Medicare Annual Wellness Visit — History Form

This is a confidential record and will be kept in your patient record. Information collected here will not be released to anyone without your authorization.

Last Name

First Name

Date of Birth / /

Name and Relationship of Person Completing Form (if not the patient)

Your History of Diseases and Conditions

Middle Initial

EMPI #

Today's Date / /

Have you had any of the following?

C1Anemia, year

[C1Asthma, year

U Arthritis, year

[IBleeding or Blood Disorder, year
[IBreast Cancer, year

[10ther Cancer(s) , year

[ICataracts, year

[IColitis, year

[LI1COPD or Emphysema, year
[1Depression, year

[IDiabetes, year

[C1Emotional or Mental Iliness, year
C1Epilepsy, year
[ISeizure, year

CIGlaucoma, year
[1Hay Fever, year
[1Heart Problems, year
[1Hepatitis or Jaundice, year
[IHypertension, year
LIHIV/ AIDS, year

[IKidney Disease, year
[IKidney Stones, year
UlLiver Diseases, year

[10steoporosis, year

[CIPhysical Disability, year
[C1Rheumatic Fever, year

[IStroke, year
UIThyroid Disease, year

U Tuberculosis, year
UUIcers, Gastric, year

Comments or Other Problems:

Your History of Surgeries and Hospitalizations

Have you had any of the following?

C1Appendectomy, year

[IBreast Growth, year

CICarpal Tunnel, year

[ICataract Surgery, year

[ICesarean Section, year

1D and C, year

[JGall Bladder Surgery, year
[l Gastroenteroscopy, year

[1Heart Catheterization, year
[1Heart Surgery, year
[IHernia, year
[CIHip Surgery, year
[1Hysterectomy, year

[IKnee Surgery, year

[IMastectomy, year Side: CJL IR

[INasal Surgery, year

[ISinus Surgery, year
UPlastic Surgery, year

[1Polyp Removal from Intestine, year
UIThyroid Surgery, year

U Tonsils or Adenoids Removed, year
U Tubal Ligation, year
[1Vasectomy, year

[IProstate Surgery, year

Comments or Other Hospitalizations:

Screenings Have you had the following screening tests?

Colonoscopy UINo LJYes, month and year of most recent:
Eye Exam UINo LJYes, month and year of most recent:
Bone Density CINo [1Yes, month and year of most recent;
Mammogram (women) | [INo [1Yes, month and year of most recent;
Pelvic Exam (women) | [(ONo [1Yes, month and year of most recent;
Prostate (men) CINo [1Yes, month and year of most recent;
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Vaccines Have you received the following vaccines?

Flu (Influenza) [INo | [Yes, month and year of most recent:
Pneumonia/Pneumococcal (Pneumovax) [CINo | [Yes, month and year of most recent:
Pneumonia/Pneumococcal (Prevnar 13) UINo | OIYes, month and year of most recent:
Shingles (Herpes Zoster) UINo | OIYes, month and year of most recent:
Tetanus, Diphtheria, Pertussis (Tdap) UINo | OIYes, month and year of most recent:

Tobacco and Alcohol

Smoking, Other Tobacco,
or Nicotine-Containing
Products

CINever used

CICurrently use

[1Used to use—When did you stop?

If using now or in the past: For how many years?

How many packs a day?

CINever drank CICurrently drink | CIUsed to drink—When did you stop?

Aleohol Use If drinking now or in the past: How often? [JOccasionally [1Daily—How many drinks per day? [IBinge

Family Members’ Cause of Death  List the cause of death for those who died before age 50. Do not include accidental deaths.

Father Mother

Father's Father Mother's Father

Father's Mother Mother's Mother

Your Family’s Medical History  Check the box if a blood relative has had any of the following problems.

