Tuolumne Me-Wuk
Indian Health Center

Medicare Wellness Visit

OFFICE USE ONLY

Patient Name: DOB:

MRN:

You have an appointment with the following provider

on for a:

Welcome to Medicare (IPPE) Annual Wellness Visit:

Initial Subsequent

PLEASE BRING ALL MEDICATIONS. VITAMINS, AND SUPPLEMENTS TO YOUR APPOINTMENT

SECTION 1:

Primary Care Provider(s):

Clinic/Provider Name Location:
Specialist(s):

Clinic/Provider Name: Specialty:

Alternative Medicine Providers (i.e., Chiropractors, Acupuncturists, etc.):

Clinic/Provider Name: Specialty:

Preferred Pharmacy:

Pharmacy Name: Location:
Dentist:
Clinic/ Dentist Name: Location: Location:

Allergies to Medications or Food please indicate the type of reaction from each allergen




Tuolumne Me-Wuk
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PAST MEDICAL HISTORY

Medicare Wellness Visit

Do you currently have, previously had, or have you been diagnosed or treated for any of the following:

Diabetes

Arteriosclerosis

Deep Vein Thrombosis/Phlebitis
Peripheral Arterial Disease
Aneurysm

Heart Disease

Heart Attack

Angina

Congestive Heart Failure
Heart/Cardiac Conditions
High Blood Pressure

High Cholesterol

Asthma

Chronic Bronchitis
Emphysema

COPD

Cystic Fibrosis

Asbestosis

Silicosis

Mesothelioma

Any other Lung Condition/Disease

Cancer

Hepatitis

Cirrhosis of the Liver
Lupus
Alzheimer’s/Dementia

Tuberculosis

Yes

O
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No

O
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Yes
Arthritis/Joint Pain O
Rheumatoid Arthritis O

Any other Autoimmune Disorder O

O

Hemophilia

Anemia

Sickle Cell Disease

Any other Blood Disorder
Crohn’s Disease
Ulcerative Colitis

Other Gastrointestinal Disease
Meningitis

Multiple Sclerosis
Muscular Dystrophy
Epilepsy

Parkinson’s Disease
ALS/Lou Gehrig’s Disease
Stroke/CVA/TIA

Cerebral Palsy
Huntington’s Chorea
Heartburn/GERD/ulcer
Organ Transplant
HIV/AIDS

Sexually Transmitted Infection

O O0OOO0ODO0DO0ODO0OODO0OOOOoODOoODoODoOoDoOaooao o

Kidney/Renal Disease

Other:

0O OO0 ODODODODOODODDODoOoOoODoOoOoOOoOogQaOogaoao o gz
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Please list any surgeries you have had:

Medicare Wellness Visit

Surgery and Date List any Complications
FAMILY HISTORY
Deceased? List any illnesses or diseases
Age Deceased?
Father
Mother

Paternal Grandmother

Paternal Grandfather

Maternal
Grandmother

Maternal Grandfather

Sister(s)

Brother(s)

Daughter(s)

Son(s)
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Medicare Wellness Visit

Over the past 7 days:

7.
8.

9.

a. How many times have you eaten fast food or pizza?
b. How many servings of fruit/vegetables did you eat each day?
c. How many soda or sugar-sweetened drinks did you drink each day?
During the past 4 weeks, did you exercise for about 20 minutes, 3 or more days a week?
a. Yes, most of the time
b. Yes, some of the time
c. No, I usually do not exercise this much
d. No, I am not currently exercising
When you exercise, how intensely do you typically exercise?
a. Light (stretching/slow walking)
b. Moderate (brisk walking)
c. Heavy (jogging/swimming)
d. Very heavy (running/stair climbing)
Are you a smoker or tobacco user?
a. No-Never
b. No-Former
c. Yes, and I am interested in quitting
d. Yes, but I am not ready to quit

In the past 7 days how many days did you drink alcohol? days
On days you drank alcohol. How often did you have 4 or more drinks?
a. Never

b. Once during the week

c. 2-3 times during the week

d. More than 3 times during the week
Have you ever felt you should cut down on your drinking? []Yes [] No
Have people annoyed you by criticizing your drinking? [] Yes [] No
Have you ever felt guilty about your drinking? [] Yes [ No

