
Medicare Annual Wellness Visit
This questionnaire is required for all first and subsequent annual wellness visits. 

Date:_______________

Patient Name: First:____________________M.I:____Last:______________________Suffix:_________
(Jr., Sr., II, III)

Your answers to the following questions will help the provider identify 
your preventive care needs and possible health risks.

CARE PROVIDERS

List care providers who are outside of Mechanicsville Medical Center (eye doctor, specialist):

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

SELF ASSESSMENT OF HEALTH

1)  How would you rate your overall health?

2)  Can you manage your overall health problems?

3)  Because of any health problems, do you need the help of another person with your 
      personal care needs such as eating, bathing, dressing, or getting around the house? 

4)  Do you often get the emotional support you need?

Yes No

Excellent Good Fair Poor

Yes No

Always Usually Sometimes Rarely Never

PSYCHOSOCIAL HEALTH

In the last few weeks, how often have 
you been bothered by the following: Not at all 

Several
days

More than 
half the days

Nearly
every day

5)  Feelings that caused you distress or interfered with your 
      ability to get along socially with family or friends?

6)  Feeling stressed over health, finances, relationships, or work?

7)  Body pain?

8)  Fatigue?

Continue on next page



HEALTH AND HABITS

9)  In the last week, how many days did you exercise?

10)  Do you regularly eat 3 or more servings of fruits and vegetables a day?

11)  Do you regularly eat 3 or more servings of high fiber or whole grain foods a day? 

12)  How would you describe the condition of your mouth and teeth?

13)  Do you find yourself having trouble hearing people?

14)  Do you wear hearing aids/device?

15)  Do you always use your seatbelt in the car?

16)  Do you have smoke detectors in your home?

17)  Please check the devices that you usually use:

18)  In the past year, have you fallen or had a near fall?

19)  Are you afraid of falling?

20)  Do you have issues with balance or feel unsteady?

21)  Do you feel safe in your home environment?

22)  Do you ever leark urine or stool?

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Excellent Good Fair Poor

_____Days for_____mins. a day

Cane

Walker

Wheelchair

Crutches

Devices used for dressing (button hook, shoehorn, etc.)

ADVANCED CARE PLANNING

23)  Do you have a living will, documents that make your health care wishes known?

24)  Do you have a durable power of attorney for medical affairs 
       (someone to make decisions for you in the event you are unable to)?

Yes No

Yes No
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