RACGP Annual EPC Health Assessment Form



Section A must be completed under supervision prior to GP medical assessment. Questions must be discussed with the patient. Pages 1 – 3 are essential components to the EPC Annual Health Assessment. Pages 4 & 5 are optional, providing additional information if required.

GP/LMO Name: ………………………………………………………………………………………………………………………………………………………………………………………...

Address:    ………………………………………………………………………………………………………………………………………………………………………………………………………

Phone:       ………………………………..………Fax: ………………………………..…………Email………………………………………………………………………..……………..

Following completion of this Health Assessment fill in the details below:

Date of Assessment: ………/………/……. GP Name (please print):………………………………………………………………………………………………..……

GP Signature: ……………………………………………………………………………………………………………………………………………………………………………………….………..

Relevant MBS Item:

General Population 75+
(  Patient’s Home 702
 
(  Practice 700

Aboriginal or Torres Strait Islander 55+
(  Patient’s Home 706

( Practice 704 

1. General

Are you living:  ( Alone
          (  As a couple
    (  With others

In general, would you say your health is:  (  Excellent
( Very Good
 ( Good        ( Fair     ( Poor

2. Social Support

During the last 4 weeks was someone available if you needed or wanted help? For example, if you:

	· Felt very nervous
	· Needed help with daily chores

	· Got sick and had to stay in bed
	· Needed help just taking care of yourself

	· Needed someone to talk to
	


( Yes, as much as I needed
( Yes, quite a bit     ( Yes, some      (Yes, a little       ( No, not at all

Do you provide any unpaid care or assistance for another person?         (Yes
          ( No

Do you receive any unpaid care or assistance from a family member or other person?  ( Yes
   (  No

If yes, what is their relationship to you?    Please specify………………………………………………………………………………………….……………
…………………………………………………………………………………………………………………………………………………………………………………………………………………………..
Would you be happy for this person to participate in any part or all of this Assessment? ( Yes
   (  No

Would you agree to this person receiving a copy of the summary of the Assessment?     ( Yes
   (  No

Which of the following community services do you currently receive?

	( Day Care
	( Respite Care

	( HACC – Home Care
	( Community Nursing

	( CACP – Community Package
	( Veterans Home Care

	( Meals on Wheels
	( Podiatry

	( Physiotherapy
	( Other


Carer needs assessment offered?   ( Yes             ( No

Carer agrees to referral to Carer Respite Centre?  (Yes
   (No

3. Mobility

	Do you have difficulty with any of the following?
	None
	A little
	A lot

	Climbing one flight of stairs?
	
	
	

	Bending, kneeling or stooping?
	
	
	

	Walking 100 metres?
	
	
	

	Bathing or dressing yourself?
	
	
	

	Comments:


4. Immunisations

When did you last have immunisation for:

	
	Date last administered
	Comments
	Indicated

	Influenza
	
	
	

	Pneumococcus
	
	
	

	Tetanus
	
	
	

	Comments:


5. Home Safety

	
	Yes
	No

	Can you get up from a lounge chair easily?
	
	

	Can you get in and out of bed easily and safely?
	
	

	Can you switch a light on easily from your bed?
	
	

	Are your loose mats securely fixed to the floor?
	
	

	Do you use slip resistant mats in the bath/bathroom/shower recess?
	
	

	Can you carry meals easily and safely from the kitchen to your dining area?
	
	

	Do you have difficulty gripping utensils/handrails?
	
	

	Are the edges of the steps/stairs easily identifiable?
	
	

	Have you had a fall of any type or cause inside/outside the home in the past 
3 months? If so under what circumstances?  (Blackout    (Poor Vision    (Loss of balance  (Accident


   Other ?………………………………………………………………………………………………………………………………………………………………………….………………………………

6. Feelings

During the past 4 weeks have you felt anxious, depressed, irritable, downhearted or blue?

( Not at all (1)   (Slightly (2)
(Moderately (3)
(Quite a bit (4)     (Extremely (5)

7. Continence

	Female
	No
	Yes
	Times in 24 hrs

	Do you pass urine when you cough or sneeze?
	
	
	

	Do you pass urine if unable to get to the toilet in time?
	
	
	

	Have you had vaginal bleeding or staining on your underwear?
	
	
	

	
	
	
	

	Male
	
	
	

	Do you have problems starting the urinary system?
	
	
	

	Do you have dribbling after passing urine?
	
	
	

	Do you pass urine accidentally?
	
	
	

	Have you passed blood in your urine?
	
