HARRISONBURG
FAMILY PRACTICE

The providers and staff at Harrisonburg Family Practice believe that good health is
a shared responsibility. This 1s why we are proud and pleased to offer our Medicare
patients the opportunity for an Annual Wellness Visit (AWYV). This service is offered at
no cost once per year. Medicare covers the full amount of this service and you will not be
responsible for a copay.

The AWV is a special appointment focused on helping patients maintain or
improve overall health. The goal of the visit is to screen for and help prevent issues that
may impact one’s ability to enjoy life and to remain independent. The visit encompasses
many areas which may include:

cardiovascular risk home safety fall risk
cognitive function preventive services self-care needs
memory problems hearing impairment depression

advanced directives

The visit is not a yearly physical exam. Your visit should last approximately 30
minutes. Please arrive 20 minutes prior to your appointment time as there is a brief
information packet that need to be completed. If a family member or caregiver usually
participates in your physician visits or healthcare, they are certainly welcome and
encouraged to attend. Also, please bring a current, accurate medication list or all your
medications in the original bottles if possible.

Upon arrival the specially trained wellness nurse will take your blood pressure,
height, and weight. Your eyesight will be checked. Several other assessments will be
conducted. Your health information and Health Risk Assessment (HRA) will be
reviewed. At the end of your visit, you will receive a Personalized Prevention Plan. Upon
completion of your visit the nurse will provide your information to your physician. This
will be reviewed and you will be contacted if other actions need be taken. These actions
may include scheduling a follow-up appointment or addressing new risks or conditions
identified during the AWV.
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Harrisonburg Family Practice

1. In general, how would you describe your health?

Excellent | Very Good ( Good | Fair | Poor

2. Do you have a caregiver or someone that helps you at home or with your
health care needs"

No - Spouse Son Daughter

WOther Relative: | Friend Pald Caregiver  Other:

3 Which of the followmg, if any, do you need assistance with?

Dressmg | Bathing Walking Toileting
'fr?théférrmg [ Feeding | Meal Preparation I Housework
Phone Shopi)hlg o Transportation | Continence
Medlcatlon 71 Finances Other: None

4. Do you feel your home environment is safe?

Yes No

5. Are you having any have trouble taking your medication(s) the way you have
been told to take them (mcludmg the ability to afford them)?

| Yes No

6. Do you have any significant problems with memory loss or confusion or has
anyone expressed a concern about either of these to you?

Yes :No 7




7. Are you bothered by any vision problems?

Yes No

8. Are you bothered by any hearing problems?
!‘Yes ‘No

9. Are you bothered by any dental or teeth problems?
Yes 7 ‘No

10. Do you have any nutritional concerns?

Yes ANo

11. Do you exercise for 20 minutes three or more days a week?

(Yes _No

12. Do you wear your seat belt when you are in a motor vehicle?

LYes No

13. Do you or have you ever used tobacco products?

14. Have you used an opioid containing pain medication in the past 6 months?

1
_X?S, 7 ‘No

15.0ver the last 2 weeks, how often have you been bothered by feeling little
interest or pleasure in doing things?

| Not af ar(()) E Several days (1) ‘ More than half the days (2) zrﬁierarly everyﬁday (3) ‘

16. Over the last 2 weeks, how often have you been bothered by feeling down,
depressed, or hopeless?



' Notatall (0) ‘ Several days (1) ‘ More than half the days (2) | Nearly every day (3) |

17.Have you fallen 2 or more times in the past year?

Yes @0

18. Do you feel unsteady when standing or walking?

Yes  [No

19. Do you worry about falling?
Yes - }No

*If you do not drink any alcohol please skip the last 4 questions.

Yes - ?No

21. Have people annoyed you by criticizing your drinking?

%”Yes o J No -

22. Have you ever felt bad about your drinking?

- |

Yes ~[No

23.Have you ever had a drink first thing in the morning to steady your nerves or
get over a hang over (eye-opener)?

WCS o No
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Harrisonburg Family Practice

Current Medication
Include all medications (prescription, over-the-counter, vitamins, herbals. etc.)

Number of Prescriber if other
Medication Strength | tablets taken | Frequency than primary
per dose physician
e.g., Tvlenol 500 mg 2 2x per day Dr. John Doe

Heath Care Providers/Medical Suppliers

Provider/Supplier Specialty Practice Reason

e.g., Dr. John Smith | Cardiology | Cardiology Assoc. USA pacemaker







