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COMMUNITY HEALTH AIDE/PRACTITIONER PATIENT ENCOUNTER FORM 
Clinic Code 

HISTORY: Chief complaint: ____________________________________________
 HPI: ________________________________________________________________ 
  ______________________________________________________________________________________________ 
  ______________________________________________________________________________________________ 
  _____________________________________________________________________________________________ 
   _______________________________________________________________________________________________________________________________________________ 
   _______________________________________________________________________________________________________________________________________________ 
   _______________________________________________________________________________________________________________________________________________ 
   _______________________________________________________________________________________________________________________________________________ 
   _______________________________________________________________________________________________________________________________________________ 
  _______________________________________________________________________________________________________________________________________________ 

   _______________________________________________________________________________________________________________________________________________ 
   _______________________________________________________________________________________________________________________________________________  
   ______________________________________________________________________________________________________________________________________________ 
   ______________________________________________________________________________________________________________________________________________ 
   _______________________________________________________________________________________________________________________________________________ 

Illnesses: __________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
Hospitalizations: ___________________________________________________________________________________ 
Past Surgeries: _____________________________________________________________________________________________ 

Medicines: _______________________________________________________________________________________ 
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
Allergies: Y    N 
To what:_________________________________________ Reaction: ________________________________________ 
________________________________________________ Reaction: ________________________________________ 

Tobacco:  None     Chew     Smoke     Vape  
How much: __________________________________________  
How long: ___________________________________________ 
Thinking about quitting? Y   N   Referral:  Y   N   
Smokers in home?  Y   N 
 

Alcohol: Y   N     What: __________________________________ 
How much:  ___________________________________________ 
How often: ____________________________________________ 
Last Use: _____________________________________________ 
(less than 8 years) Alcohol use in the home:  Y    N 

Marijuana: Y   N   What:________________________________ 
How much:  __________________________________________ 
How often: ___________________________________________ 
Last Use: ____________________________________________ 
(less than 8 years) Marijuana use in the home:  Y   N 

Drugs: Y   N    What: ____________________________________ 
How much:  ____________________________________________ 
How often: _____________________________________________ 
Last Use: ______________________________________________ 
(Less than 8 years) Drug use in the home:  Y   N 

Last TB skin test: _________ Pos    Neg 
History + test or TB:  Y   N     
When: _____________ 
Treated:  Y   N   How long: __________ 

Immunizations UTD:  Y   N   Unsure    Flu shot this season:  Y   N 
If no, would you like one today?   Y    N 

LMP: ________________      Normal:  Y   N      Breastfeeding?   Y   N      Do you think you might be pregnant?  Y   N    
Do you use birth control?   Y   N     If yes, what: ________________________________________________________ 
If no, are you trying to get pregnant or would you like more information about birth control?  Y    N    

High Risk Health Conditions:  Y   N 
List:____________________________________________________
_______________________________________________________ 

Name: (L) __________________________  (F) ________________________   DOB: ____ / ____ / ____ MRN _____________________  



CHA/P PATIENT ENCOUNTER FORM PAGE 2 OF 2 
EXAM: General Appearance__________________________________________________________________________
VS:  T _____o P_____ R____ BP_____/_____ SPO2____% WT ______kg change: ______ HT ______cm  HC ______ cm 

Head/Sinus:__________________________________________________________________________________________ 
Eyes: _______________________________________________________Snellen Test: (R)___/___ (L) ___/___ (B)___/____ 
Ears:(R)_____________________________________________________________________________________________ 
         (L)_________________________________________________________________________________________________________ 
Nose:  __________________________________________________________________________________________________________ 
Mouth/Throat:______________________________________________________________________________________ 
Neck/Nodes: __________________________________________________________________________________________ 
Back: _____________________________________________________________________________________________________ 
Lungs/Chest: ____________________________________________________________________________________________________ 
Heart :________________________________________________________________________________________________ 
Breasts: ______________________________________________________________________________________________ 
Abdomen: _____________________________________________________________________________________________ 
Genital/Rectal:__________________________________________________________________________________________ 
Extremities: ____________________________________________________________________________________________ 
Nervous System: _______________________________________________________________________________________ 
Skin: _________________________________________________________________________________________________ 
Lab tests/results: _________________________________________________________________________________________ 