	
	

	How many times do you get up to pass urine at night?
	
	
	times


Faecal Continence

Do you pass faeces accidentally?
   (No
 (Yes      Times in 24 hours?……………….

Has your bowel habit changed in the past 12 months?
(No    
(Yes  

Describe:………………………………………………………………………………………………………………………………………………………………………………………………………...

8.   Past History

Have you suffered any serious illness or had an operation in the past?

	Year
	Illness or operation
	Recovered or ongoing

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


9.  Hospital Attendance

Have you been in hospital in the past year?




( No

(Yes

Have you attended at a hospital Emergency Department in the past year?
( No

( Yes

If so, for what reasons?……………………………………………………………………………….

………………………………………………………………………………………………………...

10.  Alcohol use

How often do you have a drink containing alcohol?

Never (


Once a week (

2 – 4 times a week  (
Monthly
(


5 + times a week  (
How many standard drinks do you have on a typical day when you are drinking? …………………

How often do you have 6 or more standard drinks on one occasion?

Never (


Once a week (

2 – 4 times a week  (
Monthly
(


5 + times a week  (
11. Smoking/Tobacco use

Do you currently smoke?
(Yes

  (No

What you smoke?

(Cigarettes (tobacco)    (Cigarettes (herbal)      (Pipe (tobacco)

How often and how much do you smoke?……………………………………………………………

Do you wish to quit?

(Yes

  (No

Have you tried to quit?

(Yes

  (No

Comments:……………………………………………………………………………………………………………………………………………………………………………………………………..

12. In the past 12 months have you suffered with?

	
	No
	Yes
	
	No
	Yes

	Pain in the calves when you walk
	
	
	Shortness of breath
	
	

	Chronic cough
	
	
	Chest pain or tightening
	
	

	Palpitations or ‘racing heart’
	
	
	Diarrhoea / constipation
	
	

	Indigestion
	
	
	Heartburn
	
	

	Abdominal pain
	
	
	Bloating
	
	

	Broken skin that does not heal
	
	
	Blood in your sputum
	
	

	Change in a wart or mole
	
	
	Fainting/blackout/dizziness
	
	

	Scaly areas on your skin
	
	
	Severe headache
	
	

	Seizure or fit
	
	
	Loss of vision
	
	

	Passing blood from the back passage or black stools
	
	
	Other symptom you are worried about
	
	


13. Allergies

Do you have any allergies?

(No

( Yes

If so, what?……………………………………………………………………………………………………………………………………………………………………………..…………………………

………………………………………………………………………………………………………………………………………………………………………………………………………………………………
14. Nutrition

	Australian Nutrition Screening Initiative (Lipski 1996)
	No (
	Yes

(

	Do you have an illness or condition that made you change the kind and/or amount of food you eat?
	0
	2

	Do you eat at least three meals a day?
	3
	0

	Do you eat fruit and vegetables most days?
	2
	0

	Do you eat dairy products most days?
	2
	0

	Do you have 3 or more glasses of beer, wine or spirits almost every day?
	0
	3

	Do you have 6 to 8 cups of fluid most days?
	1
	0

	Do you have teeth, mouth or swallowing problems that make it hard to eat?
	0
	4

	Do you always have enough money to buy food?
	3
	0

	Do you eat alone most of the time?
	0
	2

	Do you take 3 or more prescribed or over the counter medicines every day?
	0
	3

	Without wanting to, have you lost or gained 5kg in the last 6 months?
	0
	2

	Are you always able to shop, cook, and/or feed yourself?
	2
	0




Section B must be completed by the GP during the medical assessment. Questions must be discussed with the patient and/or their carer. Pages 6 –10 are mandatory components to the EPC MBS Health Assessment Items. Pages 12–13 are optional, providing additional information if required.

GP Name: ……………………………………… GP Signature: …………………………………


Date of this Assessment: ……/……/……. Date of last EPC Health Assessment:……/……/…….

(NB: Health Assessments can only be claimed once every 12 months)

MBS Item Being Claimed:

General Population 75+


(Patient’s Home 702
 
( Practice 700

Aboriginal or Torres Strait Islander 55+
(Patient’s Home 706

( Practice 704 

14.  Current Medication Review
 (including supplements, herbal, homeopathic & over the counter medications)

	Name
	Strength
	Dose
	Morn
	Lunch
	Dinner
	Night
	Reason taken

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Does patient manage own medications?



(No

( Yes

Comment:……………………………………………………………………………………………..

