To:
Subject:

Our Medicare Patients:
Medicare Annual Wellness and Other Preventive Visits

Beginning 2011, Medicare covers an “Annual Wellness Visit” in addition to the one-time
“Welcome to Medicare” exam. The “Welcome to Medicare” exam occurs only once during
your first twelve months as a Medicare patient. You may receive your Annual Wellness Visit
after you have been with Medicare for more than one year, or it has been at least one year since
your “Welcome to Medicare” exam.
Initial Preventive Physical
Exam (IPPE)
Annual Wellness Visit, Initial
Annual Wellness Visit,
Subsequent

“Welcome to Medicare” is only for new Medicare patients.
This must be done in the 1st year as a Medicare patient.
At least 1 yr after the “Welcome to Medicare” exam.
Once a year (more than 1 yr + 1 day after the last Wellness
Visit).

The Annual Wellness Visit is not the same thing as what many people often refer to as
their yearly physical exam. Medicare is very specific about what the “Annual Wellness Visit”
includes and excludes.
At the Annual Wellness Visit, your doctor will talk to you about your medical history,
review your risk factors, and make a personalized prevention plan to keep you healthy. The
visit does not include a hands-on exam or any testing that your doctor may recommend, nor
does it include any discussion about any new or current medical problems, conditions, or
medications. You may schedule another visit to address those issues or your doctor may charge
the usual Medicare fees for such services that are beyond the scope of the Annual Wellness
Visit.
If you would like to schedule an annual physical, including any lab work or other
diagnostic testing, medication management, vaccinations, and other services, please understand
that these services will be charged and covered according to Medicare’s usual coverage
guidelines. However, you may still develop a care plan based on the Annual Wellness Visit
criteria.
We appreciate the trust you put in us to take care of your health care needs and hope that
you will take advantage of this new benefit to work with your physician in creating your
personalized prevention plan.
See the attached list to bring with you
to your appointment.
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What you should bring to your Annual Wellness Visit
1

List of all your medications (page 3)

1

List of all your physicians and consultants (page 4)

1

Completed Checklist for your Medicare Wellness Annual Visit

Please answer the questions below
Have any of your close relatives had any health changes?

1Yes

1No

Are there any preventive tests you have done recently?
(such as lab tests, mammograms, x-rays)

1 Yes

1 No

Have you had any recent immunizations?

1Yes

1No

Do you have a living will or advance directive?
(If you have one, please bring it with you.)

1Yes

1No
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Medication list including vitamins (include over the counter vitamins)
NAME OF MEDICATION

FREQUENCY (1x/2x/3x DAILY)
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List of physicians and consultants whom you are seeing
CONSULTANT

NAME(S)

Cardiology (Heart)
Pulmonary (Lung)
Gastroenterology (Stomach)
Nephrology (Kidney)
Opthalmology (Eye)
Neurology (Brain)
Endocrinology (Hormones)
Oncology (Cancer)
Ob/GYN (Female
Reproduction)
Urology (Urinary Tract/ Male
Reproduction)
Dermatology (Skin)
ENT (Ears, Nose, Throat)
Surgeon
Other:_________________
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Name: ___________________
Study ID #:_______________

Appointment Date & Time:___________________
Doctor: ___________________
ACOVE-2: PATIENT SCREEN

These six questions should be compared with when s/he was 5-10 yrs ago.
These questions can be answered by patient or His/her caretaker-informant.

Yes

No

Don't Know

Do you have trouble remembering things that have happened recently?

Do you have trouble recalling conversations a few days later?

Do you have trouble finding the right word or use wrong words often?

Are you able to manage money and financial affairs (ex: paying bills,
budgeting)
Are you able to manage medication independently?

Do you get lost when traveling and forget where you are?
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Name:______________________________________ Date:___________________ Date of Birth:______________________________

A Checklist for Your Medicare Wellness Annual Visit
Please complete this checklist before seeing your doctor or nurse. Your answers will help you receive the best
health care possible.
1. During the past 4 weeks, how much have you
been bothered by emotional problems such as
feeling anxious, depressed, irritable, sad or
downhearted and blue?
Not at all
Slightly
Moderately
Quite a bit
Extremely

5 During the past 4 weeks, what was the hardest
physical activity you could do for at least 2
minutes?
Very heavy
Heavy
Moderate
Light
Very light

2. During the past 4 weeks, has your physical
and emotional health limited your social
activities with family friends, neighbors or
groups?
Not at all
Slightly
Moderately
Quite a bit
Extremely

6. Can you get places out of
walking distance without help?
For example, can you travel
alone by bus, taxi, or drive your
own car?
7. Can you shop for groceries or
clothes without help?
8. Can you prepare your own
meals?
9. Can you do your own
housework without help?
10. Can you handle your own
money without help?
11. Do you need help eating,
bathing, dressing, or getting
around your home?