Were you adopted? LYes LINo

Alcohol Abuse CIFather CIMother [IBrother [ISister CIGrandparent CJAunt OUncle

Other Substance Abuse CIFather CIMother C1Brother [ISister UJGrandparent UJAunt UJUncle

Alzheimer's or Dementia CIFather CIMother [IBrother [ISister CIGrandparent CJAunt OUncle

Breast Cancer CIFather CIMother C1Brother [ISister UJGrandparent UJAunt OJUncle

Colon Cancer CIFather CIMother [IBrother [ISister CIGrandparent CJAunt OlUncle

Prostate Cancer CIFather CIMother [IBrother [ISister [IGrandparent CJAunt CJUncle

Other Cancer(s) CIFather CIMother C1Brother [ISister UJGrandparent UJAunt UJUncle

Diabetes CIFather CIMother [IBrother [ISister CIGrandparent CJAunt OUncle

Emotional or Mental lliness CIFather CIMother [1Brother [ISister UJGrandparent UJAunt UJUncle

Suicide CIFather CIMother [IBrother [ISister CIGrandparent CJAunt OUncle

Hypertension CIFather CIMother C1Brother [ISister UJGrandparent UJAunt UJUncle

Heart Attack Prior to Age 55 UFather UIMother UIBrother UISister [IGrandparent CJAunt ClUncle

Osteoporosis CIFather CIMother [IBrother [ISister CIGrandparent CJAunt OlUncle

Seizures CIFather CIMother C1Brother [ISister UJGrandparent UJAunt UJUncle

Stroke CIFather CIMother [IBrother [ISister [IGrandparent CJAunt OlUncle
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Please check any conditions which are significant problems to you

General

[JRecent 10+ Ib weight change
CIFrequent fevers

CIFrequent profound fatigue
[CIFrequent difficulty sleeping

[JReceived a blood transfusion in past year

Head and Neck

[(IVisual changes (not glasses)
[IDizziness

[(IDouble vision

[JISinus problems
[INosebleeds

[JEar pain

CITrouble hearing
[JRinging in the ear
[JHoarseness
UPersistent sore throat
LIMouth sores
CIFrequent swollen glands

Respiratory / Lungs

[Persistent cough

[JShortness of breath
[I1Coughing up blood
[1Wheezing

[IStopping breathing during sleep

Heart / Vascular

[IChest pain or tightness
Cllrregular rapid heart beat
[1Smothering feeling at night
[JAnkle swelling

Stomach / Bowel

[IMajor appetite change
[JFrequent nausea or vomiting
[CJFrequent heartburn or acid in throat
(GERD)

[C1Abdominal pain

[CJFrequent diarrhea
[JConstipation

[IBlack or bloody stools
[(JVomiting blood

[IDifficulty swallowing

Kidney / Bladder
[IKidney or bladder infection

[IProblems with bladder control
[IDifficulty starting urination
CIFrequent urination

Clincreased urgency

UUrination more than once nightly
[IBurning or painful urination
[UBlood in the urine

[1Difficulty emptying bladder

Reproduction
[IBlood in semen / sperm (men)

[(JInability to have an erection (men)
[(JInability to reach climax
Ollinfertility

OIPainful intercourse

[Decreased sexual desire
[ISexually transmitted diseases

Women'’s Health

[IBreast pain or lumps

[IPelvic pain

[IVaginal discharge

[I1Vaginal dryness

CIFrequent sweats or hot flashes
[IMenstrual problems
[IMenopause

[IPregnancy problems

[1Baby weighing 9 Ibs or more

Skeletal

CIMajor joint pain

CIMajor back pain

[CIMajor neck pain
[1Weakness in arms or legs
[1Joint stiffness or swelling

CIDeformities of the back or extremities

CGout

Neuro

CINumbness or tingling
[ISevere frequent headaches
[JAbnormal coordination
[CITrouble with speech
[IForgetfulness or confusion

Skin and Hair Problems

[IMajor changes in hair or hair loss
[CIWounds that will not heal
[(Persistent rash

[IChange in moles

[CIMajor skin problems

Psychological / Social

[IFeeling blue or discouraged

[THigh anxiety or stress

[JLoss of friends

[IFeeling life has no purpose
[IFeeling others are talking about you
[IFeeling fear

[1Hearing voices

[IMarital or relationship problems
LIEarly morning awakenings

Reviewed by Clinician: Clinician Signature Date Time
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Medicare Annual Wellness Visit — Health Risk Form

This is a confidential record and will be kept in your patient record. Information collected here will not be released to anyone without your authorization.