Does patient have difficulty remembering to take medications?
(No

(Yes

Is a dose box used?





(No

(Yes 
If so, who fills this box?………………………………………………………………………………………………………………………………………………….………………………..

Assess whether the patient would benefit from a Home Medicines Review 
(MBS Item 900): (optional)
Is currently taking 5 or more regular medications



(No

(Yes

Is taking more than 12 doses of medication per day


(No

(Yes
In last 3 months significant changes to medication regime

(No

(Yes
Medications requiring therapeutic monitoring or narrow therapeutic index
(No

(Yes
Symptoms suggestive of adverse drug reaction



(No

(Yes 
Sub-optimal response to treatment with medicines


(No

(Yes 
Suspect non-compliance or inability to manage self-administration
(No

(Yes
Difficulty due to dexterity, language or literacy difficulties


(No

(Yes
Patient is attending more than one doctor and/or specialist

(No

(Yes 
Recent discharge from a facility/hospital in last 4 weeks


(No

(Yes
Has not had a Home Medicines Review in past 12 months

(No

(Yes
A ‘yes’ response to any of the above risk factors suggests the patient may benefit from a HMR.

If HMR indicated:

Inform patient of the purpose and possible outcome of an HMR

(No

(Yes 
Explain a charge will be incurred for which a Medicare rebate is payable
(No

(Yes
Obtain patient consent for a pharmacist to undertake an HMR

(No

(Yes
15. Cardiovascular system

BP
Sitting:    
Systolic…………… mmHg 

Diastolic…………….mmHg

     
Standing:
Systolic…………….mmHg

Diastolic…………….mmHg

Pulse regular  

 (Pulse irregular  

(JVP normal          (JVP raised  

Heart sounds

 (Normal
( Abnormal

Murmurs (describe)……………………………………………………………………………………………………………………….……………………………………………………………

Apex beat

 (Normal
(Displaced

Comment:…………………………………………………………………………………………………………………………………………………………………………………………………………

	Pulses
	Right
	Left
	Equal

	Femoral
	Present / absent
	Present / absent
	Yes / No

	Popliteal
	Present / absent
	Present / absent
	Yes / No

	Doralis pedis
	Present / absent
	Present / absent
	Yes / No


16. Skin 

Obvious lesions  ……………………………………………………………………………………………………………………….…..………………………………………………………..

Need for a full skin check at another appointment?

( No 

(Yes



Consider using findings from these Health Assessment questions to assign a Norton pressure sore risk score – see Recommendations under Section C.

16.  Mood

​​​​​​​​​​​

Geriatric Depressions Scale (GDS) (Use only if required)

Ask the patient to choose the best answer for how he/she has felt over the last week.

Scoring: Record the patient’s response by ticking ( either Yes or No for each question. 
Total the score.

	
	Yes
	No

	Are you basically satisfied with your life?
	
	

	Have you dropped many of your activities and interests?
	
	

	Do you feel that your life is empty?
	
	

	Do you often get bored?
	
	

	Are you in good spirits most of the time?
	
	

	Are you afraid that something bad is going to happen to you?
	
	

	Do you feel happy most of the time?
	
	

	Do you often feel helpless?
	
	

	Do you prefer to stay at home rather than going out and doing new things?
	
	

	Do you feel you have more problems with your memory than most?
	
	

	Do you think it is wonderful to be alive now?
	
	

	Do you feel full of energy?
	
	

	Do you feel that your situation is hopeless?
	
	

	Do you feel that most people are better off than you are?
	
	

	(A score of greater than 5 indicates probable depression)   TOTAL SCORE
	
	


Comment:…………………………………………………………………………………………….. ………………………………………………………………………………………………………...

17.  Cognition/Perception Mini-Mental State Examination (MMSE) – Use only if required
	1. Orientation (Maximum score 9)
	
	( / (
	Score

	· Ask “What is today’s date?” Then ask specifically for parts omitted

· Ask “Can you also tell me what season it is?”

· Ask “where are we?”
	Date

Year

Month

Day

Season

Place

Suburb

City

State
	
	1

1

1

1

1

1

1

1

1

	2. Registration (Maximum score 3)
	
	
	

	· Ask patient if you may test their memory. Then say  “ball”, “flag”, “tree”, clearly and slowly, about one second for each. After you have said all three words ask patient to repeat them. This first repetition determines the score (0-3) but keep saying them (up to 6 trials) until the patient can repeat all three words. If patient does not eventually learn all 3, recall cannot be meaningfully tested.
	Ball

Flag

Tree

No. of trials
	
	1

1

1

	3. Attention & Calculation (Maximum score 5)
	
	
	

	· Ask patient to begin at 100 and count backwards by 7. Stop after five subtractions. Score one point for each correct number.

