
Your patient recently participated in early detection screenings and a health risk assessment.  A two-page summary
report with the screening and risk assessment data is being provided to you.

Each patient received a longer, seven-page, personal report named the Health Power Profile that contains strategic
information designed to encourage them to improve existing risk factors and follow-up with their physician, as
appropriate.  The two-page Patient Summary is designed to maintain an up-beat discussion regarding success to-date and
future opportunities to improve each patient's health power through their choices over controllable risk factors.

SUGGESTED USES FOR THIS REPORT

Thank you for your commitment and efforts to help each patient toward better health,
health care and medical outcomes.

Best Regards,

THIS REPORT IS PROVIDED TO YOU IN RECOGNITION OF:

A. Review the report results with each patient on their next office visit.

B. Congratulate them on actions they are already doing that are conducive to good
health.

C. Review risks that are present.

D. Ask them which 1 or 2 actions they will start working on to improve their health
and encourage them in appropriate ways through the change process.

E. Keep this summary report in the patient file for future comparisons and discussions
with each patient.
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GARY SAMPLE
123 MAIN STREET
AURORA, IL 60000

Dear Gary,

Please share this Patient Summary report with your Primary Care Physician.

FOR YOUR PRIMARY CARE PHYSICIAN

1. The powerful educational, motivational and healing role you play in each patient's life;

2. The importance of the doctor-patient relationship for better health and health care;

3. Our commitment to do what we can to strengthen doctor-patient relationships;

4. How copying you on such results can enhance doctor-patient communications; and

5. The need of most physicians for concise summary reports to review and use with
patients when limited interaction time is often the norm.
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PATIENT NAME

GENDER:

COMPANY:

SCREENING DATE:

BIRTHDAY:

GARY SAMPLE
123 Main Street
Aurora, IL 60000

Never

Never

Sometimes

Always

Never

Always

Very Often

Very Often

Last month, how many times did you drive when you had too much to drink?

How often do you wear a seat belt when you’re in a motor vehicle?

On average, do you drive at or near the posted speed limit?

I practice proper lifting and other strategies to keep my back safe.

SAFETY RISK FACTORS RESPONSE MIN. GOAL STATUS

3-4 days

0 days

0 days

3 or more

1 or more

3 or more

How many days a week do you get 20+ minutes of aerobic exercise?

How many days a week do you participate in strength-building exercise?

How many days a week do you participate in stretching exercise?

FITNESS & EXERCISE RISK FACTORS RESPONSE MIN. GOAL STATUS

Always

Yes

Yes

Always

Yes

Yes

I wash/clean my hands several times a day.

I have had a tetanus shot within the last ten years.

I have a flu shot each year.

HYGIENE & IMMUNIZATION RISK FACTORS RESPONSE MIN. GOAL STATUS

I recently started doing this

I recently started doing this

I do this already

I already drink little or no alcohol

I already do this

I plan to change in the next 6 months

How ready are you to exercise more? I do this already

I do this already

I do this already

I do this already

I do this already

I do this already

How ready are you to eat healthier food?

How ready are you to reach and stay at your ideal weight?

How ready are you to drink less alcohol or none at all?

How ready are you to resist germs more?

How ready are you to handle stress better?

READINESS TO CHANGE RESPONSE GOAL

DIRECTIONS TO PHYSICIAN AND PATIENT: Please discuss the above responses and goals.  Then affirm goals already achieved

 and identify 1-2 new goals to reach (see risk factors below) based on readiness.

0-1 servings

2 servings

0-3 servings

0-1 servings

2 servings

Yes

0-1 servings

2-3

3 or more

4 or more

8 or more

3 or less

3 or more

Yes

How many servings of fruit do you eat each day?

How many servings of vegetables do you eat each day?

How many servings of high fiber whole grain foods do you eat each day?

How many servings of high-fat foods do you eat each day?

How many servings of calcium-rich foods do you eat each day?

In general, do you eat a healthy breakfast every day?

NUTRITION RISK FACTORS RESPONSE MIN. GOAL STATUS

How many servings of sweets or drinks with sugar do you consume each day?

How many 8 oz glasses of water do you drink each day?

2 or less

6 or more

No N/A

<=2 servings

<=2 servings

<=14 drinks

Do you drink alcoholic beverages?

When you drink alcohol, how many servings do you drink per day (average)?

When you drink alcohol, what is the most servings you would drink per day?

On average, how many days a week do you drink alcohol?

ALCOHOL RISK FACTORS RESPONSE MIN. GOAL STATUS

—

Always

12 months

Yes

Yes

Very Often

6 years or less*

Yes

I do the recommended daily and monthly self-exams to detect problems.

When was the last time you saw a doctor for a physical exam?  Within:

Do you have a Primary Care Physician?

EARLY DETECTION & HEALTH CARE RISK FACTORS RESPONSE MIN. GOAL STATUS

*or 1-2 years if age > 40 or if other risk factors exist

Will you share your screening results with your doctor? Yes

Never smoked No

Never use it

Never use it

Never smoked

None

What best describes your use of tobacco products?

In an average week, how often do you use chewing tobacco?

In an average week, how often do you smoke cigars or pipe tobacco?

On an average day, how many cigarettes do you smoke?

TOBACCO RISK FACTORS RESPONSE MIN. GOAL STATUS

I plan to quitWhich statement best describes how you feel about your use of tobacco?

Which statement best describes your cigarette-smoking habit?

207

56

133

3.7

90

135

<

>

<

<

<

<

Total Cholesterol

HDL Cholesterol

LDL Cholesterol

Total/HDL Ratio

Triglycerides

Blood Pressure

BIOMETRIC RISK FACTORS RESPONSE MIN. GOAL STATUS

25.1

96

85/

40

100

200

4.97

150

65-99

18.5 - 24.9

120 80/<

BMI

Glucose

Yes

Always

Sometimes

Yes

Yes

Very often

Yes

Very often

Very often

Yes

Yes

Very often

I have a strong network of supportive family and friends

I seek information/assistance with important or difficult decisions.

I make time for daily prayer, meditation or relaxation.

I belong to a faith community.

I have at least one best friend at work.

I get at least 7-8 hours of sleep each night.

STRESS & PERCEPTIONS RISK FACTORS RESPONSE MIN. GOAL STATUS

Sometimes

Sometimes

I feel depressed, down or “blue”.

How often do you feel tense or anxious?

The stress or pressures in my life seem out of control.

Never

Very often

Often

No

Completely satisfied

Excellent

Some

None of the time

0 days

Sometimes

Have you suffered a personal loss or misfortune in the past year?

In general, how satisfied are you with your life?

Considering your age, how would you describe your overall physical health?

During the past year, how much affect has stress had on your health?

During the past month, did health problems affect your productivity at work?

In the past 12 months, how many days did you miss work because you or a

    family member were sick, injured, or needed health care?

No

Mostly Satisfied

Very good

Hardly any

1-2 days

No

Physician Report Printed

Red light:
You are At-Risk in this area.

Yellow light:
You are Borderline At-risk in this area.

Green light:
You are doing well in this area. Keep it up!

Master PTip

Phy. PTip

Patient Summary for Physician ©  2007 Wellness Inc. Page 1 of 2
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