3. During the past 4 weeks, how much bodily
pain have you generally had?
No pain
Very mild pain
Mild pain
Moderate pain
Severe pain
4. During the past 4 weeks, was someone
available to help you if you needed and wanted
help? For example, if you felt very nervous,
lonely or blue, got sick and had to stay in bed,
needed someone to talk to, needed help with
daily chores, or needed help just taking care of
yourself.
Yes, as much as I wanted
Yes, quite a bit
Yes, some
Yes, a little
No, not at all

Yes

No

12. During the past 4 weeks, how would you rate
your health in general?
Excellent
Very good
Good
Fair
Poor
13. How have things been going for you during
the past 4 weeks?
Very well - could hardly be better
Pretty good
Good and bad parts about equal
Pretty bad
Very bad - could hardly be worse
1

14. Are you having difficulties driving your car?
Yes, often
Sometimes
No
Not applicable, I do not use a car
15. Do you always fasten your seat belt when you
are in a car?
Yes, usually Yes, sometimes No

Always

Sometimes
s
Often

Seldom

Never

16. How often during the past 4 weeks have you
been bothered by any of the following problems?

Fall or dizzy when standing
up
Sexual problems
Trouble eating well
Teeth or dentures
Problems using the telephone
Tired or fatigued

17. Have you fallen 2 or more times in the past
year?
Yes No
18. Are you afraid of falling?
Yes No
19. Are you a smoker?
No
Yes, and I might quit
Yes, but I'm not ready to quit
20. During the past 4 weeks, how many drinks of
wine, beer or other alcoholic beverages did you
have?
10 or more per week
6-9 per week
2-5 per week
1 drink or less per week
No alcohol at all

21. Do you exercise for about 20 minutes 3 or
more days a week?
Yes, most of the time
Yes, some of the time
No, I usually do not exercise this much.
22. Have you been given any information to help
you with the following:
Hazards in your house that might hurt you?
Yes No
Keeping track of your medications?
Yes No
23. How often do you have trouble taking
medicines the way you have been told to take
them?
I do not have to take medicine
I always take them as prescribed
Sometimes I take them as prescribed
I seldom take them as prescribed
24. How confident are you that you can control
and manage most of your health problems?
Very confident
Somewhat confident
Not very confident
I do not have any health problems.

How old are you?

65-69

Are you male or female?

70-79
Male

80 or older

Female

What is your race? (check one or more than one)
White
Black/African American
Asian
Native Hawaiian/Other Pacific Islander
American Indian/Alaskan Native
Hispanic or Latino origin or descent
Other

The content of this Medicare Wellness Checkup is adapted from www.HowsYourHealth.org and Copyright
by the Trustees of Dartmouth College and FNX Corporation. Used by permission.
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Senior Home Safety Checklist
Area

Observation

Remedy

Floors

When you walk through a room, do you
have to walk around furniture?

Move the furniture so the path is clear.

Floors

Throw rugs on the floor?

Remove the rugs or use double-sided tape
or a non-slip backing so the rugs won't slip

Floors

Are papers, magazines, books, shoes, boxes,
blankets, towels, or other objects on the
Always keep objects off the floor
floor?

Floors

Do you have to walk over or around cords
or wires (like cords from lamps, extension
cords, or telephone cords)?

Coil or tape cords and wires next to the
wall so you can't trip over them. Have an
electrician put in another outlet.

Stairs and
Steps

Are papers, shoes, books, or other objects
on the stairs?

Keep objects off the stairs.

Stairs and
Steps

Are some steps broken or uneven?

Fix loose or uneven steps

Stairs and
Steps

Are you missing a light over the stairway?

Have an electrician put in an overhead
light at the top and bottom of the stairs.

Stairs and
Steps

Do you have only one light switch for your
stairs

Have an electrician put in a light switch at
the top and bottom of the stairs.

Stairs and
Steps

Is there a sturdy handrail on only one side of Make sure handrails are on both sides of
the stairs?
the stairs and are as long as the stairs

Stairs and
Steps

Is the carpet on the steps loose or torn?

Make sure the carpet is firmly attached to
every step or remove the carpet and attach
non-slip rubber treads on the stairs.

