MEDICARE ANNUAL WELLNESS VISIT
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PRINIARY CARE..




Name:____________________________Date: ____________________

Thank you for scheduling your Medicare Annual Wellness Visit.  

The goal of this visit is to provide time for you to focus on areas of your health that put you at risk for problems in the future.  As part of the visit, you will be screened for fall risk, safety risk, worsening memory, depression and other medical concerns. This visit does not include a thorough physical exam or discussion of chronic health problems.

If you have an ACUTE NEW problem today please let your provider know right away so we can plan our time together today and set up a future visit if needed.   

	 Is there anything new with your health or life or family history in the past year?  If so, please tell your provider or note it here so we can update your chart today.



	 Advanced Directives: Do you have an advanced directive or living will?   ___Yes     ___No     ___ I don’t know



	What other doctors do you see?



	Do you get supplies or equipment or assistance? (i.e. home health, diabetes supplies, Depends) ___Yes     ___No     
 If so, from where. 



	Social and Lifestyle Information

Who lives in your home:  ___I live alone.      ___Other:_____________  

What kind of exercise or activity do you do regularly?________________

Is there any particular type of diet you follow or anything you watch in your diet?___________________

What do you do for fun or hobbies? What do you like to do with your spare time? _________________

Do you have any pets? ______________________________



	Safety and Risk Assessment

Have you ever had any risky behavior in your past, such as IV drug use or unprotected sex?   ___Yes     ___No     
Have you ever been abused—physically or emotionally___Yes     ___No     


Do you have any current safety concerns?________________

Do you always wear a seatbelt when driving?   ___Yes     ___No     

Any accidents in the past 1 year? ___Yes     ___No     
Any falls in the last year? ___Yes     ___No     

	Hearing & Vision Screening

Do you have troubles with your HEARING?   ____Yes.   ___Sometimes.    ____No. 

Do HEARING problems cause you difficulty with friends/family or activities?        ____Yes.   ___Sometimes.    ____No.

Do you have troubles with your VISION?   ____Yes.   ___Sometimes.    ____No.

WHEN WAS YOUR LAST EYE EXAM:_________________.

	Depression Screening:
Over the last 2 weeks, how often have you been bothered by any of the following:

Little interest or pleasure in doing things?   ___Not at All.   ___Several Days.    ___More than half the days.       ___Daily. 

Feeling down, depressed, or hopeless?    ___Not at All.   ___Several Days.    ___More than half the days.       ___Daily.

	Alcohol Use

How often did you have a drink containing alcohol in the past year? _____________ 



How many drinks did you have on a typical day when/if you were drinking in the past year? _______



	Diet Habits

What kind of diet do you follow? Is there anything you avoid in your diet?__________________

Do you have any dental or mouth problems?   ____Yes.    ____No.

	Home Safety

Are working smoke alarm(s) and fire extinguisher(s) available?   ____Yes.    ____No.

Have throw rugs been removed or fastened down?  ____Yes.    ____No.
Do you have non-slip mats and grip bars in all bathtubs and showers?    ____Yes.    ____No.

How many steps do you have inside or outside? ________________



	Functional Status 

Do you have difficulty with….

… bathing or showering? ____Yes.    ____No.

… managing your money – such as paying your bills and keeping track of expenses?   ____Yes.    ____No.

… dressing yourself?   ____Yes.    ____No.

… toileting – such as transferring yourself to the toilet, cleaning yourself?  ____Yes.    ____No.

Do you have incontinence of stool or urine?  (leakage without control)   ____Yes.    ____No.

	Health Maintenance 


Last tetanus shot:  _____________

Have you had a Pneumonia vaccine?   _________

Have you had a Shingles vaccine? ____________

Have you had an EKG of your heart?   Y / N    ___________
Any other heart tests? _____________

When was your last colonoscopy?   _______
                                           Where? _________

When did you last do stool tests for blood at home? ________
	
Women:

Last mammogram (and location):_____________
Last Pap smear (and location): ______________

Last bone density test if menopausal:  _________

Men:

Last prostate exam:

Last PSA test: 
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