
 

 

Annual Wellness Visit Questionnaire 
  

Name:   Date of Birth:  /  /   

Today’s date:  /  /   

Please complete this survey before seeing your doctor or nurse. Your response will help us deliver the best care possible. 

Section 1: Fall Risk Screening 

1. Have you fallen in the last 6 months? 
 

□ No □ Yes 

2. Do you have difficulty with walking or balance? 
 

□ No □ Yes 

3. Do you use any assistive devices for walking (for example, a cane or walker)? 
 

□ No □ Yes 

Section 2: Depression Screening – PHQ-9 

1. In the past two weeks, how often have you felt little interest or pleasure in doing things? 
 

□ Not at all (0) □ Several Days (1) □ More than half the days (2) □ Nearly every day (3) 

2. In the past two weeks, how often have you felt down, depressed, or hopeless? 
 

□ Not at all (0) □ Several Days (1) □ More than half the days (2) □ Nearly every day (3) 

3. In the past two weeks, how often have you had trouble falling or staying asleep, or sleeping too much? 
 

□ Not at all (0) □ Several Days (1) □ More than half the days (2) □ Nearly every day (3) 

4. In the past two weeks, how often have you felt tired or had little energy? 
 

□ Not at all (0) □ Several Days (1) □ More than half the days (2) □ Nearly every day (3) 

5. In the past two weeks, how often have you had a poor appetite or overeating? 
 

□ Not at all (0) □ Several Days (1) □ More than half the days (2) □ Nearly every day (3) 

6. In the past two weeks, how often have you felt bad about yourself or your family? 
 

□ Not at all (0) □ Several Days (1) □ More than half the days (2) □ Nearly every day (3) 

7. In the past two weeks, how often have you had trouble concentrating on things, such as reading the newspaper or 
watching television? 

□ Not at all (0) □ Several Days (1) □ More than half the days (2) □ Nearly every day (3) 

8. In the past two weeks, how often have you experienced moving or speaking so slowly that other people could have 
noticed? Or in contrast, you have been so fidgety or restless that you have been moving around a lot more than usual? 

□ Not at all (0) □ Several Days (1) □ More than half the days (2) □ Nearly every day (3) 

9. In the past two weeks, how often have you had thoughts that you would be better off dead or thoughts of hurting 
yourself in some way? 

□ Not at all (0) □ Several Days (1) □ More than half the days (2) □ Nearly every day (3) 

10. If you checked off having any of the problems in Section 2, how difficult have these problems made it for you to do your 
work, take care of things at home, or get along with other people? 

□ Not difficult at all □ Somewhat difficult □ Very difficult □ Extremely difficult 
 

Total Score:   
Depression Scoring: 1-4 Minimal 5-9 Mild 10-14 Moderate 15-19 Moderately Severe 20-27 Severe 



 

 

Name:   Date of Birth:  /  /   

Section 3: Functional Status Assessment 

Assign 1 or 0 points per activity based on patient’s level of functioning. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Put a check in the box that resembles the patient’s highest functional level. Score points (1 or 0) associated with that box. 



Name:   Date of Birth:  /  /   
 

 

 

Section 4: Home Safety Questionnaire 

1. When you walk through a room, do you have to walk around furniture? 
 

□ Yes □ No 

2. Do you have throw rugs on the floor? 
 

□ Yes □ No 

3. Do you have to walk over or around cords or wires (like cords from lamps, extension cords, or telephone cords)? 
 

□ Yes □ No 

4. Are papers, shoes, books, or other objects on the stairs, or are some steps broken or uneven? 
 

□ Yes □ No 

5. Are you missing a light over the stairway or is it burned out? 
 

□ Yes □ No 

6. If you have handrails, are the handrails loose or broken? 
 

□ Yes □ No 

7. If the steps are carpeted, is the carper loose or torn? 
 

□ Yes □ No 

8. In your kitchen, are the things you use often on high shelves? 
 

□ Yes □ No 

9. If you have a step stool, is your stool unsteady? 
 

□ Yes □ No 

10. In the bedroom, is the light near the bed hard to reach? 
 

□ Yes □ No 

11. Is the path from your bed to the bathroom dark? 
 

□ Yes □ No 

12. In the bathroom, is the tub or floor slippery? 
 

□ Yes □ No 

13. Do you need some support when you get in and out of the tub or up from the toilet (grab bars, etc.)? 
 

□ Yes □ No 

14. Do you have working smoke detectors in your home or apartment? 
 

□ Yes □ No 

15. Do you regularly change the batteries in your smoke detectors? 
 

□ Yes □ No 

16. If you have a space heater, is it far away from flammable object? 
 

□ Yes □ No 

17. Is there a phone in your bedroom? 
 

□ Yes □ No 

18. Do you have a fire exit plan? 
 

□ Yes □ No 



Name:   Date of Birth:  /  /   
 

 

 

Section 5: Health Risk Assessment 

1. During the last 4 weeks, has your physical/emotional health limited your social activities? 
 

□ Yes □ No 

2. During the last 4 weeks, was someone available to help you if you needed/wanted help? 
 

□ Yes □ No 

3. During the last 4 weeks, how would you rate your health in general? 
 

□ Excellent □ Very Good □ Fair □ Poor 

4. Do you always fasten your seatbelt when you’re in the car? 
 

□ Yes □ No 

5. How often during the last 4 weeks have you been bothered by any of the following problems? 
a. Sexual problems 

 

□ Not at all □ Rarely □ Sometimes □ Frequently 
b. Trouble eating well 

 

□ Not at all □ Rarely □ Sometimes □ Frequently 
c. Teeth or denture problems 

 

□ Not at all □ Rarely □ Sometimes □ Frequently 
d. Tiredness or fatigue 

 

□ Not at all □ Rarely □ Sometimes □ Frequently 

6. Do you exercise for about 20 minutes three or more days per week? 
 

□ Yes □ No 

7. Have you been given any information to help you keep track of your medications? 
 

□ Yes □ No 

8. Are you confident that you can control/manage most of your health problems? 
 

□ Yes □ No 

Section 6: Pain Assessment 

1. During the past four weeks, how much bodily pain have you had? 
 

□ No pain □ Very mild pain □ Mild Pain □ Moderate Pain □ Severe Pain 
If any pain, please describe:  

Section 7: Tobacco Use 

1. Are you a current smoker? (This includes smoking cigarettes or cigars, using e-cigarettes, or vaping) 
 

□ No – never smoker □ No – former smoker 
Year I quit: 

□ Yes, current smoker 
Specify type and frequency: 

2. Do you use smokeless tobacco, such as dip or chewing tobacco? 
 

□ No □ Yes, current user - Specify type and frequency: 
 

3. If you are a current smoker or user of smokeless tobacco, would you be interested in quitting? 
 

□ Yes □ No □ Not a current smoker 

 



Name:   Date of Birth:  /  /   
 

 

 

Are there any other concerns or questions you’d like to discuss at your appointment? 
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