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ANNUAL HEALTH ASSESSMENT

For the ELDERLY

Medical Practice

	PATIENT SURNAME
	     
	First Name:      

	ADDRESS
	     
	WA       

	

	DOB
	     
	Male  FORMCHECKBOX 
     Female  FORMCHECKBOX 

	
	Medical Practitioner:        

	Carer
	     
____/____/03
	
	

	DATE:
	
	
	Medical Record No.          24/10/03


	Questionnaire


Past History 

Have you suffered any serious illness or had any operation in the past?
	Year
	Illness or Operation
	Year
	Illness or Operation

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Alcohol / Tobacco 

	Do you smoke?
	 FORMDROPDOWN 

	If yes, number cigarettes per day?       

	Do you drink alcohol?
	 FORMDROPDOWN 

	If yes, what type and quantity?            


Immunisations - Are the following immunisations current?

	TET/ADT at 50 yr
	 FORMDROPDOWN 

	Influenza (annually)
	 FORMDROPDOWN 

	Pneumococcus (5 yrs)
	 FORMDROPDOWN 



In the past 12 months have you suffered with?

	Chest pain
	 FORMDROPDOWN 

	Shortness of breath
	 FORMDROPDOWN 


	Chronic cough

	 FORMDROPDOWN 

	Blood in your sputum
	 FORMDROPDOWN 


	Palpitations or “racing heart”
	 FORMDROPDOWN 

	Pain in the calves when you walk
	 FORMDROPDOWN 


	Indigestion
	 FORMDROPDOWN 

	Heartburn
	 FORMDROPDOWN 


	Abdominal pain
	 FORMDROPDOWN 

	Bloating
	 FORMDROPDOWN 


	Passing blood or black stools
	 FORMDROPDOWN 

	Joint pain
	 FORMDROPDOWN 


	Diarrhoea / constipation
	 FORMDROPDOWN 

	Change in a wart or mole
	 FORMDROPDOWN 


	Scaly areas on your skin
	 FORMDROPDOWN 

	Faint/blackout/dizziness
	 FORMDROPDOWN 


	Severe headache
	 FORMDROPDOWN 

	Seizure or fit 

	 FORMDROPDOWN 


	Loss of vision
	 FORMDROPDOWN 

	Broken skin that does not heal
	 FORMDROPDOWN 



Continence

	Do you leak urine or pass urine when you cough or sneeze?
	 FORMDROPDOWN 


	Do you have faecal soiling or change of bowel habit?
	 FORMDROPDOWN 


	Female
	

	Do you have any vaginal bleeding or staining of your underwear
	 FORMDROPDOWN 



	PATIENT SURNAME
	     
	First Name:      

	Nutrition
	Score

	Do you have an illness or condition that made you change the kind or amount of food you eat?
	yes  2

no  0
	     

	Do you eat at least 3 meals per day?
	yes  0

no  3
	     

	Do you eat fruit or vegetables most days?


	yes  0

no  2
	     

	Do you eat dairy products most days?


	yes  0

no  2
	     

	Do you have 3 or more glasses of beer, wine or spirits almost every day?
	yes  3

no  0
	     

	Do you have 6-8 cups of fluids most days?


	yes  0

no  1
	     

	Do you have teeth, mouth or swallowing problems that make it hard to eat?
	yes  4

no  0
	     

	Do you always have enough money to buy food?
	yes  0

no  3
	     

	Do you eat alone most of the time?


	yes  2

no  0
	     

	Do you take 3 or more prescribed or over the counter medicines every day?
	yes  3

no  0
	     

	Without wanting to, have you lost or gained 5kg in the last 6 months?
	yes  2

no  0
	     

	Are you always able to shop, cook and/or feed yourself?
	yes  0

no  2
	     

	
	
	

	Total score (0-3 ‘good’, 4-5 ‘moderate’, 6-29 ‘high risk’)
	
	     

	Comments
	     


	Independence

	Are you living
	Alone   FORMCHECKBOX 
                As a couple  FORMCHECKBOX 
                    With others   FORMCHECKBOX 


	Comments
	     


	Social support
	
	

	During the last 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

· Needed help just taking care of yourself
	Yes  FORMCHECKBOX 

No   FORMCHECKBOX 


	Are you responsible for the care of someone else?  If yes:  who/relationship
	Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



	PATIENT SURNAME
	     
	First Name:      


Mood


Geriatric Depression Scale (GDS)

Please choose the best answer for how you have felt over the last week.

	Are you basically satisfied with your life?
	No   (1)
	     

	Have you dropped many of your activities and interests?
	Yes (1)
	     

	Do you feel that your like is empty?

	Yes (1)
	     

	Do you often get bored?
	Yes (1)
	     

	Are you in good spirits most of the time?
	No   (1)
	     

	Are you afraid that something bad is going to happen to you?

	Yes (1)
	     

	Do you feel happy most of the time?
	No   (1)
	     

	Do you often feel helpless?

	Yes (1)
	     

	Do you prefer to stay at home rather than going out and doing new things?
	Yes (1)
	     

	Do you feel you have more problems with your memory than most?
	Yes (1)
	     

	Do you think it is wonderful to be alive now?
	No   (1)
	     

	Do you feel pretty worthless the way you are now?

	Yes (1)
	     

	Do you feel full of energy?

	No   (1)
	     

	Do you feel that your situation is hopeless?

