The Physician Center at Mililani / UCERA Family Medicine

ANNUAL MEDICARE WELLNESS VISIT

Patient Name: @NAME@

Date of Service: @DATEOFSVC@

ID:  @AGE@ @SEX@ who presents for Medicare Annual Wellness Visit.

CC: @CC@ (RN)
HPI: Currently patient *** (MD)

Functional Ability and Levels of Safety (RN/SW)
Hearing and Vision Impairment (RN)

Does patient have a hearing impairment?
{YES/NO:63}

Does patient have a vision impairment?
{YES/NO:63}
Activities of Daily Living (RN)
Bathing            {YES/NO:63}
Dressing          {YES/NO:63}
Feeding           {YES/NO:63}
Toilet               {YES/NO:63}
Transferring     {YES/NO:63}
Continent         {YES/NO:63}

Instrumental Activities of Daily Living (RN)

Telephone

{YES/NO:63}          

Shopping

{YES/NO:63}
Food Prep

{YES/NO:63}
Housekeeping

{YES/NO:63}
Laundry

{YES/NO:63}
Transportation

{YES/NO:63}
Finances

{YES/NO:63}
Medication

{YES/NO:63}
MiniCog (RN/SW)

Remember and Repeat 3 words (Banana, Sunrise, Chair)

Draw Clock, place numbers, hands 10 minutes after 11)

Recall 3 words

Falls Risk (RN)
· Does she have a disability/use a mobility device?  If so what kind?  {YES/NO:63} 

· Does she appear weak or in need of assistance?
{YES/NO:63}

· Has she fallen in the past year?  If so, describe the circumstances:  {YES/NO:63} 

· Is she taking > 10 meds or meds that can alter mobility?  {YES/NO:63}

If fall risk is questionable, administer "Get Up and Go Test."

Time for completion:  {NUMBERS 1-60:10695} seconds

(If < 20" = OK.  If > 20" = higher dependence/fall risk)

Home Safety (SW)

Are home traffic areas well-lit in the dark?
{YES/NO:63}

Are trip hazards present in the home? 
{YES/NO:63}

Living Situation (SW)

· Setting: Home/Apartment, other:

· Whom do you reside with? Alone, with spouse, family/friends, other:

· Should you require more assistance are there caregivers (family, friends) available to help?

Depression Screen  (SW) (Sleep disturbance, retardation, appetite impairment, energy level low, depressed mood, interest in activities lost, suicidal ideation)
PHQ-2
· Over the past 2 weeks, how often have you been bothered by any of the following problems?

1= Little interest or pleasure in doing things: 

0=Not at all

1=Several days

2=More than half the days

3=Nearly every day

· Feeling down depressed or hopeless?
1= Little interest or pleasure in doing things: 

0=Not at all

1=Several days

2=More than half the days

3=Nearly every day

*If score 3 or greater, refer back to PCP for followup
Past Medical / Social / Family History 

PMH: (RN)
@PMHP@ 

PSH: (RN)
@PSHPC@

FHX: (RN)
@FAMHXP@  

SHX: (RN)
@SOCHXP@ 

ALLERGIES: 
(Pharm)
@ALG@

Current prescription and OTC Medications(Pharm)

 @CMEDSIG@

Immunizations ((Pharm) 

@IMM@
Advanced Directives / Goals of Care:(SW)

Cardiopulmonary Resuscitation (CPR):     

{Code Status:1000412}

Goals of Treatment:     

{Goals:1000420}

Artificially Administered Nutrition:     

{Nutrition/Hydration:1000425}

Interventions and Treatments:

{Intervention/Treatment:1000424}

Advance Care Plan Documents:  {Documents:1000405}

Review Of Systems (as indicated)(MD)
{ROS - Complete:11638}

OBJECTIVE: (MD)
@VS@ @BMIE@

{PHYSICAL EXAM - ELEELE:10032}

Laboratory Values: (MD)
@LABINFO@***

HbA1c: @LASTLAB(ha1c)@  

ASSESSMENT and PLANS: (TEAM)
@AGE@ @SEX@ with

@DIAGR@

BMI @BMI@ {WEIGHT CRITERIA:7530034}

Nutritional counseling and recommendations: {DIETS:10174}

Procedure performed: {no/yes:559285}

@ORDERSR@

Return to clinic in ***.

The attending physician for this visit is *** and they evaluated the patient in person.

@SIGCRED@

