MEDICARE WELLNESS CHECKUP
Health Risk Assessment
Your Name:

4.

Today’s date:

___ Days

Your date of birth:

5.

Please complete this form
6.

If this is your first visit with this Doctor,
please bring the following:
99Your current medical and immunization
records
99Your family health history
99A list of current doctors and other health
service providers

2.

3.

7.

How intense was your typical physical activity
or exercise?

In the last 30 days, have you used any forms
of tobacco (cigarettes, cigar, pipe, chewing,
smokeless, snuff)
___ Yes

___ No

In the last two weeks, how often have you felt
down, depressed or hopeless?
___ Not at all
___ Several days
___ More than half the days
___ Nearly every day

8.

___ Light (such as stretching or slow walking)
___ Moderate (such as brisk walking)
___ Heavy (such as jogging or swimming)
___ Very heavy (such as fast running or stair
climbing)
___ I am not currently exercising

Thinking about your mental health, which
includes stress, anxiety, anger, and other
problems with emotions, how many days
during the last 30 days was your mental
health not good?
___ Days

On how many of the last 7 days did you
participate in at least 30 minutes of physical
activity and/or exercise?
___ Days

In the last 30 days, on the days when you
drank alcohol, how many times did you have
5 or more drinks on one occasion?
___ Number of times

Bring this form with you to your visit

1.

In the last 30 days, how many days did you
drink any alcohol?

In the last two weeks, how often have you felt
little interest or pleasure doing things?
___ Not at all
___ Several days
___ More than half the days
___ Nearly every day

9.

In the last 7 days, did you have difficulty
performing the following self-care activities?
Eating
Getting dressed
Grooming
Bathing
Walking
Using the toilet

___ Yes
___ Yes
___ Yes
___ Yes
___ Yes
___ Yes

___ No
___ No
___ No
___ No
___ No
___ No

10. In the last 7 days, did you have any difficulty
performing the following daily activities?
Shopping 		
Preparing food
Using the telephone
Housekeeping
Taking medications
Transportation
Handling personal finances

___ Yes
___ Yes
___ Yes
___ Yes
___ Yes
___ Yes
___ Yes

___ No
___ No
___ No
___ No
___ No
___ No
___ No

11. Thinking about your physical health, which
includes physical injury, illness, pain, and
your level of fatigue, how many days during
the last 30 days was your physical health not
good?
___ Days

16. How would you describe the condition of
your mouth and teeth, including false teeth or
dentures?
___ Excellent
___ Very good
___ Good
___ Fair
___ Poor

17. Do you always fasten your seat belt in the
car?
___ Yes

___ No

18. In the last 30 days, how many days have you
felt lonely or isolated from your family and
friends?
___ Days

12. In the last 7 days, how many days have you
followed a healthy eating plan.
___ Day

13. In the last 7 days, how many days did you eat
5 or more servings of fruits and vegetables?
___ days

14. In the last 7 days, how many days did you
eat high fat foods such as red meat or full-fat
dairy products?
___ Days

15. In the last 30 days, how many days have
you been bothered by sexual problems or
concerns?
___ Not at all
___ Several days
___ More than half the days
___ Nearly every day

19. Are there things in your home that make you
afraid you could fall (electrical cords stretched
across areas you walk, unsecured furniture,
floor rugs, multiple stairs, no support bars in
the bathroom)?
___ Yes

___ No

20. Would you say that in general your health is:
___ Excellent
___ Very good
___ Good
___ Fair
___ Poor

21. What is your race?
___ White
___ Black or African American
___ Asian
___ Native Hawaiian or Other Pacific Islander
___ American Indian or Alaskan Native
___ Hispanic or Latino origin or descent
___ Other

