MEDICARE PREVENTIVE PHYSICAL EXAM

Today's Date

] Initial Preventive Physical Exam
(Welcome to Medicare Physical)

[J Initial annual
wellness visit

[J] Subsequent annual
wellness visit

[J Other

Patient name

Medical record #

Date of birth

Staff conducting initial intake

Date of last exam

Medicare B eligibility date

Language or other communication barriers: (describe) Sex LMP
Interpreter or other accommodation provided today: (describe) Gravida/ Year of
para menopause
Vital signs Ht Wit BMI Waist BP Temp P/R
SOCIAL HISTORY
Tobacco L] Current  Type: Freq: [J2ndhand  [J Never [ Prioruse  Quit date:
ETOH [J Never [J Occasional [J Daily History of ETOH: (describe)
Caffeine [J Never [ Occasional  [J Daily
Drug abuse [ Never [J Occasional L] Daily [J Prior use Quit date:
History of drug abuse: (describe)
Occupation Exercise type/frequency
Home environment [J Private home [J Assisted living [ Other: (describe)
FAMILY HISTORY
use v/ to indicate positive history
Self Father Mother Sisters Brothers Aunts Uncles | Daughters Sons

Deceased

Hypertension

Heart disease

Stroke

Kidney disease

Obesity

Genetic disorder

Alcoholism

Liver disease

Depression or manic
depressive disorder

Colon or rectal cancer

Breast cancer

Other cancer

Other:




Patient Name

Today's Date

MEDICAL HISTORY

Hospital visits since
last office visit/reason

Facility

Attending physician | Date of Past surgeries (include date and
hospital visit || description of any complications)

ALLERGY LIST

Allergies

Type of reaction

if noted elsewhere in chart, indicate location:

MEDICATION LIST

Date Date
Herbals, supplements, OTC drugs, Date discon- Date discon-
substances of abuse started tinued Rx meds, dose, frequency, route started tinued
PROBLEM LIST
Chronic problems Date added Managing physician (if other) Date updated | Initial

continued »



Patient Name

Today’s Date

PROBLEM LIST continued

Acute problems (R=resolved)

Date added

Managing physician (if other)

Date updated | Initial

OTHER PHYSICIANS AND PROVIDERS OF CARE
this documentation not required for IPPE

Name & specialty/provider type

Type of care

Date discontinued

—} Physician/other provider sign here to indicate review/notation of pertinent history:






