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1. I am most concerned about: _____________________________________________________
2. I have a good support system: Yes / No   Name: _____________________________________
3. I understand my medications: Yes / No    Need assistance: _____________________________
4. I see other doctors for: __________________________________________________________
5. I follow a healthy diet:  Yes / No        I need help with this: ______________________________
6. I am able to exercise:  Yes / No         Limitations: _____________________________________
7. I want to quit smoking:  Yes / No       I have tried: _____________________________________
8. I can manage my stress levels:  Yes / No   How? _____________________________________
9. I keep up with my Health Screenings: 
____ Mammogram       _____ Colonoscopy     _____ Eye Exam   _____ Labs    ______ Feet
____ Physical         _____ Specialist      _____ Immunizations    ______ Other
10. I know how to control my blood pressure:  Yes / No __________________________________
11. I monitor my weight:  Yes / No     Diet plans tried: ____________________________________
12. I have fallen recently:  Yes / No      Describe: ________________________________________
13. I am feeling depressed:  Yes / No   ________________________________________________
14. I would like help with: ___________________________________________________________


 Thank you for taking the time to complete the questionnaire.
Your answers will help us determine your needs & help with your concerns.
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