5 Trouiefaling orstaying asieep, o iseping oo much o 1 2 s
4. Feoling tred o hving It energy o 1 2 s
5. Poor appei orovereating o 1 2 s
¢ Fecing bad sboutyoursel —or hatyouaeafaiweor o 1 5, 3

have let yourself or your family down

7. Trouble concentrating on things, such as reading the o p 2 s
‘newspaper or watching television

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite — being so fidgety or restless 0 1 2 3
that you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurting
yourself in some way

For orice cooa_0.

If you checked off any problems, how difficult have these problems made it for you to do your
‘work, take care of things at home, or get along with other people?

Not difficult ‘Somewhat Very Extremely
atall difficult difficult difficult
o o o =]





