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o] e (e MOIN QLY METEIEN Because YOU are the one who knows

yourself best, we want you to be informed, involved participants in
your care. Studies show that people who are actively involved in making
decisions about their care are likely to have the best results. In all
aspects of your care, remember the following Speak Up steps, from the
Joint Commission on Accreditation of Hospital Organizations (JCAHO)*:

a peak up if you have questions or concerns. If you don’t understand, ask again. It's your
body and you have a right to know.

a ay attention to the care you are receiving. Make sure you're getting the right treatments
and medications by the right health care professionals. Don’t assume anything.

O [N=ducate yourself about your diagnosis, your testing procedures, and your treatment plan.

Q Pa'sk a trusted family member or friend to be your advocate.

o fanow what medications you take and why you take them. Medication errors are the most
common health care errors.

a se hospitals, clinics, surgery centers, or other types of health care organization that have
undergone rigorous on-site evaluations against established state-of-the-art quality and
safety standards, such as that provided by JCAHO.

a articipate in all decisions about your treatment. You are the center of the health care team.

1. Get focused and help us prioritize. Tell us your 3 biggest problems or concerns.

2. Please list any current medical problems

3. List any surgery you have had, including date when surgery was done

4. (For women) when was your last menstrual period?

SR NN l'GYy V Yes ¥ Quit Smoking ¥ Never Smoked Packs perday

If you smoke, we strongly recommend that you stop. Please ask for our information
on smoking cessation. You CAN do it, with help!

*Courtesy of Joint Commission on Accreditation of Healthcare Organizations, http://www.jointcommission.org/
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6. Do you drink alcohol? EATSRANG If yes, how much per week?

7. List allergies and medications (include over-the-counter and herbal drugs).

Allergies:

Drug Dose Taken how often? Last dose? Prescribing doctor?

8. Could any of your symptoms be medication related? Remember SODA:

Kide effects?

@ver dosage?

Erug Interactions?

Ellergy or ﬂdverse reactions?

O

0D O0O0o

9. What screening tests have you had done (eg, colonoscopy, mammography)?

10. Put an X in the box, if you have a family history of any of the following:

Q Cancer O Glaucoma
Q Heart disease Q Mental health problems
Q Diabetes Q Other

Q Hypertension
11. Children/ Pregnancies:
Number of living children you have: __ Number deceased:

For women, number of pregnancies you have had:
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12. Place an X in the appropriate box if you have any of the following:

CURRENT PAST
PROBLEM PROBLEM

Anxiety, depression, or mental health problems o) o)
Insomnia (difficulty sleeping) 5] 5]
5 E
Alcohol or drug dependence problems o) o]
5 5
Back pain 0 o)
5 5
Cancer (breast, prostate, other) 0 o)
3 3
Circulation problems/swelling feet or ankles d 5]
6 6
Weakness or fatigue o) o]
5 5
Diabetes 0 o)
5 5
Headaches 0 o)
3 3
Gynecological problems or pregnancy 5] 5]
6 6
HIV exposure or diagnosed virus presence o) o)
Infection or communicable disease exposure? o} o}
Travel that increases infection risk?
Medication management problems o) o)
Skin problems (rashes, lumps, moles, other) o) o)
Thyroid problems 0 o)
5 5
Bowel elimination problems 0 o)
3 3
Indigestion/acid reflux 5] 5]
0 0
Any other problems affecting your care? 3 o

Today’s date:

. Have you understood, and signed HIPAA-required privacy form(s)? y Yes y No

. Please print patient’s name here;

. Signature of person completing this form:

. If you aren’t the patient, what is your relationship to the patient?

ga A W N PP

. Do you have any other questions? y Yes y No

6. If appropriate, don't forget to ask about successful weight management, smoking cessation,
and substance (alcohol, drug) abuse programs. You CAN do it with help.

© 2006 R. Alfaro-LeFevre, All Rights Reserved” May duplicate for personal or student use only © 6161 SE Landing Way #9
4/15 Stuart " FL 34997 Phone: 772-220-6873 ~ Fax: 772-283-7772" www.AlfaroTeachSmart.com




