<<Miscellaneous: Practice Letterhead>>
45 Year Old Health Check (Item 717)

Date:


<<Miscellaneous: Date>>

Patient's Name:
<<Patient Demographics: First Name>> <<Patient Demographics: Surname>>

Address:


<<Patient Demographics: Full Address>>
Phone:


<<Patient Demographics: Phone (Home)>>

Date of Birth:

<<Patient Demographics: DOB>>

Patient Eligibility
Patient is aged 45-49 years inclusive and is at risk of developing a chronic disease.  At least one risk factor must be identified.  Patient is not an admitted patient of a hospital or day hospital facility.  Patient has not previously received a health check under item 717.  If unsure whether the patient has received a health check under item 717, please phone Medicare Australia on 132 011.

Lifestyle Factors
Patient History
History List:
<<Clinical Details: History List>>
Smoking:
<<Clinical Details: Smoking>>

Alcohol:
<<Clinical Details: Alcohol>>

Social History:
<<Clinical Details: Social History>>

Family History:
<<Clinical Details: Family History>>

Nutrition:
Exercise:
Biomedical Risk Factors
Investigation Results:
<<Summary: Investigation Results (All)>>
Cholesterol:
Blood Pressure:
Weight:

   Height:
             BMI Calculation:
        Waist Circumference:  

Fasting Blood Glucose:

Fasting Blood Lipids:

Pap smear:

<<Clinical Details: Pap Smears>>

Health Assessment

Medication:
<<Clinical Details: Medication List>>
Immunisation:
<<Clinical Details: Immunisation List>>

Urinalysis:
Sexual & Reproductive Health Examination:

Examination/ Observations:

Medical Support:










          Yes or No

· Have you seen any other doctor/ specialist in the last six months?


· Do you get regular health care from any other source


(Allied Health/ Pharmacist/ Alternative/ Other)

Social Support:
· In the last four weeks was there anyone available to help you if you 

     wanted or needed help?

     (Paid/ Unpaid/ Volunteer/ Adequacy)

· Are you responsible for caring for someone else?

· Do you receive any community services?

    (Meals on Wheels/ 'Home Help' etc)

· Do you need any community services?

    (Transport/ dressing/ bathing/ housework/ shopping/ meals/ telephone/ 

    garden other)

Personal Wellbeing Assessment:
· In the last four weeks, have you been troubled by problems such as 

     feeling anxious or very unhappy?

· Do you sometimes have difficulty sleeping?

· Have you had any problems with continence?

     (bowels/ urine/ related to coughing or sneezing)

· Do you experience any problems with your feet?

Home Safety Assessment: 








           Yes or No

· Can you easily get up from seats and lounge chairs?

· Can you easily get in and out of bed?

· Can you reach and switch on a light from your bed?

· Do you have floor mats and are they fixed safely?

· Do you use slip resistant mats in the bathroom?

· Arthritis - do you have any problems with handles lifting etc?

· Are there stairs/ steps that you have difficulty with?

· Do you need grab rails in your bathroom/ toilet/ entry/ stairs/ steps/ other?

Personal Mobility Assessment:
· Can you bend and kneel?

· Can you climb a full flight of stairs?

· Can you walk one hundred meters?

· Can you bath and dress yourself?

· Have you had a fall in the last three months?

Personal Nutrition Assessment:

· Do you eat three meals a day?

· Do you eat fruit and vegetables most days?

· Do you eat dairy most days?

· Do you have six or more cups of fluid most days?

· Do you have problems swallowing, eating or your teeth?

· Do you have any health problems that affect the kind of food you eat?

· Do you always have enough money for food?

· Have you lost or gained five kilos or more within the last six months

     and if so for what reasons?

Psychological Assessment:
Memory

Folstein MMSE                         /30

Depression (Y/ N)

Recommendations:

Actions:

Education/ Counseling or Advice: (Y/ N)

Self Management: (Y/ N)

Initiation of Treatment: (Y/ N)

Referrals: (Y/ N)

Doctor:
<<Doctor: Name>>



<<Doctor: Qualifications>>



<<Doctor: Provider Number>>

Patient Consent:
I, <<Patient Demographics: Full Name>>, understand what this health check involves and give consent for this health check to be undertaken.

Patient Signature:
