RN Health Risk and Preventive Care Assessment

- R B R X SR TR AL R
OM3 | OF X
Patient (Last, First) Name 4% Date of Birth 4= H Date of Service H#f Sex 471l
My overall health condition is 1 Excellent 0 Good O Fair ] Poor
AT B R B D ARH I R4f — =

Please answer questionnaires 1-23 below as the preceding statement pertains to you and please speak with your doctor if any
question. & [0 % T 11 HA)6 1-23 7, PR 22 B (i RS SRR, O RIS AT M S B, S BRI Y B8 A A2 ok

Diet 8k &
1 I eat three balanced meals a day that includes fruits, vegetables, grains, and calcium rich foods. Yes | No
=AM E, BEyl. BRIMEBMIE. KR BY Lmdm s i, e | i
) I limit eating fried or fast foods and seldom drink soda, juice drinks, sports, or energy drink. Yes | No
AT G & P B AR ER AT K, SRR, TSSOk} B RE B IR . e | i
3 I have gained or lost over 10 Ibs. in the last 6 months. Yes | No
FEIE 21 6 M8 F b J i a8 F A s> 1 10 B5 A L. e | m
Physical Activity JEBIAE /]
I exercise. Yes | No
HAEH. e | &
If you answered “Yes,” please answer the following questions a and b:
4 | IREHRERRIZ R <27, R LT RE a M b:
a. How many days a week do you exercise? [ 1to 2 days [13to4days [J]5to7days
AR ? —EWK EENIPS hEHKR
b. How long do you exercise? [J <30 mins 0> 30 mins 01 hour 0>1hr
IREEIE B 2 R IRp [H] 307088 LA 3008 LL B /g E NN
Continence R&RZ5144
I have problems with urinating. Yes | No
TAPRA R e | &
5
If you answered “Yes” to question 5, why do you have trouble with urinating? U1%: “/&,” JE K 24
"I Leaking JsJR (] Frequent trips " ¥t i fff ] Other HAihy
6 I have frequent urinary tract infections (more than 2 times a year). Yes | No
IHH A RIB G (— B e | &
7 I have diagnosed with an enlarged prostate. Yes | No
A2 it A it i R e | &
Home and Safety JE R &4
8 I feel safe where I live. Yes | No
WA IR ER 224 e | A
9 | Idrive cautiously, always wear a seat belt while sitting in a car and have not had a car accident in the past
year. Yes | No
P H N, BEREAT B 222t W Hal % — a0 S Bl 4t e | &
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ATy Health Risk and Preventive Care Assessment

" B8 B R R L o K B FRB B AL R 48
OMB | OF %
Patient (Last, First) Name 4% Date of Birth 4= H Date of Service H#f Sex 471l
Fall Risk, Vision, and Hearing Problem Btf8] & . #5777 B8 /7 &
I have fallen in the past 12 months. Yes | No
R PR . e | &
If you answered “Yes” to question 10, please answer the following questions a and b:
W <&, % a M b A E:
10 | a. How many times did you fall? [0 1 time  [J 2 or more times
AN R AR 2 —iK R/
What caused your fall? &4 B B R 2k A5
b. Did your fall cause a fracture or serious injury? P {32 1518 AR Hr 8k ff 15 52
O No &A% [ Yes. Explain the injury 4, i& i #2515
1 I have safety bars installed in my bathroom. Yes | No
LA Bl 2T . e | &
12 My vision and hearing changed a lot in the past 12 months. Yes | No
IR A 7E a8 25 12 M H A AR RIS . e | &
Oral Health and Lifestyle & Staying Healthy A FIAE 1 X
13 I have problem with my oral health. Yes | No
A DR A E . e | &
14 I can chew and swallow easily. Yes | No
F A L N A TR Py ) e | &
5 I smoke/chew tobacco. FA7 4 i 8 Bl g5 43t &, Yes | No
If Yes, Frequency of Tobacco Use WIE /&, & /1) FL 45 F A 26 e | B
16 I drink alcohol. If you answered “Yes,” How many glasses do you drink a day? Yes | No
WA, & <2, R—RMEEMIE? <2 glasses A 248 0>2 glasses eI 2 A |5
Have you had the followmg health vaccinations? %5 /& 75 4 #f 16 DL T g Fe % i
a. Flu shot in the last year [JYes [INo [JDo not know or remember [1 Not Applicable
P B B & o ANHE BANELAT ANidE H
17 | b. Pneumonia shot in the last 5 years UYes [ONo Do not know or remember [ Not Applicable
W% 5 AE A % v e & ANFIE BAN RO AR AN H]
¢. Covid-19 vaccine [JYes [INo [JDo not know or remember [ Not Applicable
ek R P & o ANHE BANELAT ANiE H
Functional Status Assessment B & 4 & iR RBFEAL
I can take care of my daily living activities: eating, toileting, bathing, dressing, walking, etc.
18 BATCARRRE B O ARV, ANz ek LRI, PR, K. HHITES. Yes | No
If you answered “No,” please explain N
N RANTTBA, J5 R AT
I can handle jobs like doing laundry, cooking, using the telephone, driving or taking buses, shopping, etc.
FRATLL R B R WOAR. FTHAR. BT, 35 SR, Yes | No
19 | 1f you answered “No,” please explain B &
U RANTT A, SR AR A B
20 I have trouble remembering important things such as taking my medications on time. Yes | No
AT ik RO IR N, o SR ik I ZE) e | &
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2] Health Risk and Preventive Care Assessment
" B8 B R R L o K B FRB B AL R 48
OM5B | OF%
Patient (Last, First) Name 4% Date of Birth 4= H Date of Service H#f Sex 471l
Pain Scale X E Location of Pain Y& 1/ & :
Circle the number that best describes pain level in the last five days
BHREERBERAREBEENERT
21 0 1 | 2 3 | 4 | 5 | 6 7 ] 8 | 9 10
. . . . . Worst
Verbal Scale No Pain Mild Pain Moderate Pain Severe Pain Possible
BEE f T P PR Joi T PR A = s 1 1T G
BIBHI ] RE
0 1 | 2 3 | 4 5 | 6 7 ] 8 9 10
. . Can be Interfere with Interferes with Interferes with Basic Bed Rest
Activity Scale No Pain . .
I 2 e Ignorcid Tasks Concer{tfei[ion Need‘s ‘ Required
CIFEes TR TAE THREEET FHIHFEEE | FRUKKE
Advance Directive B8R
Have you ever completed an Advance Care Plan? Yes | No
1A TR B R ARG ? & &
22 ; yagy o
If you marked “No,” do you want to receive one? WA, AT 247 B RS2 Yes | No
*Please ask your PCP for materials a# [7] /1 5 i B A R HUE k) & @
Do you have other questions or concerns about your health? Yes No
T B eI A HoAth S8 ] i B 2 2 7
23 P
If Yes, please describe: 415 /&, GEfIA:
* ] understood the above questionnaire and received education and counseling from my Primary Care Physician.
W 7 EIRFIENARZ T RA R E BT .
Office Use Only LA &R (BEH/BHAR) FH
Six Item Cognitive Impairment Test (6CIT) Score
24 | What year is this? [ Correct (0 pt) O Incorrect (4pts)
25 | What month is this? [] Correct (0 pt) [J Incorrect (3pts)
Give the patl.ent an address ph'rase o Make sure patient can repeat address phrase properly and inform him/her
26 | remember with 5 components: that you will ask to repeat later
Example: John Doe, 52 Grand St, Arcadia Y P ]
27 | About what time is it (within one hour)? [J Correct (0 pt ) [ Incorrect (3pts)
28 | Count backwards from 20-1. [J Correct (0 pt) [J1 Error (2pts) [1> than 1 Error (4 pts)
29 | Say the months of the year in reverse [] Correct (0 pt) [J1 Error (2pts) [1>than 1 Error (4 pts)
[0 Correct (0 pt) [ 1 Error (2pts) [ 2 Errors (4 pts)
30'| Repeat address phrase [0 3 Errors (6 pts) (14 Errors (8pts) [ All wrong (10 pts)
( 6CIT score) Add all scores to total

