
 
       

A N N U A L  W E L L N E S S  E X A M  S C R E E N I N G  
  

NAME: ____________________________________ DATE OF BIRTH: _______________ DATE: _________________   

ADL 
Do you need assistance to bath or groom?     ❑ Yes   ❑ No 

Do you need assistance with toileting?     ❑ Yes   ❑ No 

Do you need assistance with eating?     ❑ Yes   ❑ No 

VISION 
Do you or people around you have concerns about your vision?     ❑ Yes   ❑ No 

FALL RISK 
Do you use any mobility equipment?  (Examples: Cane, Walker, Rollator etc.)     ❑ Yes   ❑ No 

In the past 12 months have you had a problem with balance, walking or feeling unsafe on your feet?   ❑ Yes   ❑ No 

In the past 12 months have you had a fall?    ❑ Yes   ❑ No 

In the past 12 months have you had an injury from a fall?     ❑ Yes   ❑ No 

Does your home have any trip hazards? (Examples: Uneven floors, throw rugs, etc)     ❑ Yes   ❑ No 

INCONTINENCE 
How much urinary incontinence do you experience?     ❑ None    ❑ Some    ❑ Always   

COGNITIVE 
Do you or people around you have concerns about your memory?   ❑ Yes   ❑ No 

ADVANCED DIRECTIVES 
Do you have advance directives in place? ❑ Yes   ❑ No   

LIFESTYLE  
With whom do you live?  (Spouse, Friend, Child, Grandchild, Nursing Home, Other) _______________________ 

How many stories is your home?  ❑ One   ❑ Two   ❑ Three 

Type of residence? ❑ Single Family Home   ❑ Apartment   ❑ Skilled Nursing Facility or Assisted Living 

Do you have smoke detectors in your home?     ❑ Yes   ❑ No 

Are you able to afford your medication?     ❑ Yes   ❑ No 

Have you had any unexpected weight gain in last 6 months?     ❑ Yes   ❑ No 

How much physical activity/exercise do you get?  ❑ None   ❑ Little   ❑ Moderate    ❑ Everyday 
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ALCOHOL/ TOBACCO USE 
Do you use alcohol?     ❑ Yes   ❑ No  How much?_________________________ 

Do you use tobacco?      ❑ Yes   ❑ No   How much?_________________________ 

PERSONAL HABIT REVIEW 
Have you seen a dentist in the last 12 months?     ❑ Yes   ❑ No 

Do you wear a seatbelt on a regular basis?      ❑ Yes   ❑ No 

Do you wear sunscreen on a regular basis?     ❑ Yes   ❑ No 

Are you sexually active?     ❑ Yes   ❑ No 

In general, how do you rate yourself compared to others your age?     ❑ Same   ❑ Worse    ❑ Better 

How is your health today compared to last year?     ❑ Same   ❑ Worse    ❑ Better 

PHQ-9 
IN THE LAST TWO WEEKS HAVE YOU HAD ANY OF THE LISTED FEELINGS: 

Feeling bad about yourself, or that you are a failure or let you or your family down? ❑ None ❑ Some days ❑ More than Half ❑ Everyday 

Feeling down, depressed or hopeless?  ❑ None   ❑ Some days   ❑ More than Half    ❑ Everyday 

Feeling tired or having little energy?     ❑ None   ❑ Some days   ❑ More than Half    ❑ Everyday 

Little interest or pleasure in doing things?    ❑ None   ❑ Some days   ❑ More than Half    ❑ Everyday 

Moving or speaking so slowly  that other people could have noticed or being fidgety or restless more than  

usual?      ❑ None   ❑ Some days   ❑ More than Half    ❑ Everyday 

Poor appetite or overeating?     ❑ None   ❑ Some days   ❑ More than Half    ❑ Everyday 

Thoughts that you would be better off dead or hurting yourself?    ❑ None   ❑ Some days   ❑ More than Half   ❑ Everyday 

Trouble concentrating on things like reading the paper or watching television? ❑None ❑Some days ❑More than Half ❑Everyday 

Trouble falling, staying asleep or sleeping too much?    ❑ None   ❑ Some days   ❑ More than Half    ❑ Everyday 

Do you have a family history of Diabetes?     ❑ Yes   ❑ No 
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SCREENINGS & VACCINATIONS: 
MAMMOGRAM   Date____________________     ❑ Normal     ❑ Abnormal 
Patients over 40 or with family history 

BONE DENSITY   Date____________________     ❑ Normal     ❑ Abnormal 
Patients postmenopausal or with symptoms every two years  

COLON CANCER  Date____________________     ❑ Normal     ❑ Abnormal  
Patients 50 + or with family history 

PAP    Date____________________     ❑ Normal     ❑ Abnormal 

PROSTATE CANCER  Date____________________     ❑ Normal     ❑ Abnormal 
Male patients over 40 

CHOLESTEROL SCREENING        Date____________________     ❑ Normal     ❑ Abnormal 

AAA SCREENING  Date____________________     ❑ Normal     ❑ Abnormal 
Recommended for male patients between 65 and 75 who have ever smoked 

HEPATITIS C SCREENING Date____________________     ❑ Normal     ❑ Abnormal 
Recommended for patients born between 1945 and 1965 

FLU SHOT   Date____________________       

PNEUMONIA (PREVNAR 13) Date____________________    

PNEUMONIA (PNEUMOVAX 23) Date____________________  

SHINGLES (ZOSTAVAX)   Date____________________ 

SHINGLES (SHINGRIX)  Date____________________  

TETANUS   Date____________________ 

HEPATITIS B   Date____________________ 

COVID VACCINE  Dates___________________ 

OTHER    Date____________________      Name ____________________________ 

OTHER    Date____________________      Name ____________________________ 

PLEASE LIST ANY CHANGES TO YOUR MEDICAL OR SURGICAL HISTORY SINCE YOU HAVE BEEN SEEN. (SURGERIES OR MEDICAL 
CONDITIONS DR. MURPHY MAY NOT BE AWARE OF) 

__________________________________________________________________________________________________   

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

PLEASE LIST ANY SPECIALISTS THAT YOU SEE AND REASON. 

SPECIALIST      REASON 

__________________________________________________________________________________________________   

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________
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