	Yes (1)
	     

	Do you feel that most people are better off than you are?
	Yes (1)
	     


       /  15

Total Score


A score of > 5 indicates probable depression

	PATIENT SURNAME
	     
	First Name:      


1. Check Activities of Daily Living (ADL)

	Description
	
	Comments

	Ambulation
	 FORMDROPDOWN 

	     

	Dressing
	 FORMDROPDOWN 

	     

	Personal Hygiene/Bathing
	 FORMDROPDOWN 

	     

	Sleep Patterns


	 FORMDROPDOWN 

	     

	Eating
	 FORMDROPDOWN 

	     

	Toilet use
	 FORMDROPDOWN 

	     

	Housework
	 FORMDROPDOWN 

	     

	Phone Use
	 FORMDROPDOWN 

	     

	Managing Finances
	 FORMDROPDOWN 

	     

	Shopping
	 FORMDROPDOWN 

	     

	Transport
	 FORMDROPDOWN 

	     

	Meal Preparation
	 FORMDROPDOWN 

	     

	Social Contact
	 FORMDROPDOWN 

	     

	Read (books/paper)
	 FORMDROPDOWN 

	     

	Watch TV
	 FORMDROPDOWN 

	     

	Listen to Radio
	 FORMDROPDOWN 

	     

	Home Maintenance
	 FORMDROPDOWN 

	     

	Home Safety
	 FORMDROPDOWN 

	     

	Medications
	 FORMDROPDOWN 

	     

	Driving (safe)
	 FORMDROPDOWN 

	     


2. Falls

	Have you had a fall in the last 3 months?
	 FORMDROPDOWN 


	If yes, details
	     


3. Medication

	How are medications administered
	     


	PATIENT SURNAME
	     
	First Name:      


Mini – Mental State Examination (MMSE)

	Orientation
	
	Score
	Points

	What is the day, date, month, season, & year?
	     
	5

	What is the floor of building, suburb, town, state & country
	     
	5

	Name three objects: “apple”, “table” & “penny”
	     
	

	Attention and calculation
	
	
	

	
	EITHER Serial sevens.  Give one point for each correct answer.

Stop after five answers.

OR: Spell WORLD backwards
	     
	5

	Recall
	
	
	

	
	Ask for names of three objects learned in question 3.

Give one point for each correct answer
	     
	3

	Language
	
	
	

	
	Point to a pencil and a watch.  Have the patient name them as you point.
	     
	2

	Repetition
	
	
	

	
	Ask the patient to repeat: No ifs, ands, or buts. 

Score one point for correct repetition.
	     
	1

	Stage Command
	
	
	

	
	Give the patient a piece of blank paper and say “Take the paper in your left hand, fold it in half and put it on the floor”. Score one point for each action correctly performed.
	     
	3

	Reading
	
	
	

	
	Read & obey the command printed below: “Close your eyes” 
	     
	1

	
	CLOSE YOUR EYES
	
	

	Writing
	
	
	

	
	Write a sentence, it must make sense, ignore spelling & grammar
	     
	1

	
	Write a sentence
	
	

	Copying
	
	
	

	
	On a clean piece of paper, draw intersecting pentagons, each side about 1 inch, and ask the patient to copy it exactly as it is.  All 10 angles must be present and two must intersect to score 1 point. Tremor and rotation are ignored.
	     
	1

	
	e.g.

TOTAL


	     
	(max 27)

	The highest possible score is 27 and the lowest 0

0 – 17
Indicates moderate / severe cognitive impairment
	18 – 23   Indicates probable mild impairment

24 – 30 
Indicates unimpaired cognition function


	PATIENT SURNAME
	     
	First Name:      


Medical Examination

Measurements 

	Ht
	      
	Wt
	     
	
	
	Urine           
	
	Gluc
	
	Blood
	


Cardiovascular   

	BP Sit
	     
     
	BP Stand
	     
     
	Pulse Rate
	     
     
	JVP
	     
     

	HS
	     
	Murmur         
     

	Apex Beat
	     
 FORMDROPDOWN 


	Pulses femoral
	(right)
	
	(left)
	
	Equal
	

	Politeal dorsalis pedis
	(right)
	
	(left)
	
	Equal
	


Respiratory 

	Dyspnoea at rest
	
	Lungs
	
	Other       


Breasts

	 FORMDROPDOWN 

	Other      


Abdomen

	 FORMDROPDOWN 



Nervous system / vision

	Visual Acuity
	
	Right

     
	/6
	
	Left

     
	//6

	Fields(Confrontation)
	
	

	Cranial Nerves
	 FORMDROPDOWN 

	Describe:      


Joint Movement

	Cervical Spine
	
	     

	Th/Lumbar Spine
	
	     

	Upper Limbs
	
	     

	Lower Limbs
	
	     

	Gait
	
	     


Skin

Obvious lesions         More detailed check necessary 


	PATIENT SURNAME
	     
	First Name:      

	DOB
	     
	


	Medication History
	Medication Problem
	Plan of Action

	Medication
	Dose/Freq
	Reason
	
	

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


	Dr      
	Signature      
	Date      


	PATIENT SURNAME
	     
	First Name:      


Summary / Recommendations

	Diagnoses
	Diagnoses

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


I recommend that you make another appointment with me to discuss/investigate the 

following health matters:

     
Dr      


Dr’s Signature: 



Date:      
Patients Signature

I have agreed to this Health Assessment by Dr       and I understand the recommendations above.

I would/would not like a reminder for my annual health assessment in 12 months time.

Signed by …………………………………………………………………… (Patient)

or,

Signed by ………………………………………………………………..…… (Carer)

Date:      
If carer signs please state why ………………………………………………..…….. 







24/10/03

1

