WARREN CLINIC
ANNUAL WELLNESS VISIT QUESTIONNAIRE

O Initial Preventive Physical Exam O Initial annual O Subsequent annual Date of Wellness Visit Time of Wellness Visit
(Welcome to Medicare Physical) wellness visit wellness visit
Patient Name Date of Birth Age

This is a paper work visit and NOT a Physical Exam
The Wellness Exam is meant to identify your health risks and help you form a plan to reduce them.
PLEASE COMPLETE THIS ENTIRE PACKET
and
BRING IT AND A LIST OF ALL YOUR MEDICATIONS WITH YOU TO YOUR WELLNESS VISIT

This service is covered 100% by Medicare and will not get applied to your deductible.
However, some testing programs and lab services may be subject to Medicare co-pays and deductibles.

SPECIALISTS, CAREGIVERS, & HEALTH CARE SERVICES

(Examples: eye doctors, cardiologists, home health nursing, assistive devices (canes, walkers, wheelchairs), oxygen, CPAP, ostomy supplies)

Specialty Physician Phone Number Service Company Phone Number Caregiver Name Phone Number
(i.e. cardiologist, eye doctor) (i.e. oxygen, CPAP) (i.e. Home Health)

DEPRESSION SCREENING

How have you felt over the past week--

--Are you basically satisfied With YOUT [IfE7........ccvo i [ ]Yes[INo
--Have you dropped many of your activities and iNTEreSIS?.........cccveieiiiii e ] Yes[_]No
--Do you feel that Your [ife IS BMPLY?2........cccviiiieiicee e ] Yes [1No
=-D0 YOU OFtEN GEE DOTEA?. ...ttt s e e e e e serens ] Yes [INo
--Are you in good SPIrits MOSE OF TIME?.........ciiiiiii it 1 Yes [1No
--Are you afraid that something bad is going to happen t0 YOU?.........cccviveiiii i [IYes [JNo
--Do you feel happy mMOst OF the tIME?.......c..oii e et nas [1Yes [LINo
=D YOU OFtEN TEEI NBIPIESS? ...t sttt et st e et e e sb e besteereesbesbeeaaesbeeneeneesreas 1 Yes [INo
--Do you prefer to stay at home, rather than going out and doing NeW thingS?.........ccceoiiiiieieniininie e [JYes [LINo
--Do you feel you have more problems with memory than MOSt?...........cooeeiiiii e [1Yes [INo
--Do you think it is wonderful to be alive NOW?......... ...ttt 1 Yes [1No
--Do you feel worthless with the Way YOU 8re NOW?..........ciiiiiiiiiieeesese e [1Yes [INo
=-D0 YOU TEEI FUIT OF BNEIGY?... ettt bbbttt ettt ettt e e e [1Yes [INo
--Do you feel that your SItUAtION 1S NOPEIESS?......ccue it re s [ 1Yes [INo
--Do you think that most people are better off than YOU are?..........cccociviviiiiie e ] Yes [INo
HOME SAFETY SCREENING
Do you have throwrugs on hardwood floors in YOUr NOUSE?..........ccoieiiiiiiie e [ Yes [INo
D0 you have pets that StAY INAOOIS?...........c..cuiiiiciiieieciece ettt [1yes [LINo
Does your house have smoke alarms and carbon monoxide detectors in good working order?...........c.cccccvervenes [1Yes [INo
Does your bathtub contain a safety measure such as a rubber mat or StrpPS?.........ccoocvvveierie i sieeiere e, ] Yes [LINo
Is the area in front of your bathtub carpeted or protected by a bathmat with rubber backing?............c..cccoeenenen. [JYes [INo
Do you have Night [IghtS IN YOUE NOUSE?........ccuiiieiiiieiisiste sttt e sa e be st e e stesbeenaeseenre s ClYes [INo
Do you have loose or frayed cords or overloaded electrical sockets in your hOUSE?..........ccccceveeveieveiececsicei, [JYes [CINo
Do you unplug household appliances When NOL IN USE?.........cueiiiiiiiieiee s see e sene st e e s snees [1Yes [I1No
Do you keep medicines in a safe place and have their directions clearly labeled?..........ccccocoveiiiiiiniciicni e [ IYes [INo
Do you keep knives and other sharp objects put away in a safe place?...........ccooviiiiiiiiicinncc e [lYes [INo
Do you keep poisons, chemical or other toxic substances put away in a safe place?..........c.ccooveriennncciennnne ClYyes [INo

Do you have furniture (i.e. coffee table) with sharp corners, or a rickety chair, that could cause injury?............ [1Yes [INo




