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Health Assessment

[image: image1.png]% SeniorCare
Geriatric Healthcare Services




Today’s Date: ______________

Name: _________________________________________ DOB: ________________

Reason for visit:  
__ new primary care

 
__ consultation (referred by________________________)

Medical History

Please list any major ILLNESSES AND CHRONIC DISEASES:

	Illness
	Year
	Physician

	
	
	

	
	
	

	
	
	


OTHER MEDICAL PROBLEMS

	__Heart__MI__AFIB__CHF

__Pacemaker     

__Incontinence

__Asthma, Bronchitis,COPD

__OTHER____________
	__Diabetes


__Cancer(type)________    

__Stroke

__Glaucoma

__OTHER____________
	__Memory Loss


__High Blood Pressure     

__Arthritis

__Thyroid

__OTHER_____________


SURGERIES

	__None


__Cataracts     

__Heart

__Prostate

__Gall Bladder 
	Yr ______

Yr ______

Yr ______

Yr ______

Yr ______
	__Kidney     

__Hernia    

__Breast     

__Knee Repl  

__Hip Repl
	Yr ______

Yr ______

Yr ______

Yr ______

Yr ______
	__Stomach  

__Back  

__Hysterectomy

⁯ __________

⁯ __________
	Yr ____

Yr ____

Yr ____

Yr ____

Yr ____


HOSPITALIZATIONS (most recent)

	Name of Hospital
	Reason for admission
	date

	
	
	

	
	
	

	
	
	

	
	
	


PREVIOUS HEALTH CARE PROVIDERS

Please list the health care providers you have seen WITHIN THE LAST YEAR:

	Name of Provider
	Specialty
	Last Visit

	
	
	

	
	
	

	
	
	

	
	
	


HABITS

	Have you ever smoked?
	Do you drink Alcohol?

	⁯ No     ⁯ Yes    ______ packs per day 


	⁯ No      ⁯ Yes    _____ drinks/week

	Do you exercise?
	Do you follow a diet?

	⁯ No     ⁯ Yes    ______ times per week 


	⁯ No      ⁯ Yes    _____________ 


IMMUNIZATIONS

⁯ Influenza (flu)  
Year _______  

⁯ Pneumonia  
Year _______

⁯ Tetanus  

Year _______  

⁯ Shingles
     
Year _______

WELLNESS EXAMINATIONS

Which have you had in the LAST 2 YEARS?

	__Annual Physical


__Eyes     

__PSA blood test 

__Prostate exam 
	__Colonoscopy

__Hearing

__Stool blood test

__Dental
	__Pap test (women)

__Bone Density 

__Mammogram 




FAMILY HISTORY

Age mother died?
_____

Cause of death?
_____________

Age father died?
_____

Cause of death?
_____________

Do any of your family members have a history of the following:

	__Stroke

__High Blood Pressure

__Cancer(type)_________
	__Heart Disease

__Heart Attack

__Parkinson’s Disease
	__Diabetes

__Alzheimer’s Disease

__Seizure Disorder


CAREGIVER

List below the person who would take care of you if you were too sick to do so:

	Name


	Phone
	Relationship


Do you have and Advanced Directive and Living Will?

____Yes

___No

ALLERGIES

Please list any drug allergies that you have:

	
	
	

	
	
	


MEDICATIONS  
This list should include your Vitamins and Over the Counter Medications

Name of your Pharmacy: ___________________________ Phone ______________

	Medication
	Dosage
	Times per day
	Reason for Taking

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please use back of form to provide any additional information