ASSESSMENT: ______________________________________________________________________________________
        _______________________________________________________________________________________ 

PLAN (number and title): ____________________________________________________________________________
Standing Orders Used:   Y      N  
Patient/Medicine Education: __________________________________________________________________________ 

      __________________________________________________________________________________ 
      __________________________________________________________________________________ 

Medicines: ________________________________________________________________________________________ 
 ________________________________________________________________________________________ 

      ________________________________________________________________________________________ 
Special/Other Care: _________________________________________________________________________________ 

  _________________________________________________________________________________ 
        _________________________________________________________________________________ 

Recheck/Follow up:  _________________________________________________________________________________ 

Documentation Continued: ______________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 

Immunizations given: Vaccine / Lot # / initials 
__________________ /  # ___________ / (___) __________________ /  # ___________ / (___) 
__________________ /  # ___________ / (___) __________________ /  # ___________ / (___) 
__________________ /  # ___________ / (___) __________________ /  # ___________ / (___) 

TB skin test:  
(    ) PPD 0.1mL given ID   RFA    LFA 
PPD read: ____ / ____ / ____ 
_________ mm 

Name: (L) ______________________  (F) _______________________  DOB ___ / ___ / ___  MRN _____________ Gender:  M   F   Other  

CHA/P: _____________________________________________   Village: _______________________________   Date: ____ / ____ / ____ 

Referral Provider: _______________________  Provider’s Assessment: ______________________________________________________ 

Normal Clinic Hours:  Y   N    After Clinic Hours:  Y    N   ETOH Related:  Y    N 



(CONTINUATION) CHA/P PATIENT ENCOUNTER FORM
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Date: ____/____/________ Time:_________
Name(L)________________ (F)___________
DOB:____/____/________ Age____ Sex____

Standing Order □______________________________
Village: ______________________________________
CHA/CHP:____________________________________


