MEDICARE WELLNESS CHECKUP

Please complete this checklist before seeing your
dactor or nurse. Your responses will help you
receive the best health and health care possible.

1. What is your age?

[J65-69. O 70-79. []80 erolder

2. Are you a male or a female?

OMale. [ Female.

3. During the past four weeks, how much have you
been bothered by emotional problems such as feeling
anxious, depressed, irritable, sad, or downhearted and
blue? )

O Not at ail.
(Jslightly.

O Moderately.
U Quite a bit.
0O Extremely.

4, During the past four weeks, has your physical and
emotional-health limited your social activities with family
friends, neighbors, or groups?

O Not at all. -

L1 stightly.

1 Moderately.

{JQuite a bit.

(] Extremeiy.

5. During the past four weeks, how much bodily pain
have you generaily had?

O No pain.

O Very mild pain.

LI Mild pain.

0O Moderate pain.

(J Severe pain.

6. During the past four weeks, was someone available
to help you if you needed and wanted help?

(Far example, if you felt very nervous, lonely, or blue;
got sick and had to stay in bed; needed someone to talk
to; needed help with daily chores; or needed help just
taking care of yourself)

(Yes, as much as | wanted.
[ Yes, quite a bit.

Yes, some.

[ Yes, alittle.

ONe, net at all.

Your name:

Today's date:

Your date of birth:

7. During the past four weeks, what was the hardest
physical activity you could do for at least two minutes?
U Very heavy.
B Heavy.
U Moderate,
O Light.
{IVery light.
8. Can you get to places out of walking distance without

help? (For example, can you travel alone on buses or
taxis, of drive your own car?)

OYes. UONe.

9. Can you go shopping for groceries or clothes without
someana’s help?

OYes. ONo.

10. Can you prepare your own meals?
(OYes. ONo.

11. Can you do your housework without help?
OYes. [No.

12. Because of any health problems, do you need
the help of another person with your personal care -
needs such as eating, bathing, dressing, or getting
around the house?

CYes. [ONo.
13. Can you handle your own money without help?

{1Yes. [ONo.

14. During the past four weeks, how would you rate
your health in general?

O Excellent.

O Very good.

O Goeod.

(1 Fair.

() Poer.
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15. How have things been geing for you during the past
four weeks?

O Very well; could hardly be better.

U Pretty well. -

0 Good and bad parts about equal.
U Pretty bad.

OVery bad; could hardly be worse.

14. Are you having difficulties driving your car?

[JYes, often.

{1 Sometimes.

(I No.

O Not applicable, | do not use a car.

17. Do you always fasten your seat belt when you are
ina car?

Yes, usually.
Yes, sometimes.

ONa.

18. How often during the past four weeks have you
been bothared by any of the following problems?

Falling or dizzy when standing up.

Sexual problems.

Trouble eating well.

Teeth or denture problems.

Problems using the telephone.

DO O[O0 0| 0| Never
OO0 0O|@{0)]| seldom
O|O|O10|0|0O! sometimes
OO 0|00 0] often
OO|0|0|013a]| Always

Tiredness or fatigue.

19. Have you fallen two or more times in the past year?
OYes. ([No,

20. Are you afraid of {alling?
{1Yes. [dNo.

21.Are you a smoker?
LINo.
OYes, and 1 might quit.
[JYes, but ¥m not ready to quit.

22. During the past four weeks, how many drinks of
wine, beer, or other alcoholic beverages did you have?
* (010 or more drinks per week.
3 6-9 crinks per week.
O 2-5 drinks per week.
(0 One drink or less per week.
O No aleohol at all.

23. Da you exercise for about 20 minutes three or more
days a week?
[ Yes, most of the time.

[ Yes, some of the time.
{3 No, Fusually do not exercise this much,

24, Have you been given any information to help you
with the follewing:

Hazards in your house that might hurt you?

OYas. [No.
Keeping track of your medications?
(yes. OiNo.

25. How often do you have trouble taking medicines the
way you have been told to take them?

Ot do not have to take medicine.

