
2741 Debarr Rd Ste C307 Anchorage, AK 99508 

p· 907 777 1850 F· 855 468 1357 

Patient Name: 

GENERAL HEALTH 

your overall health D excellent 

your overall mood from day to day D excellent 
any major changes to your health last 12 months? D no 

How many different prescriptions are you taking? D 0-3 

How many different supplements are you taking? D 0-3 
Do you take all of your medications as prescribed? D no meds 

In the last 12 months have you been to the ER? Do 

In the last 12 months have you been admitted? Do 

How is the health of your mouth and teeth? D excellent 
Do you have a dentist that you see regularly? Dyes: 

additional comments: 

ADVANCED DIRECTIVES 

D good 

D good 

Dyes: 
0 4-6 

0 4-6 

Dyes 

0 1-2 

0 1-2 

D good 

D annually 

Medicare Annual Wellness Visit 

Health Risk Assessment 

DOB: 

today's date: 

D fair 0 poor D don't know 

D fair D poor D don't know 

0 7-10 0 10+ D don't know 

0 7-10 0 10+ D don't know 

D sometimes D seldom D no 

□ 3-4 □ 5+ D don't know 

□ 3-4 □ 5+ D don't know 

D fair D poor D don't know 

D every 6 mo D no D don't know 

Do you have any of the following? D advanced care directive D living will D health care power of attorney 

Would you like more information about these? D no Dyes 

DIET AND EXERCISE 

How would you rate your overall diet? D excellent 0 good 0 fair D poor 0 don't know 

number of servings of fruits or vegetables per day? D none 0 1-2 □ 3-4 0 5-6 0 daily 

(serving= 1 cup fresh, 1/2 cup cooked) 

Do you drink sugary beverage? D none/rare D sometimes D daily D multiple daily 

How many days a week do you exercise? D none 0 1-2 □ 3-4 □ 5+

On these days, how long did you exercise? D 0-30 min 0 30-60 min D over an hour 
How intense is your exercise? D light D moderate D heavy D very heavy 

(stretch, walk) (brisk walk) 0og, swim) (fast run) 

additional comments: 

SUBSTANCE USE 

Do you use any tobacco products? D never Oquit: Dyes Type: 
Are you interested in quitting tobacco? D no D maybe Dyes 
Do you drink alcoholic drinks? How much? What? D none Dyes #per WEEK? what? 

Do you drink caffeinated drinks? How much? What? D none Dyes #per DAY? what? 

Do you use any recreational substances? D no Dyes Type: 

additional comments: 
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