AtriumHealth

Annual Wellness Visit Pre-Visit Patient Information

Clinical teammate must manually enter the information or scan the form into Canopy

Patient Name: MRN:

Health Risk Assessment
Can you afford your medications?

Do you have difficulty refilling your medications?

Do you have trouble consistently taking or remembering to take all of your
medications as prescribed?

Do you use opioid medication? Specify type:

Do you have any hearing difficulty or require hearing aids?

Can you go shopping for groceries or clothes without help?

Can you prepare your own meals?

Can you manage your own money without help?

How would you rate your general health?

Is someone available to help you if you needed and wanted help?

Has your physical and emotional health limited your social activities with
family, friends neighbors or groups?

How often have you had trouble eating well?
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DOB:

[]NO []YES
[JNO []YES
[JNO []YES
[JNO []YES
[]NO []YES
[JNO []YES
[JNO []YES
[JNO []YES

[ ] Excellent [ ]Fair
[ ] Very Good [ ] Poor
[ ] Good

[] Yes, as much as | need
[ ] Yes, quite a bit

[] Yes, some

[] Yes, alittle

[ ] No not at all

[ INotatall [ ]Quite a bit

[ ]Slightly  []Extremely
[_] Moderately

[ ] Never [ ] Often

[ ]Seldom [ ]Always

[ ] Sometimes



Patient Name: MRN:

How often have you had teeth or denture problems?

How often have you had problems using the telephone?

How often have you been bothered by sexual problems?

Are you having difficulties driving your vehicle?

Do you always wear your seat belt when you are in a vehicle?

[ ] Never
[ ] Seldom

[ ] Sometimes

[ ] Never
[ ] Seldom

[ ] Sometimes

[ ] Never
[ ] Seldom

[ ] Sometimes

DOB:

[] I no longer drive

[ ] Often
[ ] Always

[ ] Often
[ ] Always

[]Often
[ ] Always

[ ] I don’t have any driving issues

[ ] Sometimes | have driving issues

[ ] Yes, | often have driving issues

[ ] always fasten my seat belt

[ ]! occasionally fasten my seat belt

[]1 never fasten my seat belt

Functional Assessment
Please check any of the following activities if you require assistance.

Activity Requires
assistance
Bathing
Dressing
Toileting

Transferring bed or chair
Continence
Feeding

Mobility (walking, stairs, etc.)

Revised: 2.14.20

Comment



Patient Name: MRN: DOB:

Home Safety Screening

Are emergency numbers kept by the phone and regularly updated? [ ]Yes
Are firearms stored unloaded and securely locked? [ Yes
Do all stairways have a railing or banister? [ Yes
Are all household members aware of the dangers of smoking, espe- []Yes

cially in bed?

Are working smoke alarms, carbon monoxide detectors and fire ex- []Yes
tinguishers available for use?

Do all household members know how to use smoke alarms, carbon []Yes
monoxide detectors and fire extinguishers?

Have throw rugs been removed or fastened down? [ ves
Are non-slip mats in all bathtubs and showers? [ ves
Do bathtubs and showers have at least one grab bar? []Yes
Are doorways, halls, and stairs free of clutter? []Yes
Are sidewalks and all outdoor steps clear of tools, toys and other arti- []ves
cles?

Are all electrical cords in working order, easily seen and not running [ ]Yes

under rugs/carpets or wrapped around nails?

Family History

Please add any new Family History information below.

Family Member Disease/Condition

Patient Communications

[ ]No
|:]No

|:]No

|:]No

|:]No

|:|No

[ ]No
[INo
[ ]No
[INo
[ ]No

|:|No

Please list all of your medical providers and suppliers involved in your care.

Providers of Record Practice/Specialty
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[ INA
[ ]N/A

[ ]N/A

[ ]N/A

[ ]N/A

[ IN/A

[ INA
[ ]N/A
[ INA

[ ]N/A
[ INA

[ IN/A