OR (do not score both)

· Ask the patient to spell WORLD backward, scoring one point for each correctly placed letter
	93

86

79

72

65

D

L

R

O

W
	
	1

1

1

1

1

1

1

1

1

1

	4. Recall (Maximum score 3)
	
	
	

	· Ask the patient to recall the three words you previously asked them to remember
	Ball

Flag

Tree
	
	1

1

1

	5. Language (Maximum score 9)
	
	
	

	· Show the patient a wristwatch and ask, “What is this?” Repeat for pencil. Score one point for each item named correctly

· Ask patient to repeat “No ifs, ands or buts”. Score one point for a correct repetition

· Give the patient a piece of blank paper & say “Take the paper in your right hand, fold it in half & put it on the floor”. Score 1 for each action performed

· Have the patient read and obey the following “CLOSE YOUR EYES” (Write in large letters)

· Have the patient write a sentence of their own choice. (The sentence should contain a subject and a verb and should make sense. Ignore spelling errors.)

Continued on next page

· Ask patient to copy drawing of intersecting pentagons. (Score one point if all sides & angles are preserved & if the intersecting sides form a quadrangle
	Watch

Pencil

Repeats

R-hand

Folds in half 

Places floor

Obeys

Writes sentence

Draws pentagons


	
	1

1

1

1

1

1

1

1

1










    TOTAL SCORE________________(max 29 points)

0   – 17  indicates moderate to severe cognitive impairment

18 – 23  indicates probable mild impairment

24 – 29  indicates unimpaired cognitive functioning

Aides to GP when conducting MMSE
“Close your eyes”

​​​​​​​​​​ Copy diagram


​​​​

Write a short sentence:

18.  Measurements

	Height
	Weight
	BMI
	Adult Abdominal Circumference

Measured half way between the inferior margin of the last rib and the crest of the ilium in the mid-axillary plane taken at the end of normal expiration

	m
	Kg
	Kg/m2


	Cm

	
	
	Below 20                   underweight

20-25 inc                normal weight

Above 25-30            overweight

Above 30                          obese
	Increased risk: (80cm (F); (94 cm (M)

High risk: ( 88 cm (F); ( 102 cm (M)


GP SECTION
Respiratory

Air entry

(Normal

(Reduced

Symmetrical
(Yes  (No

Dysphnoea at rest?
(Yes
(No
Breath sounds    
( Normal 

( Abnormal   

Describe …………………. ..

16. Cardiovascular system

BP
Sitting:    
Systolic…………… mmHg 

Diastolic…………….mmHg

     
Standing:
Systolic…………….mmHg

Diastolic…………….mmHg

Pulse regular  (
Pulse irregular  (

JVP normal  (
JVP raised  (
Heart sounds

( Normal
( Abnormal      Murmurs (describe)…………………………………………………………………
Apex beat

( Normal
( Displaced     Comment:……………………………………………………………………………………

	Pulses
	Right
	Left
	Equal

	Femoral
	Present / absent
	Present / absent
	Yes / No

	Popliteal
	Present / absent
	Present / absent
	Yes / No

	Doralis pedis
	Present / absent
	Present / absent
	Yes / No


20.  Abdomen 


Scars


(  No

  (  Yes


Distension 

(  No

  (  Yes 
Liver enlarged

(  No

  (  Yes
Spleen enlarged
(  No

  (  Yes
Mass


(  No

  (  Yes


Rectal Exam

(  Not done
  ( Done
Comments……………………………………………………………………………………

Hernia


( No

   ( Yes  
Comments…………………………………………………………………………………………………………………………………………………………………………………………………

22.  Breasts 

(  Normal 

(  Suspicious 

(  Lump area/s)……………………………….

(  Skin Changes ………………………………

23.  Gynaecology (if applicable) 

PV Examination:
(  Not done
          (  Done

Comments………………………………………………………………………………………….

24.  Genito/Urinary 

Urine dipstick test    
albumen             
glucose               
    blood               
            

25.  Nervous system / vision / hearing 

	Hearing

· Whisper Test
· Hearing Aid
	· Heard

· Not applicable
	· Not heard

· Adequate  
	· Poor

	Vision

· Visual Acuity
	Right
	Left
	

	Unaided
	                   /6
	                   /6
	

	Aided
	                   /6
	                  /6
	

	· Normal colour vision
	(   Yes
	(   No
	

	· Confrontation (fields)
	(   Normal
	(   Abnormal
	

	Describe  ……………………………………………………………………………………………………….