Last Name First Name Middle Initial

Date of Birth / / EMPI # Today’s Date / /

Name and Relationship of Person Completing Form (if not the patient)

Please complete this form before seeing your doctor or healthcare team. Your responses will help you receive the
best health and health care possible.

1 | In the past two weeks, have you been feeling down, depressed, or hopeless? [INo  [Yes
2 | During the past two weeks, have you had little interest or pleasure in your usual activities? LINo  [lYes
3 | Are there hazards in your house that might hurt you? [INo  [Yes
4 | Have you fallen in the past year? [INo  [Yes
5 | Are you worried you might fall? [INo  [lYes
6 | Do you use a cane or walker? [INo  [Yes
7 | Do you need someone to help you get up in the morning? [INo  [Yes
8 | In the past four weeks, have you fallen or felt dizzy when standing up? [INo  [Yes
9 Because of any health problems,l do you qeed the help of ano’gher person with your CNo  [Yes

personal care needs such as eating, bathing, dressing, or getting around the house?
1] 000 e e cortny kg o eenter

During the past four weeks, have you had pain present? [INo [(1Yes
11 If yes, primary location of pain

Average pain score 0 -10, with 0 being none and 10 being worst pain in your life

12 gjsne);ogr?:;i:[so’ glradcrciajeo;; Lj)rf (\)Nv?rllk::r;%?distance without help (for example, can you travel alone on CYes  CINo
13 | Can you go shopping for groceries or clothes without someone’s help? [(I1Yes [INo
14 | Can you prepare your own meals? [(1Yes [INo
15 | Can you do your housework without help? [lYes [No
16 | Can you handle your own money without help? LJYes [INo
17 | Can you keep track of your own medications without help? [(I1Yes [INo
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18 How have things been going for you during the past four weeks?
[1Very well LIPretty well [L1Good and bad parts about equal [IPretty bad [IVery bad
19 During the past four weeks, how would you rate your health in general?
[IExcellent [ 1Very good [ 1Good LIFair [ 1Poor
20 During the past four weeks, was someone available to help you if you needed and wanted help?
[1Yes, as much as | wanted [1Yes, quite a bit [1Yes, some [1Yes, a little [INo, not at all
During the past four weeks, has your physical and emotional health limited your social activities with family, friends,
21 | neighbors, or groups?
[INot at all [1Slightly [IModerately [JQuite a bit [1Extremely
During the past four weeks, how often have you been bothered by any of the following problems?
Sexual problems [INever  [1Seldom [1Sometimes [JOften LJAlways
22 Trouble eating well [INever ~ [1Seldom [ISometimes [1Often L1Always
Teeth or denture problems [INever  [ISeldom [ ISometimes [1Often [JAlways
Problems using the telephone  [INever ~ [1Seldom [ISometimes [1Often [JAlways
23 How confident are you that you can control and manage most of your health problems?
[l do not have any health problems ~ [1Very confident =~ [JSomewhat confident [INot very confident
24 Are you having difficulties driving your car?
[INot applicable, | do not use a car [INo [1Sometimes [IYes, often
25 Do you fasten your seat belt when you are in a car?
[l always fasten my seat belt [l occasionally fasten my seat belt L1 never fasten my seat belt
Please list the names of your medical providers, medical equipment suppliers, etc.
26
Reviewed by Clinician: Clinician Signature Date Time
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