FUNCTIONAL ACTIVITIES SCREENING

Can you get 0ut OF DEA DY YOUISEIT?.......oiiiiieiee ettt []Yes []No
Can you dress Yourself WIthOUL NEIP?.... .o, [ Yes [1No
Can You Prepare YOUF OWN MEAIS?.........ciiiiii ettt ettt e te et et e s testeesaesbesbeeseesbestessseseesteataeneentesreeneas ] Yes [LINo
DO YOU dO YOUT OWN SNOPPING?......veueiitiieteieteiete et ettt ettt a st e st tesaebe b ebe e et e s et ess st essebess et esssbesessetestesesere s [ 1Yes [INo
Do you write checks and pay YOUr OWN DIlIS?...........covoviviiiiieicieeceeee ettt be e [1Yes [ INo
Do you drive or have other means of transportation for traveling outside your neighborhood?............c..cc.cc...... []Yes[INo
Are you able to keep track of appointments and family 0CCASIONS?..........ccvivvrieieiieeieie e []Yes[1No
Are you able to take medicine according to directions, doSiNg, BIC.7........ccuoirriiririreneee e ] Yes[]No
Are you able to Keep traCk Of CUIMTENT BVENTS?.........cvciirieieiiieeeeeee e ] Yes[INo
Are you still able to play games of skill that you enjoy or work on a favorite hobby?............cccccoveiiiiicvcnnnnn, 1 Yes[LINo

FALL RISK SCREENING

DO YOU NOtICE NUMDNESS IN YOUE FEE?......uiiiiiriieieieieie e n e nens ] Yes[INo
Do your steps feel “heavy” WHen YOU WalK?.......ccccoiiiiiiiiiieee ettt ettt es []Yes [INo
Do you ever feel light-headed upon rising from a seated POSItION?...........ccovriiiiiiiireee e ] Yes[C1No
When walking, can you start and stop without difficulty?.................o i, 1 Yes [1No
Do you have trouble getting OUt OF @ CRAII?..........ccccvcieiciciccceeee s ] Yes[INo
Do you have any kind of difficulty wWhen Walking?...........cccooiiii i ] Yes [L1No
Do you ever lose your balance with movements such as bending over, turning around, etC.2.......c..cccoovevveveiennnns 1 Yes[LINo
Have you ever fallen iN the PaSt?..........oo e e be e e e eeeeeeeesneeanre s ] Yes CINo

HEARING LOSS SCREENING

Do you have a problem hearing over the telepNONE?..........cv i [ Yes [1No
Do you have trouble following the conversation when two or more people talk at the same time?...........c.cc....... [1Yes [L1No
Do people complain that you turn the TV or radio volume up t00 high?........cccccvvviieii i ] Yes [INo
Do you have to strain to Understand CONVEISALIONS?............c.cceviuivrieiueiieeiiseieseies st ] Yes C1No
Do you have trouble hearing in a noisy background (i.e. party, movie theater)?..........cccovvveviiiiiievc e [ Yes LI No
Do you find yourself asking people to repeat themMSEIVES?.........ccciv e [ Yes [LINo
Do many people you talk to seem to mumble or not speak Clearly?.........cocoveiieiii i ] Yes[CINo
Do you misunderstand what others are saying and respond inappropriately?..........cccccooo i, []Yes[INo
Do you have trouble understanding the speech of women and children?...........cccoiiiniiciniisee [1Yes[INo
Do people get annoyed because you misunderstand What they SAY?.........cccvvveieiiiiiieie e [ 1Yes[INo

URINARY INCONTENENCE SCREENING

DO YOU LEAK URINE (EVEN SMALL DROPS)

—-WHEN YOU COUGN OF SNEEZE?. ..ottt sttt ettt s st [1yes [INo
--When you bend dOWN OF TIFE2........coiir et sreees [lYes [INo
--when you Walk qUICKIY, JOg, OF EXEICISE?......ciii ettt sttt st s be e e e srenas ] Yes [1No
--while you are undressing t0 USE the TOTEL?............c.oviuivrieeeeeeeeeeese ettt en st [1Yes [1No
Do you get such a strong urge to urinate that you leak urine before you reach the toilet?............cccccevvrnne. [1ves [1No
Do you have to rush to the bathroom because you get a sudden, strong need to urinate?........................ [dyes [LINo

HAS LEAKAGE AFFECTED YOUR ABILITY TO:

=-00 NOUSENOIA CROTES?........eiiiieiiiee bbbttt et [1Yes [ INo
--participate in physical recreation (i.e. walking, SWimming, eXercise)?.......cccccovvvvvieeieiiesesieereesesennnnn, ] Yes [LINo
--participate in entertainment activities (i.6. MOVIES, CONCEIS)?.....ccviiiiiiiiiiiieirece e [1Yes [INo
--travel by car more than 30 mMinutes from KOME?...........cvviiiiiececeeeeeee e [ ]Yes[_INo
--participate in social activities OULSIAE YOUI NOUSE?..........ccoviiiirieieiiisieeee e ] Yes L1No

Does leakage have you feeling frustrated, Nervous, or depreSSed?...........coeeveeeveeeeerereerereeseeeeeseseesesseesnen. ] Yes[C1No




OSTEOPOROSIS RISK SCREENING

Do you have documented OSTEOPOROSIS or OSTEOPENIA?........coiiiiiriieeee s [ 1Yes [INo
Are YoU 0lder than 65 YEAIS O A0E?.........cccuuiviiireiiieiiseisites ettt [1Yes [INo
Have you ever had @ BONe DENSITOMEIIY?.......cc.oiiiiiiieieei ettt ettt 1 Yes [ 1No
Do you take or have you ever been on cortisone, prednisone, or other steroids for greater than
3 MONLNS AUMING YOUE TR ...ttt st ae et e beste e e e seennas [ 1Yes [INo
Are you thin, small boned, or weigh 1ess than 127 POUNCS?..........ccciiiiiieiiiie i ] Yes []No
Do you drink alcohol DEVErAgES OF SMOKE?.........cviiiuiiiiieieieeete ettt sttt sttt se et e sbe st et eseebesbestesaeseenas [1Yes [ INo
Does anyone in your immediate family have 0StEOPOI0SIS?.......civeiieiieiiesiee st reesre e sre e [1Yes[INo
Do you live an inactive lifestyle (IaCK OF EXEICISE)?........ciieiiiiiieeee e ] Yes [INo
MEDICATIONS—Are you currently of have you ever taken...
[1Blood thinners (i.e. Coumadin) ] Cancer (i.e. Chemo, Radiation) (] Seizure (i.e. Dilantin)
[ Rheumatism (i.e. Methotrexate) 1 water Pill (i.e. Furosemide)

[1Thyroid (i.e. Synthroid, Levothyroid)  [_] Osteoporosis (i.e. Actonel, Boniva, Fosamax, Prolia, Reclast)

DISORDERS—Do you currently or have you ever had...

[_1Alcoholism [ 1Kidney Stones ] Cancer
[C]Malabsorption [] Eating Disorder ] Rheumatism
[1Hyperparathyroidism ] Thyroid Disease
BONE/VERTEBRAL ABNORMALITIES
Do you have a backache, humped back (kyphosis), or back curvature (scoliosis)?................... []Yes [INo
DO you have an abnormal POSIUIE?...............ccevueureeeeeeeeeeseess e sesseeseessessessessessesseneas [1Yes [INo
Have you lost over 1 inch in height SINCE age 25?.......ccviviiiiiieiceie s [1Yes [INo
Have you had a compression fracture of the back?...........cccceveiiiicicic [J Yes LINo
Have you had hip replacement SUFJEIY?........coiii et sreenes []Yes [INo
Have you broken any bones without much effort or trauma?..........ccccoceviveviveiiiecc e [ Yes [INo
*WOMEN ONLY**
Have you stopped having periods (post Menopausal)?.........ccccvveveiiiiiie s [ Yes [CINo
If “Yes” to above question, please answer below
Did your periods stop Defore age 457.......oii i []Yes [INo
Did you have your OVaries rFeMOVEU?..........cccveiiiiiieiecite ettt te e sre e ens [lyes [CINo
Are you experiencing hot flashes, sleeplessness, headaches, lack of concentration,
vaginal dryness, or decreased lDId0?...........ccccvcveveiieeriieeececeee e [1Yes[INo
ATE YOU ON ESIIOGEN?......ovcviivieevieeiee ettt ettt [ Yes [INo

PROSTATE DISORDER RISK SCREENING **(MEN ONLY)**

Not Lessthan Lessthan About Morethan Almost
AtAIl  1-5times  Ytime atime  Ytime  Always
Over the past month...

Vot bladder completely afer you fnisned ... 1 (1 (1 O O [
hors afer you firished uinating? . e 1 1 0 O O [
times winen you winatedre e 1 O O O O O
O O O O o o O
IO 0 O O O O O
---how often have you had a weak urinary stream?.................... I:I I:I I:I I:I I:I I:I

Over the past month, typically, how many times did you
get up to urinate during the night?.........ccccoevininncinene, [INone []1 time []2 times []3 times []4 times[_]5+ times




