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MEDICARE WELLNESS VISITS

Effective January 1, 2011 Medicare began covering an Annual Wellness Visit (AWV) with your primary
care provider. There are no co-pays or deductibles for this visit.

If you are new to Medicare (with in the first 12 months of enrollment) you are entitled to the “Welcome
to Medicare Physical”. There are no co-pays or deductibles for this visit.

Neither of these visits are the same as Comprehensive Physical Exam (CPE). This remains non-covered
by Medicare and if you wish to have this done, you will be responsible for the balance.

An AWV or Welcome to Medicare Physical does not include a traditional “head-to-toe-exam” but
does include a medical/family history, health risk assessment and an evaluation of physical condition
and screening for cognitive impairment. In addition, your doctor will work with you to set a prevention
plan, including appropriate health screenings. If after your visit, your doctor determines additional
testing is necessary, there may be a fee associated with some services.

Management of acute problems and/or chronic diseases is not included in these visits. If you are in
need of a “sick visit” or follow-up visit, these should be scheduled separately. If this type of visit is

done during the appointment with a wellness visit, both will be billed and usual co-insurance (and

deductible if applicable) will apply for the problem-focused visit.

Please review the enclosed information. If you wish to take advantage of these benefits, please
contact our office to make an appointment. When calling, please specify what type of visit you
wish to schedule: A Welcome to Medicare Physical, an Annual Wellness Visit, or a (non-covered)
Comprehensive Physical Exam (CPE).

If you do make an appointment, please sign below and bring this form with you. Feel free to contact
us if you have any questions.

PRINTED NAME DATE

By signing below, | acknowledge that | have read and understand the above and enclosed information.
| acknowledge that it is my responsibility to understand my Medicare and/or private insurance
benefits. | understand that if | receive any service non-covered by Medicare and/or secondary
insurance (if applicable) | will be responsible for payment.

SIGNATURE



Date
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HEALTH RISK ASSESSMENT
(MEDICARE ANNUAL WELLNESS VISIT)

Patient Name DOB

Physical Activity
In the past 7 days, how many days did you exercise? ____ days
On days when you exercised, for how long did you exercise (in minutes)?

minutes per day

If you exercised, how intense was your typical exercise?
(] Light (like stretching or slow walking)
[J Moderate (like brisk walking)
[] Heavy (like jogging or swimming)
[J Very heavy (like fast running or stair climbing)
[] lam currently not exercising

Tobacco Use
In the last 30 days, have you used tobacco? Smoked:
] Yes
[J No
Use a smokeless tobacco product:
] Yes
[0 No
If yes to either, would you be interested in quitting tobacco use within the next month?
] Yes
[J No

Alcohol Use

In the past 7 days, on how many days did you drink alcohol? days

On days when you drank alcohol, how often did you have (5 or more for men, 4 or more for
women and those men and women 65 years old or over) alcoholic drinks on one occasion?

[J Never

[0 Once during the week

[J 2-3 times during the week

[J More than 3 times during the week
Do you ever drive after drinking, or ride with a driver who has been drinking?

[] Yes

[J No

Preventive Care

Have you had a Flu Vaccine? (If yes, when and where)
[] Yes
[1 No
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Sleep

Each night, how many hours of sleep do you usually get?

hours

Do you snore or has anyone told you that you snore?

[
[

Yes
No

In the past 7 days, how often have you felt sleepy during the daytime?

[
L]
[
[
[

Always
Usually
Sometimes
Rarely
Never

Please list All medications you are currently taking (both prescription and over the counter
medications, including vitamins and supplements):

Please list any other doctors or dentists you see, and why you see them:

Do you have any health concerns that we can address today?
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Depression

Over the last 2 weeks, how often have you been bothered by any of the following problems?

More than
Several half the Nearly
Not at all days days every day

0 1 2 3
Little interest or pleasure doing things L] U ] O]
Feeling down, depressed or hopeless [ U ] 0
Trouble falling/staying asleep, sleeping too much [ 0 [ (]
Feeling tired or having little energy [ U L] L]
Poor appetite or overeating 0 Ll [ 0
Feeling bad about yourself - or that you are a 0 0 0 n
failure or have let yourself or your family down
Trouble concentrating on things, such as reading O] 0 O 0

the newspaper or watching television

Moving or speaking slowly that other people

have noticed. Or the opposite - being so fidgety 0 0 O 0
or restless that you have been moving around a

lot more than usual

Thoughts that you would be better off dead or of O 0 O 0
hurting yourself in some way

If you have checked off any problem on this questionnaire so far, how difficult have these problems
made it for you to do your work, take care of things at home, or get along with other people?

[J Not difficult at all [J Somewhat difficult [J Very difficult [] Extremely difficult
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MY SELF-CARE PLAN

(CPE, Annual Wellness, Medicare Wellness-to be reviewed with patient at f/u visit)

Name Date of Birth

WHAT | WILL DO
1. Choose One Goal:
[ will

(Examples: increase my physical activity; take my medications; make healthier food choices; reduce
my stress; reduce my tobacco use)

Choose One Action:

[ will
(Examples: walk more; eat more fruits and vegetables)

HOW MUCH / HOW OFTEN

2. How much:
(Example: 20 minutes)

How Often:
(Example: three times a week on Monday, Wednesday and Friday)

CONFIDENCE

3. Circle a number to show how sure you are about doing the activity. Try to choose an activity that
you are a 7 or above.

o 1 2 3 4 5 6 7 8 92 10

Not sure at all Somewhat sure Very sure

My Signature Healthcare Provider Signature

Date

SCAN-MEDICAL HOME/SELF CARE PLAN



SPECIALIST FORM
(ANNUAL WELLNESS EXAM OR COMPREHENSIVE PHYSICAL EXAM)

Here at Personal Primary Care & Weight Management, one of our goals is to provide our patients with
quality care that is coordinated with your specialist provider. Please fill out this form each year at your

annual physical exam.

Patient Name

DOB

Please print the name and address of each specialist you are seeing or have seen in the past.

Allergy

Name:

Address:

Behavioral Health (Mental Health)

Name:

Address:

Cardiology (Heart & Cardiovascular)

Name:

Address:

Dentist

Name:

Address:

Dermatology (Skin, Hair & Nails)

Name:

Address:

Endocrinology (Diabetes & Thyroid)

Name:

Address:

E.N.T. (Ear, Nose & Throat)

Name:

Address:

Gastroenterology (Digestive problems)

Name:

Address:

Infectious Disease

Name:

Address:

Nephrology (Kidney)

Name:

Address:

SCAN-MEDICAL HOME/SPECIALIST FORM

Neurology (Brain, Nerves & Spine)
Name:
Address:

Obstetrics/Gynecology (Female reproductive)
Name:
Address:

Oncology (Cancer)
Name:
Address:

Ophthalmology (Vision & Eye)
Name:
Address:

Orthopedics (Bone & Skeleton)
Name:
Address:

Pulmonary (Lung & Breathing)
Name:
Address:

Rheumatology (Arthritis, Muscle, Bone & Joint)
Name:
Address:

Urology (Urinary Tract)
Name:
Address:

Vascular (Arteries & Veins)
Name:
Address:

Other
Name:
Address:




