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Please select one answer for each question and return to Memorial
Hermann Health Plan.

In general how would you rate your health?

|— Good |— Fair |— Poor

Do you live:

r Alone r With Spouse r With otherfamily member r With a non-relative r Nursing home orassisted living facility

Are you on a special diet?

o No m Yes

If Yes, please explain

Doyou exercise regularlyor take part in an exercise program?

r No r Yes, Daily r Yes, 3 times a week

Doyou smoke?

I— No r Yes, but I'd liketo quit r Yes, but I'm not ready to quit

Do you consume alcohol?

r Yes r No

On a typical week, how often do you have 5 or more alcoholic drinks on one occasion?

Never Once a week 2-3 times per week More than 3 times per week
|- m I~ P |- P

Over the last 2 weeks have you had little interest or pleasure doing things you would normally do?

Not at all Twice a week Four times a week Nearly everyda
|- r r [ Neary everyaay

In the past twoweekshave you been feelingdownhearted, depressed, or blue?

Not at all Twice a week Four times a week Nearly everyda
r r r [ ooy eveyeay

How often do you get the social and emotional support you need:

Always Sometimes Never
e r r
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In the past six months, have you experiencedleakingof urine?

|— Not at all |— Sometimes |— All thetime

Have you talked to a doctor or a nurse about bladder leakage?

|— Yes - No - Not Applicable

In the past 12 months, did you talk with your doctor or other health provider about falling or problemswith balance
or walking?

r Yes r No r Sometimes

Medications

How many prescriptionsdo you take per day?

I— 5orless I— 6-10 I— 11-29 I— 20+

Doyou have problemstakingyour medications prescribedbyyour doctor?

I— Yes, allthe time I— Yes, butonly sometimes I— No, not at all

If yes, doyou skiptakingyourmedication?

I— Yes r No r Sometimes

If yes, do you cut your medicationsin half?

r Yes r No r Sometimes

Ifyes,isthe costafactor?

Yes No Sometimes
- I I

Ifyes,arethesideeffectsa factor?

Yes No Sometimes
I I I

Please explainthe reasonyouexperience problemswith takingyour medicationsifthe reasonsabove donotapply.

Daily Living Activities
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Eating/Preparing meals

I No difficulty - Some difficulty
Walking
|— No difficulty - Some difficulty

Gettingup from a sitting position

. No difficulty - Some difficulty

Organizingyour day

I No difficulty I Some difficulty
Dressing
I— No difficulty I— Some difficulty

Bathing/Toileting

I— No difficulty r Some difficulty
Driving
I— No difficulty - Some difficulty

Housekeeping

No difficult Some difficult
|— Yy |— Yy

Getting in/out of bed
No difficult Some difficult
I— Yy I— Yy

Preventive Services

Flu vaccine w/in the last 12 months

r Yes r No

Eye Exam w/in the last 12 months
Yes No

- -

r

=

Unabletodo/needhelp

Unabletodo/needhelp

Unabletodo/needhelp

Unabletodo/needhelp

Unabletodo/needhelp

Unabletodo/needhelp

Unabletodo/needhelp

Unabletodo/needhelp

Unabletodo/needhelp

No, doctor advised againstit

No, doctor advised against it
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Blood in stool test w/in the last 12 months

I Yes - No - No, doctor advised againstit

Pneumonia Vaccine

|— Yes - No - No, doctor advised againstit

Shingles Vaccine

. Yes - No - No, doctor advised againstit

Whooping Cough Vaccine
I Yes I No I No, doctor advised againstit

Colonoscopyw/inthelast10years

I— Yes - No

Ifyes,whenandwhere?

Sigmoidoscopy w/in the last 5 years

I— Yes I— No

Ifyes,whenandwhere?

Cologuard w/in the last 3years

r Yes r No

Mammogram

Yes No No, doctor advised against it N/A
ISl mi N 9 n

If N/A, please explain

Medical Conditions
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Asthma

Yes No
- r
Cancer

Yes No
- r

If Yes, specify type

Diabetes

Yes No
- -

Depression/Anxiety

Yes No
- r
Hepatitis

Yes No
I -

Kidney Failure/Disease
Yes No

- r

High Blood Pressure/Hypertension
Yes No

- r

Congestive Heart Failure

Yes No
- r
COPD/Emphysema

Yes No
- r
Stroke

Yes No
- r

Vision issues

Yes No
- -

Yes, in the past but nolonger

-

Yes, in the past but nolonger

Yes, in the past but nolonger

O

Yes, in the past but nolonger

Yes, in the past but nolonger

Yes, in the past but nolonger

Yes, in the past but nolonger

Yes, in the past but nolonger

Yes, in the past but nolonger

Yes, in the past but nolonger

Yes, in the past but nolonger
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Hearing issues
™ Yes [~ No " Yes, in the past but nolonger

High Cholesterol
[~ Yes [~ No [~ Yes, in the past but nolonger

Have you ever used or currently using any of the following equipment?

Oxygen

[~ Yes [T No [T Have in the past
C-PAP

[~ Yes [T No [T Have in the past
Nebulizer

[~ Yes [T No [T Have in the past
Walker

[ Yes [T No [T Have in the past
Wheelchair

[~ Yes [~ No [~ Have in the past
Hospital Bed

[~ Yes [~ No [T Have in the past
Cane

[~ Yes [~ No [~ Have in the past
Hearing aid

I Yes - No r Have in the past

Glasses/Contact Lenses

I Yes r No I Have in the past
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Other medical devices

Yes No Have in the past

Specify type of other medical device

Doyou have a livingwill/advanceddirective? (Documentsthat makesyour health care wishesknown)

Yes No Don'tremember

Wouldyou like for usto schedule your Annual Wellness Visit with your PCP?
Yes No

Thank you for taking the time to complete.

Please mail back to: 929 Gessner Road, Suite 1500, Houston, TX 77024 or email
to: MHHealthSolutionsCaseMgmt@memorialhermann.org

Memorial Hermann Advantage HMO is provided by Memorial Hermann Health Plan, Inc., a Medicare Advantage organization with a
Medicare contract. Enroliment in this plan depends on contract renewal. Memorial Hermann Advantage complies with applicable Federal
civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability or sex. ATENCION: Si habla espafiol,
tiene a su disposicion servicios gratuitos de asistencia linglistica. Llame al 855.645.8448.
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