PART II - TEACHING GUIDE

I.
COURSE NUMBER AND TITLE:  B3AZY4F031-004, Medical Standards

II.
SUBJECT:  Physical Examination Techniques and Procedures

III.
LESSON:  Recording a Medical History

IV.
TIME REQUIRED:  2 Hours

V.
INSTRUCTOR:
VI.
INTRODUCTION:

A.  Attention:


B.  Motivation:

C. Lesson Objective:  Given a problem case scenario and an SF 93, elicit a 

complete medical history. IAW AFPAM 48-133.

D.  Overview:

1.  Identify terms associated with eliciting a medical history.

2.  Explain procedures for completing the SF 93.

3.  Describe the technique and procedure for soliciting a medical history.

4.  Describe the two types of medical histories.


E.  Transition:

VII.
DEVELOPMENT:

A.  Definitions:


1.  Childhood - if an item of medical history occurred when the 


examinee was age 11 or younger, it occurred in childhood



2.  NCNS - no complications, no sequela




a.  Complications - refers to a disease condition concurrent


with another disease




b.  Sequela - a condition following or occurring as a result of 


another condition or event



3.  Complete medical history - any medical history from childhood to 


present




a.  Must be accomplished for the following:





1.  Enlistment or Commission in the AF active duty or its 


Reserves





2.  On all ARC member physical exams IAW AFI 48-123





3.  Whenever the examining physician requests





4.  Lost record or no SF93 on file

b.  Must be brought forward with each PHA or when an examination is sent for higher authority for review.



4.  Interval medical history - only significant items of medical history 


since the last examination are recorded and added to the end of the complete medical history

B.  Completion of SF 93 by Examinee


1.  Examinee must complete the SF 93 in one copy



2.  Items 1 through 7 may be typewritten (same format as items on SF 88)



3.  Item 8 (Must be in examinee's handwriting)




a.  Short statement of examinee's present health




b.  List any current medication



4.  Items 9 and 10 - examinee will place an "X" in the appropriate yes or 


no block



5.  Item 11 - examinee will place an "X" in the appropriate yes, no, or don't 


know block



6.  Item 12 - for female examinee's only - male examinee's enter N/A



7.  Item 13 - self explanatory (examinee's handwriting)



8.  Item 14 - self explanatory (examinee's handwriting)



9.  Item 15 - 24 (examinee's handwriting)




a.  Must check appropriate block




b.  Must explain affirmative checks in the blank space to the right of 


the questions preceded by the item reference number



10.  Signature - have the examinee read the statement above the 


signature block, then print and sign their name


C.  Soliciting and Writing a Medical History


1.  Always done in a private place



2.  Recorded first in a rough draft



3.  Must have dates - final is in chronological order (childhood to present)



4.  ALL affirmative and "don't know" check marks must be explained to 


the technician by the examinee


D.  Writing the Medical History


1.  First step - Ask...



a.  Did you have any childhood diseases?




b.  Did you have any operations as a child?  If so, what were


they for?




c.  Do you have any scars from injuries suffered in childhood that 


are one inch in length or longer?



2.  Second step - Review the SF 93...



a.  Item 8 - if health is less than good or on medications a comment 


must be made




b.  Items 9 and 10 - record the necessary information for any item 


answered affirmatively (except for block 10, item 2)




c.  Items 11 and 12 - record the necessary information for any item 


answered affirmatively (also includes "don't know responses)




d.  Items 15 through 24 - elaborate further



3.  Third step - Ask...



a.  Is there a history of diabetes in yourself or your family (parent, 


sibling, or more than one grandparent)?




b.  Is there a history of psychosis (mental illness) in yourself or in 


your family (parent or sibling)?




c.  Do you now or have you ever worn contact lenses?




d.  Have you ever had irradiation therapy?




e.  Have you ever experienced motion sickness or a disturbance of 


consciousness?




f.  Are there any other items of medical or surgical history that you 


have not mentioned?


E.  Recording the Medical History


1.  History is typed in item #25 on SF 93 in the following order:




a.  Common childhood diseases




b.  Operations in childhood




c.  Significant traumatic scars form childhood injuries




d.  Items from the SF 93 in chronological order




e.  List any affirmative answers from “third step”





(1)  If all questions were negative responses, record the long 


denial statement





(2)  If there are affirmative responses to any of the 


questions, omit the corresponding phrase from the 
denial statement



2.  LONG DENIAL STATEMENT - Examinee denies personal or family 


history of diabetes or psychosis, use of contact lenses, history of 
motion sickness or disturbances of consciousness, irradiation therapy 
and all other significant medical or surgical history


F.  Interval Medical History


1.  Accomplished when a complete history is already on file



2.  Significant items of medical history recorded




a.  Required hospitalization




b.  Required excusal, grounding, profile change or suspension from 


flying status


c.  Do not record “routine” items such as URIs, viral illnesses, etc., 


unless hospitalization was required, the illness is of a frequent 
or chronic nature, or it precluded flying



3.  Obtaining information




a.  Ask the examinee




b.  Review the medical records




c.  Use SF 93 as a guide



4.  Record in chronological order - same way as complete medical history 


(diagnosis, date, cause, treatment, recovery, complications, sequela)



5.  Recorded on most current SF 93 using the SF 507 when additional 


space is needed.



6.  SHORT DENIAL STATEMENT - “No other significant medical or 


surgical history to report since last examination (enter the date of that 
examination in parentheses)



7.  If no interval medical history replace the words “other significant” with 


“interval”

VIII.
CONCLUSION:

A.  Summary:


1.  Definitions




a.  Childhood - age 11 or younger




b.  NCNS




c.  Interval medical history




d.  Complete medical history - when accomplished



2.  Completion of SF 93 by examinee



3.  Soliciting and writing a medical history



4.  Procedures for writing a medical history



5.  Recording the complete medical history



6.  Recording the interval medical history


B.  Remotivation:

C.  Closure:
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