{11 always take them as prescribed.

(O Sometimes [ take them as prescribed.
{11 seldom take them as prescribed.

26. How confident are you that you can control and
manage most of your health problems?

(O Very confident.
[ Somewhat confident.

(O Naot very confident.
31 do not have any health problems.

27. What is your race? (Check all that apply.)

Owhite,

O Black or African American.

3 Asian.

[ Native Hawaiian or other Pacific Islander.
[ American Indian or Alaskan Native.

[J Hispanic or Latino origin or descent.

(O Other.

Thank you very much for completing your Medicare
Weliness Checkup. Please give the completed checkup
to your doctor ar nurse.

Tha contents of this Medicare Weliness Checkup are derived from hiitp/fwww. HowsYourHealth.org; Copyright
© 20712 the Trustees of Dartmouth College and FNX Corporation. Reprinted with permission. Physicians may
duplicate far uss in their owa practices; all other rights reserved. httpdivw vy, aafp.orgffpm/2012/0300/p 1t hml.




MEDICARE PREVENTIVE PHYSICAL EXAM Today's Date

(] Initiat Preventive Physical Exam | O Initial annual . | OF Subsequent annual -~ - - -, [0 Other -
7 (Welconie to Medicare Physical) | wellnessvisit "= | ."wellnessvisit. =~ -7 "+ it

- | Medical recard # .

- Patient name | Date of birth™ ... -

'St'_aff'conduc‘_cingxinitigl intake iDL h 'Date'_ of fast exam’ ) © L b S0 7| Medicare B eligibility date - |

.Language or other communication barriers: {describe) . © = 71 Tl | Sex e | LMP

Intérpreter or other accommodatiof provided today: (desciibej B no vl | Gravidal ¢ | Year of
A D A S R ot | para’ . - | menopause

-Home envirsninen

Self - Father Mother | Sisters Brothers Aunts Uncles | Daughters

‘Deceased s o ) o L

Hypértens'zon .

Heart disease
Stroke : . - . Lo S

Kidney disease } ; .
Obesity : N o ;o ’ 147

Genetic disordar

Alcoholism

Liver diseasa

Depression or manic
depressive disorder

Colon or rectal cancer

Breast cancer

Other cancer B . : . : e
Other:




Patient Name

Today's Date

Herkals, sgpgle;n_epts, o)

stbstancés of abuse ;-

it [ e




Patient Name Today’s Date

) Type of care | Date discontinued

"Namé & specialty/provider type

—-} Physician/other provider sign here to indicate review/natation of pertinent history:

ver the past two weeksl has the patlent felt down, depressed or E\opeles

'Al%yes® responseito any of the above glestions regarding :déprfe"ssfon‘erfuf\i:iian'/séfery should triggér further evaluation- © .-

Mood/affect

Appearance

Family member/caregiver input




Patient Name

Today's Date

Varicella vaccine. -

| Aspirin therapy .

"Zoster vacdine {once)

.| Calciim supplernent

Tdap vaccine 40 years)

Social services 7

Td vaccine (10 years)’

. MMR vaccine- .-

Die’cafy counseling i

: Meningococcal vaccine

| Hep A vaccine * -

continued P~




Patient Name

Today's Date -

l Create two copies of this page: One for your charts and one to give to your patient.

COUNSELING AND REFERRAL OF OTHER PREVENTIVE SERVICES

~ (Mtalic type indicates deductible and co-insurance are waived.)

