
 

CURRENT MEDICATIONS / STRENGTH / DOSAGE 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

 

CURRENT PHYSICIAN SPECIALIST: 
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****THE ABOVE INFORMATION IS REQUIRED PER MEDICARE GUIDELINES 

 

 

 

 



Name: ________________________________________  DOB: __________________________  

PCP: __________________________________   Date: ___________________________ 

Please Complete the following: 

Do you use hearing aids? YES            NO 
Do you struggle to hear/understand conversations? YES            NO 
Do you use a cane, walker, or wheelchair? YES            NO 
Have you fallen within the past 12 months? 
If yes, how many times? 

YES            NO 
________ 

Do you have a diagnosis of diabetes? YES            NO 
 

Can you perform the following activities with or without assistance? 

Getting in/out of bed/chair WITH      WITHOUT              
Eating WITH      WITHOUT 
Dressing yourself WITH      WITHOUT 
Walking WITH      WITHOUT 
Toileting WITH      WITHOUT 
Housework WITH      WITHOUT 
Shopping WITH      WITHOUT 
Using the telephone WITH      WITHOUT 

Have you had a colonoscopy?  YES / NO Year: ____________ Doctor:  ___________________ 

Have you had an annual mammogram?  YES / NO  Year: __________________ 

Smoker:  YES / NO     If yes, how many a day?   _________________________ 

Do you take cholesterol medication?  YES / NO 

Do you have high blood pressure?  YES / NO 

Have you had a surgery this year?  YES / NO      If so, surgery and date:  __________________________ 

 

Patient Signature: ________________________________________ Date: _____________________ 

 

FOR OFFICE USE ONLY 

Medication Reconciled: __________    Tobacco Hx Verified: __________ 

Surgical Hx Verified: ___________    Family Hx Verified: ___________ 

Physician Care Team Verified: ____________   Entered in GW: ______________ 
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