SUFFOLK BEHAVIORAL MEDICINE P.C.
1097 Old Country Road Suite # 105
Plainview, NY -11803

Telephone: 631-270-4401   Fax:  631-930-3231
MULCHAND CHUGH, MD
Psychiatrist

PHYSICAL FORM   
From  PCP or Specialist 
Patient’s Name_________________________________________D.O.B.:_________________

Patient’s Address______________________________________________________________

Date of Physical Exam _________________________________(within the past ___ months)

Growth %________________  _______________  ________________  __________________

                       Height                          weight                blood pressure              pulse

Medical Diagnosis______________________________________________________________

Medications Prescribed_________________________________________________________

Abnormal Findings of Significance________________________________________________

ECG Date_____________________________________________________________________






Yes

No

Within Normal Limits

                ___

___





                ___

___

Arrhythmia



___

___






___

___

Conduction Delay


                ___

___






___

___

Any Significant Findings

                ___

___
if present:
_______________






___

___


_______________

QTC Interval  ( Number)                                     ___
Note: (Please attach recent lab work).

Date of Laboratory Work____________________________________
Complete metabolic panel                         within normal limits___________
            abnormal findings_____________

CBC with differential and platelets
     within normal limits___________
            abnormal findings_____________

Thyroid functions

                     within normal limits___________
            abnormal findings_____________

Lipid profile


     within normal limits___________
            abnormal findings_____________

HBA1C  


                     within normal limits___________
            abnormal findings_____________

B12/Folate                                                   within normal limits___________
            abnormal findings_____________
Any medical history or findings that would contraindicate the use of SSRI/Antipsychotics/ Mood stabilizers:

__________________________________________________________
____________________________

Physician’s signature 






date

