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The Asheville Project®

Multi-Program Health Assessment

Please fill out this form and bring with you to your first appointment with your pharmacist.
Check all that Apply:             ( Diabetes      ( Cardiovascular Disease      ( Asthma      ( Depression
Patient Name: ___________________________________   Phone Number: _______________________
Date of Birth:  ________________________ E-Mail Address___________________________________
Primary Care Physician: ___________________________________ Phone Number: ________________

Specialist: ______________________________________ Phone Number:_________________________

Allergies/Drug Intolerances___________________________________________________________________
Past Medical History:
DO YOU HAVE, OR HAVE YOU EVER BEEN TOLD THAT YOU HAD:

(Circle)

Yes     No      Heart disease (heart attack, angina, heart surgery, arrhythmia, congestive heart failure)

Yes     No      Diabetes

Yes     No      Allergies or Sinusitis

Yes     No      COPD (emphysema or chronic bronchitis)

Yes     No      Reflux or Stomach Ulcers
Yes     No      Lung disease

Yes     No      High blood pressure
Yes     No      Low potassium
Yes     No      Thyroid problems

Yes     No      Kidney problems
Yes     No      Cancer
Yes     No      Lupus
Yes     No      Liver or gallbladder trouble

Yes     No      Head trauma

Yes     No      Osteoporosis

Yes     No      Arthritis or Gout
Yes     No      Stroke or TIA

Yes     No      Migraine Headaches

Yes     No      Seizures

Yes     No      Anxiety disorder, panic attacks

Yes     No      Depression
Yes     No      Mental Illness/Psychiatric Treatment
Yes     No      Glaucoma, macular degeneration or other eye problem

Yes     No      Other.  Describe: ________________________________________________

Yes     No      Serious infections.  Describe: ______________________________________
Current Medications (include over-the-counter medicines and herbal remedies):

	DRUG
	DOSE
	DIRECTIONS
	PRESCRIBING DOCTOR
	USED FOR?
	STARTED

WHEN ?

	1


	
	
	
	
	

	2


	
	
	
	
	

	3


	
	
	
	
	

	4


	
	
	
	
	

	5


	
	
	
	
	

	6


	
	
	
	
	

	7

	
	
	
	
	

	8


	
	
	
	
	


Have you ever had any problems with your medication (explain)?
Health History:

	List any hospitalization(s) or ER visits for treatment of any illness in the last 12 months. (Dates/reasons/duration/outcome)


	List any physician office visits related to your condition for the last 12 months.
( Diabetes ( Cardiovascular ( Asthma ( Depression

(Date/reason/outcome)




Lab Values (Complete if known):

	MOST RECENT LAB VALUE
	DATE/TIME
	RESULT

	Blood Pressure
	
	

	Total Cholesterol
	
	

	LDL
	
	

	HDL
	
	

	Potassium
	
	

	Triglycerides
	
	

	Serum Creatinine
	
	


Diet/Nutrition:

	Current Height?                                                Current weight?

	Any recent weight changes?                               

(Describe)

	Any recent changes in your appetite?

(Describe)



	Do you follow any special diet plan, such as a low-sodium diet? Do you have any food allergies (shellfish, peanuts, etc,)

	Other diet plans previously followed               

(Plan/Reason for termination)



	Have you ever met with a dietitian to discuss a diet plan?

( NO            ( YES            If you see a dietitian regularly:    name: ___________________________________

                                                                                                  phone:___________________________________                                                                          

	Do you drink alcoholic beverages?                                   
( No, I do not drink alcohol.     
( Yes, I drink no more than 7 drinks per week.            
( Yes, I drink more than 7 drinks per week.           


Exercise/Lifestyle Plan:

	Do you have a regular exercise schedule? 

· NO

· YES     (Type and Frequency):  

	Are you exercising more or less than a year ago?    ( MORE     ( LESS (Why?)

	What things keep you from exercising?



	Do you smoke?

( No, I have never smoked.

( No, I am not a current smoker and I quit greater than 6 months ago.

( No, I am not a current smoker and I quit within the past 6 months.

( Yes, I currently smoke.


Self Care:

	Eye Care

	Why is it important to have your eyes 

examined on a yearly basis?
	Date of last eye exam:

Ophthalmologist name/phone:



	What problems are you having with your vision?


	Any problems with the following in your vision

( Spots                                                 (  Patches

( Areas of no vision                            ( Blurry vision

( Other (Describe)

	Dental Care

	Why is it important to take care of your teeth and gums?
	Last dentist visit: ____________________________________

Dentist name/number: ________________________________

	What problems are you having with your teeth or gums?



	Other

	Do you get an annual Flu vaccine? (date)
	Have you had a Pneumonia vaccine? (date)




Diabetes History:  (Complete this section if you are participating in the Diabetes Program)

	When you were initially diagnosed with diabetes?


	Do you see a Diabetes Specialist or Endocrinologist?

(if yes, list name and contact information)

	Does anyone in your family have diabetes?