Kitchens

Are the things you use often on high shelves

Keep things you use often on the lower
shelves (about waist high).

Kitchens

Is your step stool unsteady?

Use a steady step stool with a bar to hold
on to

Bedrooms

Is the light near the bed hard to reach?

Place a lamp close to the bed

Bedrooms

Is the path from your bed to the bathroom
dark?

Use a night-light

Bathrooms

Is the tub or shower floor slippery?

Put a non-slip rubber mat or self- stick
strips on the floor of the tub or shower

Bathrooms

Do you have some support when you get in Install grab bar inside the tub and next to
and out of the tub or up from the toilet?
the toilet.

Other Things You Can Do To Prevent Falls
•
•
•
•
•
•
•
•

Exercise regularly. Exercise makes you stronger and improves your balance and
coordination.
Have your doctor or pharmacist look at all the medicines you take, even over-the-counter
medicines. Some medicines can make you sleepy or dizzy.
Have your vision checked at least once a year by an eye doctor. Poor vision can increase
your risk of falling.
Get up slowly after you sit or lie down.
Wear sturdy shoes with thin, non-slip soles. Avoid slippers and running shoes with thick
soles.
Improve the lighting in your home. Use brighter light bulbs (at least 60 watts). Use lamp
shades or frosted bulbs to reduce glare.
Use reflecting tape at the top and bottom of the stairs so you can see them better.
Paint doorsills a different color to prevent tripping.

Other Safety Tips
•
•
•

Keep emergency numbers in large print near each phone.
Put a phone near the floor in case you fall and can't get up.
Consider wearing an alarm device that will bring help in case you fall and can't get up.

Daily Medicine Schedule
You can complete the highlighted fields on this form online and then print the form for easy reference. Only
text that is visible on the form is printed; scrolled text will not print. Any text you enter into these fields will
be cleared when you close the form; you cannot save it.
Use this form to remind you when to take your medicines. Write the medicine's name in the column on the
left, and check the box for the time (or times) you take it each day. Post this sheet where you can see it,
such as near your medicine cabinet or wherever you store your medicines. Bring it to your doctor
appointments. And take it with you when you travel.
Before
breakfast

Name of Medicine

What
time?

With
breakfast

Before
lunch
What
time?

With
lunch

Before
dinner
What
time?

With
dinner

Before
bedtime
What
time?

At
bedtime

During the
nighttime
What
time?

© 1995-2011 Healthwise, Incorporated. Healthwise, Healthwise for every health decision, and the Healthwise logo are trademarks of
Healthwise, Incorporated.
This information does not replace the advice of a doctor. Healthwise disclaims any warranty or liability for your use of this information.
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Advance Health Care Directive Form Instructions
You have the right to give instructions about your own health care.
You also have the right to name someone else to make health care decisions for you.
The Advance Health Care Directive form lets you do one or both of these things. It also lets you write down
your wishes about donation of organs and the selection of your primary physician. If you use the form, you may
complete or change any part of it or all of it. You are free to use a different form.

INSTRUCTIONS
Part 1: Power of Attorney

• Choose or discharge health care providers (i.e.
choose a doctor for you) and institutions.

Part 1 lets you:
• name another person as agent to make health
care decisions for you if you are unable to make
your own decisions. You can also have your
agent make decisions for you right away, even if
you are still able to make your own decisions.

• Agree or disagree to diagnostic tests, surgical
procedures, and medication plans.

• also name an alternate agent to act for you if
your first choice is not willing, able or reasonably
available to make decisions for you.
Your agent may not be:
• an operator or employee of a community care
facility or a residential care facility where you are
receiving care.
• your supervising health care provider (the doctor
managing your care)

• Agree or disagree with providing, withholding,
or withdrawal of artificial feeding and fluids and
all other forms of health care, including cardiopulmonary resuscitation (CPR).
• After your death make anatomical gifts (donate
organs/tissues), authorize an autopsy, and make
decisions about what will be done with your
body.

Part 2: Instructions for Health Care
You can give specific instructions about any aspect
of your health care, whether or not you appoint an
agent.

• an employee of the health care institution where
you are receiving care, unless your agent is
related to you or is a coworker.

There are choices provided on the form to help you
write down your wishes regarding providing, withholding or withdrawal of treatment to keep you
alive.

Your agent may make all health care decisions for
you, unless you limit the authority of your agent.
You do not need to limit the authority of your agent.

You can also add to the choices you have made or
write out any additional wishes.

If you want to limit the authority of your agent the
form includes a place where you can limit the
authority of your agent.