	COMMUNITY HEALTH AIDE/PRACTITIONER PATIENT ENCOUNTER FORM

	Clinic Code: 
	HISTORY Chief complaint: 
	HPI 3: 
	HPI 4: 
	HPI 5: 
	HPI 6: 
	HPI 7: 
	HPI 8: 
	HPI 9: 
	HPI 10: 
	HPI 11: 
	HPI 12: 
	HPI 13: 
	HPI 14: 
	HPI 15: 
	Illnesses 1: 
	Illnesses 2: 
	Hospitalizations: 
	Past Surgeries: 
	Reaction: 
	Reaction_2: 
	How long: 
	What_3: 
	How much_4: 
	How often_3: 
	Last Use_3: 
	Last TB skin test: 
	Treated Y N How long: 
	When: 
	LMP: 
	EXAM General Appearance: 
	VS  T: 
	SPO2: 
	WT: 
	kg change: 
	HT: 
	cm HC: 
	HeadSinus: 
	Eyes: 
	EarsR: 
	Nose: 
	MouthThroat: 
	NeckNodes: 
	Back: 
	LungsChest: 
	Heart: 
	Breasts: 
	Abdomen: 
	GenitalRectal: 
	Extremities: 
	Nervous System: 
	Skin: 
	Lab testsresults: 
	PPD read: 
	undefined_9: 
	undefined_10: 
	mm: 
	ASSESSMENT: 
	PLAN number and title: 
	PatientMedicine Education: 
	1_2: 
	2_2: 
	SpecialOther Care 1: 
	SpecialOther Care 2: 
	SpecialOther Care 3: 
	RecheckFollow up: 
	Documentation Continued 1: 
	Documentation Continued 2: 
	Documentation Continued 3: 
	Documentation Continued 4: 
	Documentation Continued 5: 
	CHAP: 
	Referral Provider: 
	Providers Assessment: 
	HPI 1: 
	HPI 2: 
	Medicines 2: 
	Medicines 3: 
	Allergic to what 2: 
	Alcohol what?: 
	How much alcohol: 
	Alcohol how often: 
	Alcohol Last Use: 
	Tobacco None: Off
	Tobacco Chew: Off
	Tobacco Smoke: Off
	Tobacco Vape: Off
	High Risk Health Conditions Y: Off
	High Risk Health Conditions N: Off
	How much: 
	Marijuana how often: 
	Marijuana what: 
	Marijuana Y: Off
	Marijuana N: Off
	Marijuana how much: 
	Birth Control what?: 
	Breastfeeding Y: Off
	Breastfeeding N: Off
	Might be pregnant Y: Off
	Might be pregnant N: Off
	Birth control info Y: Off
	Marijuana last Use: 
	Last Name: 
	First Name: 
	DOB Month: 
	DOB Day: 
	VS P: 
	VS R: 
	VS BP: 
	VS BP 2: 
	Snellen R1: 
	Snellen R2: 
	Snellen L1: 
	Snellen L2: 
	Snellen B1: 
	EarsL: 
	ASESSMENT 2: 
	MRN: 
	DOB Year: 
	Month Date: 
	Day date: 
	Date year: 
	Gender M: Off
	Gender F: Off
	Immunizations given1: 
	Immunizations given2: 
	Immunizations given3: 
	Lot#2: 
	Lot#3: 
	Lot#1: 
	Initial#1: 
	Initial#2: 
	Immunizations given4: 
	Immunizations given5: 
	Immunizations given6: 
	Lot#4: 
	Lot#5: 
	Lot#6: 
	Initial#3: 
	Initial#4: 
	Initial#5: 
	Initial#6: 
	Allergic to what 1: 
	Allergies Y: Off
	Allergies N: Off
	Quitting Y: Off
	Quitting N: Off
	Smoke Home Y: Off
	Smoke Home N: Off
	Referral Y: Off
	Referral N: Off
	Alcohol Y: Off
	Alcohol in Home Y: Off
	Alcohol in Home N: Off
	Alcohol N: Off
	Marijuana in Home Y: Off
	Marijuana in Home N: Off
	TB Pos: Off
	TB Neg: Off
	History TB N: Off
	History TB Y: Off
	TB Treated Y: Off
	TB Treated N: Off
	LMP Normal Y: Off
	LMP Normal N: Off
	Birth Control Y: Off
	Birth Control N: Off
	Drugs Y: Off
	Drugs N: Off
	Imm UTD N: Off
	Imm UTD U: Off
	Imm UTD Y: Off
	Flu Shot Y: Off
	Flu Shot N: Off
	Want a Flu Shot Y: Off
	Want a Flu Sho N: Off
	Drugs in home Y: Off
	Drugs in the home N: Off
	Birth control info N: Off
	RFA: Off
	PPD: Off
	LFA: Off
	Gender Other: Off
	ETOH Y: Off
	ETOH N: Off
	After Hours Y: Off
	After Hours N: Off
	Normal Hours Y: Off
	Normal Hours N: Off
	Standing Order Y: Off
	Standing Order N: Off
	How you feel 0: Off
	How you feel 2: Off
	How you feel 4: Off
	How you feel 6: Off
	How you feel 8: Off
	How you feel 10: Off
	HRHC list 1: 
	HRHC list 2: 
	Snellen B2: 
	Village: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 1: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 2: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 3: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 4: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 5: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 6: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 7: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 8: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 9: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 10: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 11: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 12: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 13: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 14: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 15: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 16: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 17: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 18: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 19: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 20: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 21: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 22: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 23: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 24: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 25: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 26: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 27: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 28: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 29: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 30: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 31: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 32: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 33: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 34: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 35: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 36: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 37: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 38: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 39: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 40: 
	CONTINUATION CHAP PATIENT ENCOUNTER FORM 41: 
	Date: 
	undefined: 
	undefined_2: 
	Time: 
	Standing Order box: Off
	NameL: 
	F: 
	Month: 
	Day: 
	Year: 
	Age: 
	Sex: 
	CHA-CHP: 
	Standing Order: 
	Medicines 2a: 
	Medicines 3a: 
	Medicines 1a: 
	Medicines 1: 