SERVICE

LIMITATIONS

RECOMMENDATION

SCHEDULED

Vaccines
* Pneurnococeal (once after 45)
* Influenza {annually)

* Hepatitis B {if medium/high risk)

Medium/high risk factors:

End-stage renal dissase

Hemophiliacs who received Factor VIl or
IX concentrates

Clients of institutions for the mentally
retarded

Persons who live in the same house as a
HepB virus carrier

Homosexual men
(llicit injectable drug abusers

Mammagram (biennial age 50-74)

Annually (age 40 or over)

Pap and pelvic exams (up to age 70
and after 70 if unknown history or
abnormal study last 10 years)'

Every 24 months except high risk

Prostate cancer screening
{annually to age 75)

Digital rectal exam {(DRE)
Prostate specific antigen (PSA)

Annually (age 50 or aver), DRE not paid
separately when covered E/M service is
provided on same date

Colorectal cancer screening

{to age 75)

* Fecal occult blocd test fannual}
* Flexible sigmoidoscopy (Sy)

* Screening colonoscopy (10v)

* Barium enema

Diabetes self-management training
{no USPSTF recommeandation)

Requires referral by treating physician for
patient with diabetes or renal disease.

10 hours of initial DSMT sessions of no
less than 30 minutes each in a continuous
12-month period. 2 hours of follow-up
DSMT in subsequent years,

Bone mass measuremants
(age 65 & older, biennial)

Requires diagnosis related to osteoporo-
sis or estrogen deficiency. Biennial benefit
unless patient has history of long-term
glucocorticoid tx or baseline is needed
because initial test was by other method.

Glaucoma sereening (no USPSTF rec-
ommendation)

Diabetes mellitus, family history
African American, age 50 or over

Hispanic American, age 65 or over

Medical nutrition therapy for diabetes
or renal disease {(no recommended
schedule)

Requires referral by treating physician for
patient with diabetes or renal disease. Can
be provided in same year as diabetes self-
management training (OSMT}, and CMS
reconmends medical nutrition therapy
take piace after DSMT. Up to 3 hours for
inittal year and 2 hours in subsequent years.




Patient Name

Today's Date

SERVICE

LIMITATIONS

RECONMMENDATION

SCHEDULED

Cardiovascular sareening blood tests
{every 5 years)

* Total chotesterol

* High-density lipoproteins

* Triglycerides

Order as a pane if possible.

Diabetes screening tests

(at least every 3 years, Medicare
covers annually or at 6-month inter-
vals for prediabetic patients)

+ Fasting blood sugar {FBS) or glu-
cose tolerance test (GTT)

Patient must be diagnosed with one of

the following:

*+ Hypertension

* Dyslipidemia

+ Obesity (BMI 330 kg/m2}

* Previous elevated impaired FBS or GTT
.. ar any two of the following:

* Overweight (8M( 325 but <30)

» Family history of diabates

» Age 45 years or older

* History of gestational diabetes or birth
of baby weighing more than 9 pounds

Abdominal aortic aneurysm
screening {once)

* Sonogram

Patient must be referred through IPPE and
not have had a screening for abdominal
aortic aneurysm before under Medicare.

| Limited to patients who meet one of the

fellowing criteria:

+ Men who are 65-75 years old and have
smoked more than 100 cigarettes in
their lifetime

* Anyone with a family history of
abdominal aortic aneurysm

* Anyone recommended for screening
by the USPSTF

HIV screening (annually for increased
risk patients}
o HIV-1 and HIV-2 by ElA, ELISA,
rapid antibody test or oral
mucosa transudate

Patient must be at increased risk for HIV
infection per USPSTF guidelines or preg-
nant. Tests covered annually for patients
at increased risk. Pregnant patients may
receive up fo 3 tests during pregnancy.

Smoking cessation counseling
{up to 8 sessions per year)

« Caunseling greater than 3 and
up to 10 minutes

» Counseling greater than 10 minutes

Patients must be asymptomatic aof
tobacco-related conditions to receive as’
a preventive service,

Subsequent annual wellness visit

At least 12 months since [ast AWV

Date:

Physician’s signature:

1. Recommendation of Amenican Cancer Sodety; see hipd/www.uspreventiveservicestaskforce.org/3rduspsti/ cervez n/cerveanhim# inical for more information.

Developad by Cindy Hughes, CFC. Capyright © 2011 AAFF. Physicians may photocopy or zdapt foruse i their owm
practices; all other rights reserved. hitp:/fvsw.aaip.org/fpm/20110100p 22 html.