(if yes, list relationship)


	Do you wear a diabetes alert bracelet or necklace or carry a diabetes alert pocket card?


Diabetes Education:

	Any previous diabetes education?    ( NO     ( YES      (When)___________________

                                                                                         (Where)__________________



	What is the most difficult part of having diabetes?


	Do you believe your family members understand the conditions of your diabetes?

( YES

( NO  (why not?)



	Do you belong to any diabetes associations or support groups?                                                                                      

( NO     (  YES (organizations)


Insulin Regimens:    ( I am not currently taking insulin.
	
	BREAKFAST
	LUNCH
	DINNER
	BEDTIME

	Time
	
	
	
	

	Insulin Type
	
	
	
	
	
	
	
	

	Dosage (units)
	
	
	
	
	
	
	
	

	Number of

Missed doses
	
	
	
	

	Do you administer your own insulin?

If not, who administers your insulin?
	Syringe size:

Needle size:

How do you dispose of used syringes?



	Are you having any problems with your insulin?


	Describe what is meant by rotating sites?



	How do you store your insulin?


	How do you carry your insulin?




Blood Glucose Monitoring:

	How do you check your blood glucose levels? 

(  Do not test

(  Visual (test name)________________

( Urine test (test name) _____________

( Blood Glucose Monitor                                                                                                   (meter name):______________________             
	How often do you monitor your blood sugars?                                                                                                                               (Tests per day)


	What do you like about it?

What do you dislike about it?

Are you having any problems/difficulties with the meter? (Describe)

	Based on the results you get from your meter,      

what do you consider to be high, normal, and              HIGH:_______    NORMAL:_______  LOW:_______

low sugar values?                                                 


Hypoglycemia Awareness:        
	Have you ever experience low blood sugars?       

( NO

(YES (date of last episode):____________
(How often does this occur?):___________               
	Which of these symptoms have you experienced?

· Shakiness/trembling 

· Tiredness

· Confusion/Disorientation

· Hunger

· Irritability

· Sweating

· Increase heart rate

· Faintness or fainted

· Nausea/vomiting


· Drowsiness/weakness

	How do you usually treat this?




Sick Day Care:

	How do you take care of your 

Diabetes when you are ill?
	How often do you miss doses of 

your medication while you are sick?



	How often do you monitor your blood sugar when you are ill?


	How often do you check your urine for ketones?


Additional Self Care for Diabetes:

	Foot Care

	Why is it important to check your feet on a regular basis?


	How often do you inspect your feet?



	What type of care do you do for your feet?

· Moisturize

· Keep toe nails trim

· Clean and dry feet 

· Daily inspection

· Always wear shoes, no bare feet
	Are you having any problems with your feet?



	Do you see a podiatrist for foot care?   ( NO   ( YES  (Doctor’s name/phone):__________________________


Medication(s) you have previously used to treat your diabetes:

	Name of Medication
	Reason Stopped

	
	

	
	

	
	

	
	

	
	

	
	


Blood Pressure Monitoring:   (Complete this section if you have high blood pressure or high cholesterol)
	How do you usually check your blood pressure? 

 (    Do not check
 (    Checked when I go to the doctor’s office
(    Checked at my local pharmacy
·  Checked by a nurse
 (    Self-Monitor with a Blood Pressure Monitor                                                                                                   (meter name):_____________________________             
	How often do you monitor your blood pressure or have someone monitor your blood pressure?                                                                                                                               



	If you are self-monitoring your blood pressure, please describe any problems/difficulties you are having? (Describe)



	Based on your usual blood pressure results, what do you consider to be YOUR high, normal, and low blood pressure values?     (Example: 120/80)

LOW: ___________/_________      NORMAL:___________/__________  HIGH:___________/__________                

         top number/bottom number                        top number/bottom number             top number/bottom number   

List only if you have a tendency to   List your target or what you consider to       When your pressure is “up”, 

have low blood pressure.                  Be a normal blood pressure for you.            what does it read?
                                                   


Blood Pressure Awareness:

	Have you ever experienced low blood pressure?       

( NO

(YES (date of last episode):______________
(How often does this occur?):____________________________________________

 Describe what happens when your pressure is low: ____________________________________________________________________           
   

	How do/did you manage this?




Hypertension and Cholesterol Education:

	Have you received any education about your high blood pressure or cholesterol?             ( NO     ( YES      
If yes, was the education provided by                   ( Your physician

                                                                               ( Written materials.  Describe _________________________

                                                                               ( Self (internet, books or other). Describe ________________
                                                                               ( Other. Describe ___________________________________



Asthma:  (Only complete this section if you are participating in the Asthma Program)
	When were you diagnosed with Asthma?


	Do you see an Allergist or Pulmonologist?

(if so please list name and contact information)

	Do you have an Asthma Action Plan?           If yes, do you use it?


	Do you have a Peak Flow Meter?               If yes, do you use it and how often?

	
	


	Are you satisfied with your Asthma control?

