
	Today’s Date:
	Medical Record Number:

	(  Initial Preventive Physical Examination

      (Welcome to Medicare)(IPPE)

      G0402
	(  Initial Annual Wellness Visit (AWV) with 

      Personalized Prevention Plan Services     

       G0438
	(  Subsequent Annual Wellness Visit (AWV) with 

       Personalized Prevention Plan Services      

       G0439

	Patient Name:
	Date of Birth:
	(  Male

	
	
	(  Female

	Part B Effective Date 
	Date of IPPE or last AWV
	Gravida/para

	Is there a communications or language barrier:     ( No    (  Yes, please describe
	LMP

	Interpreter or other accommodation provided today.  Please describe:
	Year of Menopause

	

	SOCIAL HISTORY

	Currently use tobacco products (  No   (  Yes
	Type Used
	Frequency
	(  Exposed to 2nd  

      hand smoke

(  Never used
	(  Prior tobacco user

(  Quit date:

	Alcohol use – (  Never use 
	(  Occasionally - Describe
	(  Daily - Describe

	Caffeine consumption - ( Never use
	(  Occasionally - Describe
	(  Daily - Describe

	Drug Abuse - ( Never
	(  Occasionally - Describe
	(  Daily - Describe
	(  Prior drug user

(  Quit date:

	Occupation
	(  Single         ( Married

	Exercise - ( Never
	(  Occasionally - Describe
	(  Weekly - Describe
	(  Daily - Describe

	Living Arrangements - ( At home
	( Assisted Living
	( With a relative
	( Other - Describe

	

	FAMILY HISTORY

Use ( to indicate positive history

	
	Self
	Father
	Mother
	Sisters
	Brothers
	Grandmother
	Grandfather
	Daughters
	Sons

	Deceased (age at death)
	XXXX
	
	
	
	
	
	
	
	

	Hypertension
	
	
	
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	
	
	

	Kidney Disease
	
	
	
	
	
	
	
	
	

	Thyroid Disease
	
	
	
	
	
	
	
	
	

	High Cholesterol
	
	
	
	
	
	
	
	
	

	Diabetes Mellitus Type I or II
	
	
	
	
	
	
	
	
	

	Alcoholism
	
	
	
	
	
	
	
	
	

	Liver Disease
	
	
	
	
	
	
	
	
	

	Depression
	
	
	
	
	
	
	
	
	

	Manic Depressive Disorder
	
	
	
	
	
	
	
	
	

	Colon or Rectal Cancer
	
	
	
	
	
	
	
	
	

	Breast Cancer
	
	
	
	
	
	
	
	
	

	Other Cancer:
	
	
	
	
	
	
	
	
	

	Other:
	
	
	
	
	
	
	
	
	

	Other:
	
	
	
	
	
	
	
	
	

	Other:
	
	
	
	
	
	
	
	
	

	Other:
	
	
	
	
	
	
	
	
	

	Other:
	
	
	
	
	
	
	
	
	

	Other:
	
	
	
	
	
	
	
	
	

	

	Provider’s legible signature
	Date of Signature/Review
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	Today’s Date:
	Medical Record Number:

	Patient Name:
	DOB:

	

	PERSONAL MEDICAL HISTORY

	Hospitalizations since last visit
	Reason for hospitalization
	Attending Physician
	Facility
	Date of hospital visit
	Past surgeries (include date and description of any complications

	(  No   (  Yes
	
	
	
	
	

	(  No   (  Yes
	
	
	
	
	

	(  No   (  Yes
	
	
	
	
	

	(  No   (  Yes
	
	
	
	
	

	(  No   (  Yes
	
	
	
	
	

	

	ALLERGY LIST

	ALLERGY
	TYPE OF REACTION

	
	

	
	

	
	

	
	

	
	

	

	PROBLEM LIST

	Chronic Problems
	Date Added
	Managing Physician (If Other)
	Date Updated
	Initials

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	

	Acute Problems
	Date Added
	Managing Physician (If Other)
	Date Updated
	Initials

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	

	Legible signature and credentials of individual completing  this page (if other than provider)
	Date
	Provider’s legible signature
	Date of signature/reviewed

	1.
	
	
	

	2.
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	Today’s Date:
	Medical Record Number:

	Patient Name:
	DOB:

	

	MEDICATION LIST

If noted elsewhere in the chart, indicate location: _______________________________________________

	List herbal & vitamin supplements, over the counter drugs, 
substances of abuse
	Date started
	Date stopped
	Rx meds (include any samples given)
	Dose
	Frequency
	Route of admin
	Date started
	Date stopped

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	

	OTHER PHYSICIANS AND PROVIDERS OF CARE

This documentation is not required for Initial Preventive Physical Examination

	Name and specialty/provider type
	Type of Care
	Date discontinued

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	

	Legible signature and credentials of individual completing   this page (if other than provider)
	Date
	Provider’s legible signature
	Date of signature/reviewed

	1.
	
	
	

	2.
	
	
	

	3.
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