You do not need to fill out part 2 of this form if you
want to allow your agent to make any decisions
about your health care that he/she believes best for
you without adding your specific instructions.

If you choose not to limit the authority of your
agent, your agent will have the right to:
• Consent or refuse consent to any care, treatment,
service, or procedure to maintain, diagnose, or
otherwise affect a physical or mental condition.
PS-X-MHS-442 (Rev. 3-04)
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Part 3: Donation of Organs
You can write down your wishes about donating
your bodily organs and tissues following your death.

Part 4: Primary Physician
You can select a physician to have primary or main
responsibility for your health care.

Part 5: Signature and Witnesses
After completing the form, sign and date it in the
section provided.
The form must be signed by two qualified
witnesses (see the statements of the witnesses

included in the form) or acknowledged before a
notary public. A notary is not required if the
form is signed by two witnesses. The wittnesses
must sign the form on the same date it is signed
by the person making the Advance Directive.
See part 6 of the form if you are a patient in a
skilled nursing facility.

Part 6: Special Witness Requirement
A Patient Advocate or Ombudsman must witness
the form if you are a patient in a skilled nursing
facility (a health care facility that provides skilled
nursing care and supportive care to patients).
See Part 6 of the form.

You have the right to change or revoke your Advance Health Care Directive
at any time
If you have questions about completing the Advance Directive in the hospital,
please ask to speak to a Chaplain or Social Worker.

We ask that you
complete this form in English
so your caregivers can understand your directions.

Advance Health Care Directive
Name________________________________________
Date_________________________________________
You have the right to give instructions about your own health care. You also have the right to name
someone else to make health care decisions for you. This form also lets you write down your wishes
regarding donation of organs and the designation of your primary physician. If you use this form, you may
complete or change all or any part of it. You are free to use a different form.
You have the right to change or revoke this advance health care directive at any time.
Part 1 — Power of Attorney for Health Care
(1.1) DESIGNATION OF AGENT: I designate the following individual as my agent to make health care
decisions for me:
Name of individual you choose as agent:______________________________________________________
Relationship_________________________________
Address: ________________________________________________________________________________
________________________________________________________________________________
Telephone numbers: (Indicate home, work, cell) ________________________________________________
ALTERNATE AGENT (Optional): If I revoke my agent’s authority or if my agent is not willing, able, or
reasonably available to make a health care decision for me, I designate as my first alternate agent:
Name of individual you choose as alternate agent:______________________________________________
Relationship_________________________________
Address: ________________________________________________________________________________
________________________________________________________________________________
Telephone numbers: (Indicate home, work, cell) ________________________________________________
SECOND ALTERNATE AGENT (optional): If I revoke the authority of my agent and first alternate agent or if
neither is willing, able, or reasonably available to make a health care decision for me, I designate as my
second alternate agent:
Name of individual you choose as second alternate agent: _______________________________________
Address: ________________________________________________________________________________
________________________________________________________________________________
Telephone numbers: (Indicate home, work, cell) ________________________________________________
PS-X-MHS-842 (Rev. 2-04)

