Health and Wellness Questionnaire


	Provider Organization Name:


	Completing Staff Member Name:
	Date Completed:

	Patient Name:


	Medicaid ID:
	Date of Birth:

	Primary Care Provider Name:



	1. Living Situation

	Where do you currently live?

	 FORMCHECKBOX 
 House/Apartment
	 FORMCHECKBOX 
 Assisted Living
	 FORMCHECKBOX 
 Shelter
	 FORMCHECKBOX 
 Homeless

	Who do you live with?

	 FORMCHECKBOX 
 Alone
	 FORMCHECKBOX 
 Roommate
	 FORMCHECKBOX 
 Partner/Spouse
	 FORMCHECKBOX 
 Adult Family
	 FORMCHECKBOX 
 Minor Children
	 FORMCHECKBOX 
 Supervised

	2. Hospital/Office Visit History

	In the past 12 months how many times have you:

	
	Never
	1 – 2
	3 – 5
	6 or More

	Visited a doctor’s office
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Gone to the emergency room
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Stayed overnight in a hospital
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3. Substance Use History

	Do you consume any of the following?

	
	Never
	Previously
	

Currently

	Cigarettes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Cigars
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Pipe tobacco
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Snuff/Chewing tobacco
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Alcohol
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Non-prescribed drugs
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Cigarettes Per Day:
	Time Since Last Cigarette:


	Years Smoked:



	
	None
	1
	2
	3
	4 or More

	Alcoholic Drinks Per Day
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	**1 drink = 1 beer, 1 glass of wine, 1 mixed drink, or 1 shot

	4. Lipid Profile

	Date of last test: 

	HDL-C:
	LDL-C:
	Triglycerides:
	Total Cholesterol:

	5. Vitals

	Date taken: 

	Temp:
	Pulse:
	BP:
	Height:
	Weight:
	BMI:
	Waist:


	6. Social Activity

	How often do you do the following:

	
	Never
	Rarely
	Sometimes
	Frequently

	Receive invitations to go out and do things
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Talk to someone about personal/family problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	7. Physical Activity

	How often do you do the following:

	
	Never
	Rarely
	Sometimes
	Frequently

	Go to the gym
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Walk or run
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	

	8. Preventative Test History

	When was the last time you’ve had:

	
	Never
	Less Than 1 Year
	1 – 2 Year
	3 – 4 Year
	5 + Year
	Don’t Know

	Colon cancer screen
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Flu vaccine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Pneumonia vaccine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Tetanus vaccine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Dental exam
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Pap test
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Mammogram
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	9. Chronic Condition History

	Do you have any of the following conditions:

	
	Never
	In the Past
	Currently Diagnosed
	Currently Taking Medication
	Under Medical Care

	Allergies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Asthma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Bronchitis/COPD
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Chronic pain
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Heart problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	High blood pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Stroke
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	HIV
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Hepatitis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Considering your age, how would you rate your overall health:

	
	Poor
	Not Good
	Average
	Good
	Excellent

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	10. Willingness to Participate (Question to be completed at end of screening.)

	
	Yes
	No
	Not Sure

	In the next six months would you participate in program that could help you improve your overall health?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	If available, would you like follow-up services and information to improve your health?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 
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