	Other Cranial Nerves
	· Normal
	· Abnormal
	
	
	

	Describe  ……………………………………………………………………………………………………….


	Extremities
	
	
	
	

	
	Right Arm
	Left Arm
	Right Leg
	Left Leg

	
	Normal(
	Abnormal(
	Normal(
	Abnormal(
	Normal

(
	Abnormal(
	Normal

(
	Abnormal(

	Wasting
	
	
	
	
	
	
	
	

	Tone
	
	
	
	
	
	
	
	

	Power
	
	
	
	
	
	
	
	

	Reflexes
	
	
	
	
	
	
	
	

	Coordination
	
	
	
	
	
	
	
	

	Sensation
	
	
	
	
	
	
	
	


26.  Joint Movement 

	
	Normal
	Abnormal
	Comments

	
	Yes(
	No(
	Pain
	Swelling
	ROM
	Deformity
	

	Shoulders
	R
	
	
	
	
	
	
	

	
	L 
	
	
	
	
	
	
	

	Hips
	R
	
	
	
	
	
	
	

	
	L
	
	
	
	
	
	
	

	Knees
	R
	
	
	
	
	
	
	

	
	L
	
	
	
	
	
	
	

	Ankle & foot
	R
	
	
	
	
	
	
	

	
	L
	
	
	
	
	
	
	

	Neck 
	
	
	
	
	
	
	

	Thoracic spine
	
	
	
	
	
	
	

	Lumbar spine
	
	
	
	
	
	
	

	
	
	
	
	

	Gait
	
	
	
	Comments:

	
	
	
	
	



Version A

	Annual EPC Health Assessment Patient Consent  
and Outcomes Report (patient copy)
	
	Patient Details/Label

Name:

DOB:                Age:

Medicare/DVA No.

	MBS Item No.

                                                    Practice    Home

75+ years                                      700 (    702 (
55+ years*                                    704 (     706 (
* Aboriginal or Torres Strait Islander
	
	
	


Has the patient had an Annual EPC Health Assessment in the last 12 months?  Yes (
No (

I /my carer give permission for this Annual EPC Health Assessment:

Signed by Patient / Carer /Verbal: ……………………………………………………………………………………..………………………………… Date…../……/……

Signed by GP………………………………………………………………………………………………………………………………………………..………………… Date…./……/……


GP:……………………………………………………………………………………………………………….………..
Date patient assessed:             /       /

Nurse: …………………………………………………………………………………………………..………………
Date patient assessed:             /       /

Other:……………………………………………………………………………………………….…………………... 
Date patient assessed:             /       /



	Annual EPC Health Assessment Report &

Recommendations (patient copy)
	
	Patient Details/Label

Version 1

Name:

DOB:                Age:

Medicare/DVA No.

	General Summary

Carer:……………………..
	Date:
	
	


	B/P
	Pulse
	Rhythm
	Falls

	
	
	
	

	Physical Condition
	Psychological State
	Ambulant Status
	Daily Living Activities

	Comment:
	Comment:
	Comment:
	


	Support

	Lives with supportive spouse and/or family
	

	Lives alone with support (describe)
	

	Lives alone without support
	

	Other
	


	Mini Mental Score



/29


	Immunisation Status

	Tetanus Toxoid or combined Diptheria & Tetanus current

(Yes            (No

	Influenza vaccine current




(Yes            (No

	Pneumococcal vaccine current




(Yes            (No


	Continence Status

	


	Medication Review

	

	

	


	Goals of Patient and Family or Informal Carer(s):

	· 

	Current Medical Situation:

	(   I find no problems with your health  or
(  I recommend that you  make another appointment with me to discuss/investigate the following findings:

·  

	Alterations/recommendation relating to medication, lifestyle, referrals etc

	· 

	GP Signature………………………………………

GP Name…………………………………………..
	Clinic Stamp:



	
	

	Patient Acknowledgment
I have read and understood my Doctor’s recommendations regarding my Annual EPC Health Assessment.

I would like a reminder for my annual health assessment in 12 months.   (  Yes   (  No

Patient/Carer Signature…………………………………………………… Date: …./…../……


Version B

	Annual EPC Health Assessment Patient Consent and Outcomes Report (patient copy)
	
	Patient Details/Label

Name:

DOB:                Age:

Medicare/DVA No.