Page 1 of 4

MHS/PMD

(1.2) AGENT’S AUTHORITY: My agent is authorized to 1) make all health care decisions for me, including
decisions to provide, withhold, or withdraw artificial nutrition and hydration and all other forms of health
care to keep me alive, 2) to choose a particular physician or health care facility, and 3) to receive or
consent to the release of medical information and records, except as I state here:
_________________________________________________________________________________________
_________________________________________________________________________________________
(Add additional sheets if needed.)
(1.3) WHEN AGENT’S AUTHORITY BECOMES EFFECTIVE: My agent’s authority becomes effective
when my primary physician determines that I am unable to make my own health care decisions unless I
initial the following line.
If I initial this line, my agent’s authority to make health care decisions for me takes effect immediately. ____
(1.4) AGENT’S OBLIGATION: My agent shall make health care decisions for me in accordance with this
power of attorney for health care, any instructions I give in Part 2 of this form, and my other wishes to the
extent known to my agent. To the extent my wishes are unknown, my agent shall make health care
decisions for me in accordance with what my agent determines to be my best interest. In determining my
best interest, my agent shall consider my personal values to the extent known to my agent.
(1.5) AGENT’S POST DEATH AUTHORITY: My agent is authorized to make anatomical gifts, authorize an
autopsy, and direct disposition of my remains, except as I state here or in Part 3 of this form:
_________________________________________________________________________________________
_________________________________________________________________________________________
(Add additional sheets if needed.)
(1.6) NOMINATION OF CONSERVATOR: If a conservator of my person needs to be appointed for me by
a court, I nominate the agent designated in this form. If that agent is not willing, able, or reasonably available to act as conservator, I nominate the alternate agents whom I have named. ______ (initial here)
Part 2 — Instructions for Health Care
If you fill out this part of the form, you may strike out any wording you do not want.
(2.1) END-OF-LIFE DECISIONS: I direct my health care providers and others involved in my care to
provide, withhold, or withdraw treatment in accordance with the choice I have marked below:
F a) Choice Not To Prolong
I do not want my life to be prolonged if the likely risks and burdens of treatment would outweigh the
expected benefits, or if I become unconscious and, to a realistic degree of medical certainty, I will not
regain consciousness, or if I have an incurable and irreversible condition that will result in my death in
a relatively short time.
Or
F b) Choice To Prolong
I want my life to be prolonged as long as possible within the limits of generally accepted medical
treatment standards.
PS-X-MHS-842 (Rev. 2-04)
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(2.2) OTHER WISHES: If you have different or more specific instructions other than those marked above,
such as: what you consider a reasonable quality of life, treatments you would consider burdensome or
unacceptable, write them here.
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
Add additional sheets if needed.)
Part 3 — Donation of Organs at Death (Optional)
(3.1) Upon my death (mark applicable box):
F I give any needed organs, tissues, or parts
F I give the following organs, tissues or parts only:_____________________________________________
F I do not wish to donate organs, tissues or parts.
My gift is for the following purposes (strike out any of the following you do not want):
Transplant
Therapy
Research
Education
Part 4 — Primary Physician (Optional)
(4.1) I designate the following physician as my primary physician:
Name of Physician:________________________________________________________________________
Address: ______________________________________________________________________________
______________________________________________________________________________
Telephone: ______________________________________________________________________________
Part 5 — Signature
(5.1) EFFECT OF A COPY: A copy of this form has the same effect as the original.
(5.2) SIGNATURE: Sign name: _______________________________________ Date: ______________
(5.3) STATEMENT OF WITNESSES: I declare under penalty of perjury under the laws of California (1) that
the individual who signed or acknowledged this advance health care directive is personally known to me,
or that the individual’s identity was proven to me by convincing evidence (2) that the individual signed or
acknowledged this advance directive in my presence (3) that the individual appears to be of sound mind
and under no duress, fraud, or undue influence, (4) that I am not a person appointed as agent by this
advance directive, and (5) that I am not the individual’s health care provider, an employee of the
individual’s health care provider, the operator of a community care facility, an employee of an operator of a
community care facility, the operator of a residential care facility for the elderly nor an employee of an
operator of a residential care facility for the elderly.
PS-X-MHS-842 (Rev. 2-04)
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FIRST WITNESS
Print Name: ______________________________________________________________________________
Address: ______________________________________________________________________________
Signature of Witness: ________________________________________ Date: ________________________
SECOND WITNESS
Print Name: ______________________________________________________________________________
Address: ______________________________________________________________________________
Signature of Witness: ________________________________________ Date: ________________________
(5.4) ADDITIONAL STATEMENT OF WITNESSES: At least one of the above witnesses must also sign the
following declaration:
I further declare under penalty of perjury under the laws of California that I am not related to the individual
executing this advance directive by blood, marriage, or adoption, and to the best of my knowledge, I am
not entitled to any part of the individual’s estate on his or her death under a will now existing or by operation of law.
Signature of Witness: ______________________________________________________________________
Signature of Witness: ______________________________________________________________________
Part 6 — Special Witness Requirement if in a Skilled Nursing Facility
(6.1) The patient advocate or ombudsman must sign the following statement:
STATEMENT OF PATIENT ADVOCATE OF OMBUDSMAN
I declare under penalty of perjury under the laws of California that I am a patient advocate or ombudsman
as designated by the State Department of Aging and that I am serving as a witness as required by section
4675 of the Probate Code:
Print Name:___________________________________ Signature: ________________________________
Address: _________________________________________________________ Date: _________________
Certificate of Acknowledgement of Notary Public (Not required if signed by two witnesses)
State of California, County of ___________________________________________ On this ________ day of
___________________________ , _____________ , before me, the undersigned, a Notary Public in and for
said State, personally appeared _____________________________________ , personally known to me or
proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to the
within instrument, and acknowledged
to me that he/she executed it.
WITNESS my hand an official seal.
Signature______________________________________

PS-X-MHS-842 (Rev. 2-04)
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Seal