                                                       Circle one (
	Very satisfied
	Somewhat satisfied
	Dissatisfied
	Very dissatisfied

	If you feel your asthma is not well controlled what would you say are some REASONS? 

     check all that apply …. ( 

comments : 

____________________________________
	having breathing trouble more often 
                     ______ 

having trouble functioning at work                         ______

physical activity causes problems
                ______

using my inhaler too often
             
   ______

problems sleeping 'my asthma wakes me up'
       ______

stress/emotional troubles
             
   ______

problems controlling things in my home 

that trigger my asthma                                           ______

problems controlling things  at work/school 

that trigger my asthma                                           ______

other: _______________________________      ______



	We would like to know how your asthma is affecting your life:

How often IN THE LAST SIX MONTHS have these things happened?

	# lost school or work days due to asthma
______

# doctor visits due to asthma 
______

# emergency care visits due to asthma
     ______

# of hospital admissions due to asthma
______

# of times I have had to take a steroid 
 by mouth or by injection to help control 
 my asthma symptoms                                   ______

	In the LAST 4 WEEKS how has your asthma affected your PHYSICAL ACTIVITY at work or home?   (circle one)
	All of the time

1
	Most of the time

2
	Some of the time

3
	A little of the time

4
	None of the time

5

	In the LAST 4 WEEKS how often have you had  shortness of breath?  (circle one)
	More than once a day

1
	Once a day

2
	3 to 6 times a week

3
	Once or twice a week
4
	Not at all

5

	In the LAST 4 WEEKS, how often have you had asthma symptoms that woke you up at night or earlier than usual in the morning?   (circle one)
	4 or more nights a week
1
	2 or 3 nights a week
2
	Once a week
3
	Once or twice
4
	Not at all
5

	In the LAST 4 WEEKS how often have you had to use your nebulizer or rescue inhaler (such as albuterol)?  (circle one)
	3 or more times per day
1
	1 or 2 times per day
2
	2 or 3 times per week
3
	Once a week or less
4
	Not at all
5


	In the LAST 4 WEEKS, how would you you’re your asthma control?    (circle one)
	Not controlled at all

1
	Poorly controlled

2
	Somewhat controlled

3
	Well Controlled

4
	Completely controlled

5

	        (< 20 = not controlled)  Total:      _________ =  ___________+  _________ + _________ + _________ + _________


Depression:  (Complete this section only if you are participating in the Depression Program)
History of Depression:

	Date initially diagnosed:
	Length of treatment:

	Have you experienced periods since the date above when you were able to stop treatment/medication?           



	Approximate Date Treatment Started
	Medication
(Name and dose)
	Therapist
(frequency)
	Approximate Date Treatment Stopped

	
	
	
	

	
	
	
	

	
	
	
	

	List any hospitalization(s) or ER visits for treatment of depression.
 (Dates/reasons/duration/outcome)

	List any physician office visits related to your depression for the last 12 months.
(Date/reason/outcome)

	Do you have a family history of depression or mental illness?        ( Yes       ( No

If yes, please explain.


	Have you had electroconvulsive therapy (ECT) before?       ( Yes      ( No

If yes, when was last treatment?
                                                                                                                     

	Do you feel like you have a high amount of stress in your life?       ( Yes             ( No
If so, how do you manage it?


	Identify things in your life that cause you stress? (work, family, health, etc.)



	Are you a member of any support groups or do you have ample support from friends and family?  (explain)


	What activities do you engage in for relaxation?



	What activities/hobbies do you engage in for pleasure?




Signs/Symptoms of Depression:

	Over the last 2 weeks, how often have you been bothered by any of the following problems?


	Not at all
	Several Day
	More than half the days
	Nearly every day

	1. You have had little interest or pleasure in doing things.
	
	
	
	

	2. Feeling down, depressed, or hopeless
	
	
	
	

	3. Trouble falling or staying asleep, or sleeping too much
	
	
	
	

	4. Feeling tired or having little energy
	
	
	
	

	5. Poor appetite or overeating
	
	
	
	

	6. Feeling bad about yourself — or that you are a failure or

have let yourself or your family down
	
	
	
	

	7. Trouble concentrating on things, such as reading the

newspaper or watching television
	
	
	
	

	8. Moving or speaking so slowly that other people could have

noticed? Or the opposite — being so fidgety or restless that

you have been moving around a lot more than usual


	
	
	
	

	9. Thoughts that you would be better off dead or of hurting

yourself in some way
	
	
	
	

	SCORING FOR USE BY STUDY PERSONNEL ONLY


	0
	(total) x       1 = ____
	(total) x       2  = ____
	(total) x       3 = ____

	
	0
	+______
	+ ______
	+______

	If you checked off any problems, 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? (circle one)
	
	= Total Score:
	

	Not difficult at all
	Somewhat difficult
	Very Difficult
	Extremely Difficult
	


Medication used in the past for depression:

	Name of Medication
	Reason Stopped

	
	

	
	

	
	

	
	

	
	




















1
Living Well
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