	MBS Item No.

                                                   Practice Home

75+ years                                      700 (     702 (
55+ years*                                    704 (     706 (
* Aboriginal or Torres Strait Islander
	
	
	


Has the patient had an Annual EPC Health Assessment in the last 12 months?  Yes (
No (

I /my carer give permission for this Annual EPC Health Assessment:

Signed by Patient / Carer /Verbal: ………………………………………….. date…../……/……….

Signed by GP………………………………………………………………….date…./……/……….


GP:……………………………………………………………………….………………………………………..
Date patient assessed:             /       /

Nurse: ……………………………………………………..……………………………………………………
Date patient assessed:             /       /

Other:……………………………………………………………………………..…………………………….. 
Date patient assessed:             /       /

	OUTCOME
	RECOMMENDATION

	
	

	
	

	
	

	
	

	
	

	
	



Name:……………………………..Profession:………………………..Appointment made ( Name:……………………………..Profession:………………………..Appointment made
 (
Name:……………………………..Profession:………………………..Appointment made (


Section D is for internal use within the GP practice. It provides a series of checks for the GP and practice nurse/staff to use upon completion of the Health Assessment to ensure all the appropriate follow-up actions are clearly identified and the relevant referrals or actions completed.

	Section A

· If completed by third party not GP, ensure GP signs cover page to confirm assessment was undertaken under GP’s directions

· Is a family or informal carer needs assessment required?

· Did family or informal carer agree to GP/practice referral to Carer Respite Centre? 

· Does patient need to be added to immunisations register?

· Is a referral to an OT required to review house safety/falls prevention?

· Are there any specialist nursing assessments required?


	(Signed        (Not Signed

(No     (Yes        

(No     (Yes     (Referral made
Referral made to ……………………………………………………………………

(No     (Yes     (Done

(No     (Yes     (Referral made
Referral made to ……………………………………………………………………

( No

( Leg Ulcer Assessment                   (Done

( Urinary Continence Assessment   (Done

( Faecal Continence Assessment    (Done

( Palliative Care Assessment           (Done

	Section B

· Does patient name need to be added to practice recall register for annual Health Assessments?

· Is referral required to a community pharmacist for HMR?

· Has patient consented to HMR?

· Do patient assessment scores need to be added to practice population health database?
	(No     (Yes     (Done

(No     (Yes     
(No     (Yes     (Referral made
(Referral made to ………………………………………………………………
(Not applicable

(Nutrition score                 (Done

(GDS                                 (Done

(MMSE                              (Done               

	MBS Claim

· Has claim been submitted?
	(No             (Yes  
 Date submitted:………………………………………………………….…………..


Annual EPC Health Assessment


Section A: Functional assessment








Patient details/label


Name:


DOB:		Age:


Medicare/DVA No.





Doctors use									


                          						Total Score


						(0-3 minimum risk     4-5 moderate risk      6-29 high risk)





Patient details/label


Name:


DOB:                           Age:


Medicare/DVA No.








Annual EPC Health Assessment


Section B:


Medical Assessment by GP














This section is not compulsory for Annual Health Assessment MBS Items





Adapted from forms developed by Knox & Sherbrooke/Pakenham Divisions of General Practice, Brisbane North Division of GPs, Department of Veterans Affairs and informed by project work from Monash Division of GPs. 





This section is not compulsory for Annual Health Assessment MBS Items





This section is not compulsory for Annual Health Assessment MBS Items





This section is not compulsory for Annual Health Assessment MBS Items











PATIENT CONSENT   (to be signed before health assessment commences)





HEALTH ASSESSMENT TEAM





OUTCOMES OF HEALTH ASSESSMENT (to be completed at end of health assessment)





REFERRALS (to be completed at end of health assessment)





PATIENT ACKNOWLEDGEMENT





I have read and understood my Doctor’s recommendations regarding my Annual EPC Health Assessment.





Patient/Carer:………………………………………………………………………………………..………………….…………………….Date………./………./………..








SEE FOLLOWING TWO PAGES FOR SUMMARY REPORT OF �OUTCOMES OF HEALTH ASSESSMENT 





(to be completed at end of health assessment)





HEALTH ASSESSMENT TEAM





PATIENT CONSENT   (to be signed before health assessment commences)





Patient details/label


Name:


DOB:		Age:





Medicare/DVA No.





Annual EPC Health Assessment


Section D: Follow-up directions for practice 











Section A: Functional  Assessment                                                                                                                5 of 18 pages

