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Records Request Form 
Date of request:______________________________ 

Patient’s full name: _______________________________________________ 

Patient’s date of birth:_____________________ 

Patient’s signature:____________________________________ 

The above listed patient has an appointment in our office on:_____________________ 

Date records are needed:________________________ 

 

I, ____________________________ by signing above give my permission to have my 
medical information sent to the following facility: 

 

Teton Cancer Institute 
A Mountain View Hospital affiliate 

 
1957 E. 17th St.                                                       380 Walker Dr. 
Idaho Falls, ID   83404      Rexburg, ID   83440 
(phone) 208-523-1100       (phone)  208-356-9559 
(fax)  208-523-1317      (fax)  208-356-6601 
 

 
Radiation Oncology 
1550 Hoopes Ave 

Idaho Falls, ID 83404 
(phone) 208-542-7220 

(fax) 208-522-7600 
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STEP 1: Screen with the MST

If yes, how much weight have you lost?

2-13 lb 		  1

14-23 lb	 2

24-33 lb 		  3

34 lb or more 		  4

Unsure 		  2

Have you recently lost weight  
without trying?                                       
No		  0

Unsure 		  2

Weight loss score:

Have you been eating poorly because  
of a decreased appetite?                                    
No		  0

Yes		  1

Appetite score:

MST SCORE:

STEP 2: Score to determine risk 

If length of stay exceeds 7 days, then
rescreen, repeating weekly as needed.

MST = 2 or more
At Risk                                      

Eating poorly and/or recent weight loss

Rapidly implement nutrition interventions. 
Perform nutrition consult within 24-72 hrs,  

depending on risk.

STEP 3: Intervene with  
nutritional support for your  
patients at risk of malnutrition.

MST = 0 or 1 
NOT At Risk                                      

Eating well with little or no weight loss

Notes:

Add weight loss and appetite scores

Ferguson, M et al. Nutrition 1999 15:458-464
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PATIENT HEALTH QUESTIONNAIRE-2 (PHQ-2) 
Patient Name: ____________________________                                               Date: ___________________ 

_____________________________________________________________________________________ 

Are you currently receiving mental health services for a diagnosed condition?  Yes/No (Circle one) 

If yes, please provide reason for mental health services and where you are being seen: ______________ 

Have you ever been diagnosed with bipolar disorder?  Yes/No (Circle one) 

If yes, please provide date of diagnosis and no further questions required:  ________________________ 

If no, please answer the following questions: 

Over the last 2 weeks, how often have you been bothered by any of the following problems? 

(Please circle to indicate your answer) 

 

                                                                                              ____0____+__________+__________+__________ 

= Total Score____________ 

If the “Total Score” is 3 or greater, a referral to a Licensed Clinical Social Worker will be made for further 
evaluation. Are you interested in a referral today?  Yes/No (Circle One) 

 

CMS eCQM ID CMS2v13 Quality Measure Guideline 

 Not at all Several 
days 

More than 
half the 

days 

Nearly 
every day 

1. Little interest or pleasure in doing things: 0 1 2 3 

2. Feeling down, depressed, or hopeless: 0 1 2 3 
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