0-7 Normal | 8 -9 Mild Cognitive Impairment (consider referral) | 10-28 Significant Cognitive Impairment (referral)
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Health Risk and Preventive Care Assessment

FREE B R K SR TREG R R B

Patient (Last, First) Name {44

Date of Birth & H Date of Service H i

OMB | OF &
Sex 45|

Depression Screening (PHQ-9) E# R4

Over the last 2 weeks, how often have you been bothered by any Not at all Several More Than Nearly
of the following problems? WA Days Half the Days | Every day
FEIE 221 2 8 B ), 1A 220 D AT [ PR 42 SR TR ZRTR BFR
| Little interest or pleasure in doing things 0 1 ) 3
ANE AT 28 AR AN S 5 AR B A B 2 8
) F §e}ing down, depressed, or hopgless 0 | ) 3
BEOEIC . 28, Ry
3 Trouble falljng or staying a}sleep, or sleeping too much 0 | ) 3
RN BESOR PR, B0 RS R
4 lieeling tirefi or having‘little energy 0 | ) 3
AR R0 IR A F
5 I"oor apPeti‘fe or overeat‘ing 0 | ) 3
WA B RREUE B RO
Feeling bad about yourself - or that you are a failure or have
6 | let yourself or your family down 0 1 2 3
AWK, BUERAHCHER 7 HOEHKA
Trouble concentrating on things, such as reading the
7 | newspaper or watching television 0 1 2 3
AR, IR IRAREE AR & 0
Moving or speaking so slowly that other people could have
noticed or being so fidgety or restless that you have been
8 | moving around a lot more than usual 0 1 2 3
Al an BT BN RS, BB A AR SRS
Az, BB HEREFEES
Thoughts that you would be better off dead or of hurting
9 | yourself in some way 0 1 2 3
MREGFEAC, SR E0ETHRLT
If you circle any problems, how difficult have these problems | Not difficult at all 5&4=¥% 5 BH /7 A1 [F ]
made it for you to do your work, take care of things at home, . .

10 | or get along}g] with ochr people? WIS ARIE H Tﬁgﬁ M, 18 Somewhat difficult 5[ JJ Fllfl L]
SRR AR TIE, TRBR SR SRk s 7 % | Very difficult FRCH AR & [ ]
RIAFEAIRH 7 ? Extremely difficult £ #ik K BH JJ F1 H $ [ ]

1-4  Minimal Depression  5-9  Mild Depression  10-14 Moderate Depression TOTAL #847:

15-19 Moderately Severe Depression

20-27 Severe Depression

Provider’s Name (Print) / 54 1 44

Provider’s Signature / B84 35 44

Title: M.D./D.O.

Y

Reviewed Date:

* ] have reviewed these questionnaires with my patient and will schedule a follow up as needed.
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