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Sustainable Farm Families  
Physical Assessment Form
	Health Indicator
	Recommended Values
	Initial Assessment

Date: ………  Kit Number: ...…
	6-month Assessment

Date: ………… Kit Number: ...…

	Weight

	Per individual

NB: Must record 1 decimal place
	Scales reading 

.        kg
	Less clothing

amount 
kg
	Weight recorded

.        kg
	Scales reading 

.        kg
	Less clothing

amount
kg
	Weight recorded

.        kg

	Height 
	
	Cm

	Cm
   

	Body mass Index:
	Parameters
20 - 25
	
	Body Fat Percentage M 10-25%

F 20-35%
	%
	BMI
	Body Fat Percentage M 10-25%

F 20-35%
	%

	Oxygen Saturation 
	> 94% ideal
< 94% with symptoms refer

< 92% automatic refer
	%
	Pulse Rate:
	
	OXYGEN
%
	Pulse Rate:
	

	Blood Glucose  level: (Fasting)
	< 5.4mmols    

> 5.5mmols  refer
	
	

	Blood Lipid Studies: (Fasting)

	T.C >  5.5mmols refer

Parameters 
TC 
< 5.5

HDL 
> 1

Trigs 
< 1.5
LDL  
< 2.5

	T.C
	T.C

	
	
	HDL
	HDL

	
	
	TRIGS
	TRIGS

	
	
	LDL
	LDL

	
	
	TC/HDL Ratio
	TC/HDL Ratio

	Blood Pressure:
	< 140/90 

> 140/90  refer


	1st 
	2nd
	average  
	1st 

	2nd 
	average  

	Eye Sight:  
	6/6 Standard 

6/5 Excellent

6/9 Borderline

6/12 + above poor 
	Tick (() ( Without 
( With glasses / 
     glasses
  contact lenses
	Tick (() ( Without 
( With glasses  / 
     glasses
    contact lenses 

	
	
	L eye
6/
	R eye
6/
	L eye
6/
	R eye
6/

	Waist / Hip:


	M 1.0 to 1.0 ratio

F 0.8 to 1.0 ratio

Must record cm & mm
	Waist  
(taken on skin only)
cm          mm
	Hip  (taken over underwear only)

cm           mm
	Waist  
(taken on skin only)

cm          mm
	Hip  (taken over underwear only)
cm           mm

	Respiratory Assessment 


	Red < .65 refer

Yellow =.65 -.75
Borderline

Green ≥ .75

	Fev1
	Fev1
	Fev1
	Fev1

	
	
	Fev1/Fev6
	Fev1/Fev6
	Fev1/Fev6
	Fev1/Fev6

	
	
	Fev6
	Fev6
	Fev6
	Fev6

	
	
	Colour
	Colour
	Colour
	Colour 

	
	If unable to complete please record  reason
	
	


Signature of person completing the above section of the physical _________________________ Date________ (initial)

Signature of person completing the above section of the physical _________________________ Date________ (6-month)
Sustainable Farm Families

Physical Assessment Form
	Health Indicator
	Recommended Values
	12-month Assessment

Date: …………              Kit Number: .........…

	Weight 

	Per individual
NB: Must record 1 decimal place
	Scales reading 

.          kg
	Less clothing

amount
kg
	Weight recorded

.           kg

	Body mass Index:
	M 20-25

F 20-25
	
	Body Fat Percentage
M 10-25%

F 20-35%
	%

	Oxygen Saturation 
	>94% ideal
<94% with symptoms refer
<92% automatic refer
	%
	Pulse Rate:
	

	Blood Glucose  level: (Fasting)
	< 5.4mmols    
> 5.5mmols  refer
	

	Blood Lipid Studies: (Fasting)
	T.C >  5.5mmols refer
Parameters 

TC 
< 5.5

HDL 
> 1

Trigs 
< 1.5

LDL  
< 2.5

	T.C

	
	
	HDL

	
	
	TRIGS

	
	
	LDL

	
	
	TC/HDL Ratio

	Blood Pressure:
	< 140/90 
> 140/90  refer
	1st
	2nd
	average  

	Eye Sight: 
	6/6 Standard 

6/5 Excellent

6/9 Borderline

6/12 + above poor 
	Tick (()    ( Without glasses    ( With glasses  or contact lenses  

	
	
	L eye
6/
	R eye
6/

	Waist / Hip:


	M 1.0 to 1.0 ratio

F 0.8 to 1.0 ratio
	Waist  (taken on skin only)

cm              mm
	Hip (taken over underwear only)

cm               mm

	Respiratory Assessment 


	Red < .65 refer
Yellow =.65-.75 Borderline

Green ≥ .75

	Fev1
	Fev1

	
	
	Fev1/Fev6
	Fev1/Fev6

	
	
	Fev6 
	Fev6

	
	
	Colour 
	Colour 

	
	If unable to complete please record  reason
	


Referral from previous year actioned
( Yes

( No

( N/A (no referral last workshop)

If yes, please list tests undertaken / outcomes / comments:

If no, please provide comments











Signature of person completing the above section of the physical _________________________ Date________ (12-month)
INITIAL WORKSHOP
	General Appearance

· Allergies 
yes   or   no
· Medications discussed & recorded on health conditions
	

	Genetic Evaluation - Family History

· Cancer

· Cardiovascular disease

· Diabetes

· Other genetically linked disease
	

	Neuro assessment

· Visual impairments

· Frequent headaches

· Hearing impairment

· Alcohol misuse -      yes    or    no
	(review assessments)



	Skin and mucous membranes – (() tick one
· Intact

· Disorders noted
	

	Cardiovascular assessment

· Irregular pulse
· Hypertension
· Elevated cholesterol
	

	Respiratory Assessment

· Cough/sputum
· Shortness of breath
· Smoker number per day____
	(review resp assessment questions)

	Gastrointestinal Assessment

· Nausea/vomiting

· Indigestion/ reflux

· Constipation/diarrhoea
	

	Urological Assessment

· Stress incontinence

· Voiding >1 per night

· Changes in voiding patterns
· Due for prostate screening
	

	Sexual and Reproductive

· Sexually active: - yes   or   no
· Overdue pap smear / mammography
· Menstruating - yes   or   no
· Erectile dysfunction
	

	Musculoskeletal Assessment

· Joint or muscle pain (record where)
· Other issues
	

	Psychosocial

· Discuss living arrangements (carer, partner, with children)
· Stress, anxiety or depression (review DASS)
	Please record living arrangements
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Signature of person completing this form_________________________________ Date________ (initial)
6-MONTH WORKSHOP
	Referral from previous workshop actioned
	Record action taken

	· Yes
	· No
	· N/A
	

	General Appearance 

· Allergies 
yes   or   no
· Medications  discussed & recorded on health conditions
	

	Genetic Evaluation - Family History

· Cancer 

· Cardiovascular disease

· Diabetes

· Other genetically linked disease
	( no change from last workshop

	

	Neuro assessment 

· Visual impairments

· Frequent headaches

· Hearing impairment

· Alcohol misuse -      yes    or    no 

	( no change 

( improved


	(review assessments)



	Skin and mucous membranes – (() tick one

· Intact

· Disorders noted
	( improved
	

	Cardiovascular assessment

· Irregular pulse
· Hypertension
· Elevated cholesterol
	( no change 

( improved


	

	Respiratory Assessment

· Cough/sputum  
· Shortness of breath
· Smoker number per day____
	( no change 

( improved


	(review resp assessment & piko)

	Gastrointestinal Assessment

· Nausea/vomiting

· Indigestion/ reflux

· Constipation/diarrhoea 
	( no change 

( improved


	

	Urological Assessment

· Stress incontinence

· Voiding >1 per night

· Changes in voiding patterns
· Due for Prostate screening 
	( no change 

( improved


	

	Sexual and Reproductive 

· Sexually active: - yes   or   no
· Overdue pap smear / mammography
· Menstruating - yes   or   no 
· Erectile dysfunction 
	( no change 

( improved


	

	Musculoskeletal Assessment

· Joint or muscle pain (record where) 
· Other issues
	( no change 

( improved
	

	Psychosocial

· Discussed Living arrangements 

· Stress, anxiety, depression (review DASS)
	Please record living arrangements


Signature of person completing this form_________________________________ Date________ (6-month)
12-MONTH WORKSHOP
	Referral from previous workshop actioned
	Record action taken

	· Yes
	· No
	· N/A
	

	General Appearance 

· Allergies 
yes   or   no
· Medications   discussed & recorded on health conditions
	

	Genetic Evaluation - Family History

· Cancer 

· Cardiovascular disease

· Diabetes

· Other genetically linked disease
	( no change from last workshop 


	

	Neuro assessment 

· Visual impairments

· Frequent headaches

· Hearing impairment

· Alcohol misuse -      yes    or    no 

	( no change 

( improved


	(review assessments)



	Skin and mucous membranes – (() tick one

· Intact

· Disorders noted
	( improved
	

	Cardiovascular assessment

· Irregular pulse
· Hypertension
· Elevated cholesterol
	( no change 

( improved


	

	Respiratory Assessment

· Cough/sputum  
· Shortness of breath
· Smoker number per day____
	( no change 

( improved
	(review resp assessment & piko)

	Gastrointestinal Assessment

· Nausea/vomiting

· Indigestion/ reflux

· Constipation/diarrhoea 
	( no change 

( improved


	

	Urological Assessment

· Stress incontinence

· Voiding >1 per night

· Changes in voiding patterns
· Due for Prostate screening 
	( no change 

( improved


	

	Sexual and Reproductive 

· Sexually active: - yes   or   no
· Overdue pap smear / mammography
· Menstruating - yes   or   no 
· Erectile dysfunction 
	( no change 

( improved


	

	Musculoskeletal Assessment

· Joint or muscle pain (record where) 
· Other issues
	( no change 

( improved
	

	Psychosocial

· Discussed living arrangements 

· Stress, anxiety or depression (review DASS)
	Please record living arrangements


Signature of person completing this form_________________________________ Date________ (12-month)
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