10. Have you ever had a drink first thing in the morning (eye opener)? [ Yes [] No

How often in the last 4 weeks have you experienced the following:

HEARING LOSS SCREENING Never Seldom Sometimes | Often

Always

Straining to understand conversation

Trouble hearing in a noisy background

Misunderstanding what others are saying
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Over the past 2 weeks, how often have you been bothered by any of the Notat | Several More Nearly
following problems? all days than every
half of day
the days
Little interest or pleasure in doing things 0 1 2 3
Feeling down, depressed, or hopeless 0 1 2 3
Trouble falling or staying asleep, or sleeping too much 0 1 2 3
Feeling tired or having little energy 0 1 2 3
Poor appetite or overeating 0 1 2 3
Feeling bad about yourself — or that you are a failure or have let yourself 0 1 2 3
or your family down
Trouble concentrating on things, such as reading the newspaper or 0 1 2 3
watching television
Moving or speaking so slowly that other people could notice? Or the 0 1 2 3
opposite — being so fidgety or restless that you have been moving around a
lot more than usual
Thoughts that you would be better off dead or hurting yourself in some 0 1 2 3
way
11. Have you fallen two or more times in the past year? [ Yes [ No
12. Are you afraid of falling? |:| Yes |:| No
13. HOME SAFETY CHECKLIST
a. Are your entrance ways well-lit? |:| Yes |:| No
b. Are sidewalks/entrance ways maintained? |:| Yes |:| No
c. Isa carbon monoxide detector installed? |:| Yes |:| No
d. Are all medicines kept in original containers with original labels intact? []Yes [] No
e. Do you throw out all unidentified or out-of-date medications? |:| Yes |:| No
14. How much trouble do you have with the following:
Never Seldom | Sometimes | Often Always

Stooping, crouching, kneeling

Lifting, carrying more than 10 pounds

Reaching or extending arms above shoulder level

Walking 5 blocks

Heavy housework

15. 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? [] Yes [] No

5
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16. Because of any health problems, do you need the help of another person with shopping, preparation of meals, or
housework? |:|Yes |:| No

17. Can you handle your own money without help? [] Yes [] No

18. Do you fasten your seatbelt in the car? |:| Yes |:| No

19. Do you drive after drinking? [] Yes [ No

20. Do you have someone who is available to help you if you needed or wanted help?
a. Yes, as much as I want/need
b. Yes, some
c. No, not at all

ADVANCE DIRECTIVE

1. Do you have a healthcare power of attorney? [] Yes [] No
2. Do you have a living will or advance directive? [] Yes [] No

If you, please bring a copy to your appointment
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Patient Name: Date:

Keep track of the preventive services you need by using the chart below. You can also visit MyMedicare.gov to track your
preventive service, get a 2-year calendar of the Medicare-covered tests and screenings you’re eligible for, and print a
personalized “on-the-go” report to take to your next doctor’s appointment.

Page | Medicare covered preventive I need Page | Medicare covered preventive I need
services (yes/no) services (yes/no)
9 Abdominal aortic aneurysm 16 | Diabetes self-management
screening training
9 Alcohol misuse screening and 17 | Glaucoma tests
counseling
10 Bone mass measurement 17 | Hepeatitis C screening test
11 Breast cancer screening 18 | HIV screening
(mammogram)
12 Cardiovascular disease (behavioral 19 | Lung Cancer screening
therapy)
12 Cardiovascular disease screenings 19 | Medical nutrition therapy
services
13 Cervical and vaginal cancer 20 | Obesity screening and counseling
screening
13 Colorectal cancer screenings 21 | Prostate cancer screening
14 Fecal occult blood test 22 | Flu shots
14 | Flexible sigmoidoscopy 22 | Pneumococcal shot
14 Colonoscopy 23 | Hepatitis B shot
14 Barium enema 24 | Sexually transmitted infections
screening and counseling
14 | Multi-target stool DNA test 24 | Tobacco use cessation counseling
15 Depression screening 25 | “Welcome to Medicare”
preventive visit (one-time)
15 Diabetes screening 26 | Yearly “Wellness” visit




