
 

Dear Community Care Patient, 

Current guidelines for preventive health services recommend screening for certain personal risk factors 

that may be associated with a person's lifestyle. Please take a few moments to answer these questions, 

which will help us to complete your overall health assessment. As with all of your personal health 

information, your answers will be strictly confidential. 

 

Patient Name ___________________________________    Date of Birth ________________ 

 

Date of Visit _____________________________

 

Directions: Please place an "x" in the box that represents your answer to each question 
 

For patients 18 years of age and older YES NO 

Do you smoke a pipe, cigarettes, or cigars or use chewing tobacco?   

Have you fallen in the past year?   

Do you feel unsteady or worry about falling?   

Do you ever feel unsafe at home?   

Are you in a relationship in which you have been physically hurt 01· felt threatened?   

-Have you had more than one sexual partner within the last six months?   

Do you follow a special diet?   

Do you exercise at least three times a week for twenty minutes or more?   

Do you have an Advanced Directive (Living Will, DNR, or HealthCare Proxy)?   

 

Answering the following questions will help us determine if you are due for certain health maintenance · 
and/or screening tests. Where applicable, please indicate the approximate date of when you last received 
the service listed below: 

 

For patients age 50 and over: Approximate date of last colonoscopy: 

For all women: Approximate date of last PAP test·: 

For women age 40 and over: Approximate date of last mammogram: 

For patients with Diabetes 

and all patients age 65 and 

over: 

Approximate date of last eye doctor visit: 

 Eye doctor's name: 

For women age 65 and over: Approximate date of last bone density scan: 

 Location: 

For all patients: Discuss your individual risk factors with your doctor to see if additional 
screening or screening at an earlier age is needed. 

Thank you for your responses. 

 





 

Name (Please Print)  DOB:  Date:    

 

Alcohol screening questionnaire (AUDIT) + 1 Question Drug Use 
We ask all patients about alcohol and drug use at least once a year. Both can affect your health and some 

medications you may take. Please help us provide you with the best medical care by answering the questions below. 
 

 
One drink equals: 

12 oz. 

beer 

5 oz. 

wine 

1.5 oz. 

liquor 

(one shot) 

 

 
1. How often do you have a drink containing alcohol? 

 
Never 

Monthly 
or less 

2 - 4 
times a month 

2 - 3 
times 

a week 

4 or more 
times a 
week 

2. How many drinks containing alcohol do you have on a 

typical day when you are drinking? 

 

0 - 2 
 

3 or 4 
 

5 or 6 
 

7 - 9 
 

10 or more 

3. How often do you have four or more drinks on one 

occasion? 

 
Never 

Less than 
monthly 

 
Monthly 

 
Weekly 

Daily or 
almost 
daily 

4. How often during the last year have you found that you 

were not able to stop drinking once you had started? 

 
Never 

Less than 
monthly 

 
Monthly 

 
Weekly 

Daily or 
almost 
daily 

5. How often during the last year have you failed to do 

what was normally expected of you because of 

drinking? 

 
Never 

Less than 
monthly 

 
Monthly 

 
Weekly 

Daily or 
almost 
daily 

6. How often during the last year have you needed a first 

drink in the morning to get yourself going after a heavy 

drinking session? 

 
Never 

Less than 
monthly 

 
Monthly 

 
Weekly 

Daily or 
almost 
daily 

7. How often during the last year have you had a feeling 

of guilt or remorse after drinking? 

 
Never 

Less than 
monthly 

 
Monthly 

 
Weekly 

Daily or 
almost 
daily 

8. How often during the last year have you been unable to 

remember what happened the night before because of 
your drinking? 

 
Never 

Less than 
monthly 

 
Monthly 

 
Weekly 

Daily or 
almost 
daily 

9. Have you or someone else been injured because of 

your drinking? 
No 

 Yes, but not in 
the last year 

 Yes, in the 
last year 

10. Has a relative, friend, doctor, or other health care 

worker been concerned about your drinking or 
suggested you cut down? 

 
No 

 
Yes, but not in 
the last year 

 
Yes, in the 
last year 

0 1 2 3 4 

Have you ever been in treatment for an alcohol problem?  Never  Currently  In the past   
 

None 1 or More 
 

How many times in the past year have you used an illegal drug or used a prescription 
medication for nonmedical reasons?” 
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