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Geriatric Assessment Clinic  
Corewell  Health  

New Patient Health Questionnaire  
 

Today’s Date: _____________        Appointment Date:_________________________ 
 
Patient Name: __________________________________________   Age: _________ 
 

◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ 
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Please list all surgeries you have had, including those in childhood. 
 
Surgery 

 
Date 

 
Reason 

 
Hospital 

 
 

 

 
 

 
 

 
 

 
 

 

 
 

 
 

 
 

 
 

 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 
Family History  
Please complete the following: 
 

Number of brothers:     Living ______ Deceased ______ 
Number of sisters:  Living ______ Deceased ______ 
Number of children:  Living ______ Deceased ______ 

 
Children’s names: _______________________________________ 
______________________________________________________  

 
 

Mother:    Living   Deceased:    
Age/Cause of death _______________ 

Father   Living   Deceased:    
Age/Cause of death _______________ 
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Please note below the illnesses known for your parents, grandparents, brothers, sisters, 
children.  
 
 

 
Illness 

 
Family member(s) who had this 

 
Heart Problems 

 
 

 
 
High Blood Pressure 

 
 

 
 
High Cholesterol 

 
 
 

 
Cancer (note type) 

 
 

 
 
Bleeding Problem 

 
 

 
 
Diabetes 

 
 

 
 
Asthma 

 
 

 
 
Kidney Disease 

 
 

 
 
Thyroid Disease 

 
 
 

 
Stroke 

 
 

 
 
Nervous/Mental Problems 

 
 

 
 
Down’s Syndrome 

 
 

 
 
Dementia 

 
 
 

 
Other: 
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SOCIAL HISTORY: 
Have you ever smoked or chewed tobacco? 

 No   Yes ➔     Cigarettes  Cigar  Pipe  Chewing    
                      Tobacco 
Are you currently smoking? 
            No -   How many years ago did you quit?   __________                                                               
 How many years did you smoke?     __________ 

  How much did you smoke per day?  __________ 
 
            Yes -  How many years have you smoked? __________ 
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Sleep 
 
Do you have trouble sleeping?      No   Yes 
 
What time do you go to bed? __________What time do you go to sleep?___________ 
 
How often do you wake up to go to the bathroom? _______________ 
 
Do you wake up other times also?   No   Yes (describe) _____________ 
 
Do you have trouble going back to sleep after awakening?  No   Yes 
 
What time do you awaken in AM? ________ 
 
What time do you get up out of bed for the day? _______________ 
 
Do you feel rested when you get up most days?  No   Yes 
 
Do you take naps during the day/evening?   No   Yes 
 
Do you have Day/Night reversal?     No   Yes 
   (Sleep during day, up at night) 
 
Have you ever been told that you snore?   No   Yes 
 
Stress  
Do you have any concerns about stress (job, marriage, family problems, etc.)? 

 No,   

 Yes (provide details):_____________________________________ 
 
Weight conce rns  
Do you have any concerns about your weight? 

 No,   

 Yes (provide details):_____________________________________ 
 
Nutrition  
 
Has your food intake declined over the past 3 months due to loss of appetite, digestive problems, 
chewing or swallowing difficulties?  
   

 No   Yes ➔      Mild appetite loss 
 Moderate appetite loss 
 Severe appetite loss 

 
Do you follow a special diet?  No   Yes ➔ describe_________________ 
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Miscellaneous  
 
Who is your main support person in a time of need?  (Name & relationship) 
 
________________________________________________________________________ 
 
Describe the activities of a typical day for you. 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
What do you do for enjoyment?  (activities, hobbies, interests, etc.) 
 
________________________________________________________________________ 
 
What is your religious denomination? __________________________________________ 
 
Living Arrangements  
Which of the following best describes yo
BT
/F6 12  re sid-5(re-3(g)c re -3( _)(C)3e of -3(e)-3(e)

W
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Do you get help from family members or friends in your home? 
 No   Yes ➔ How many ____ hours/day ____ days/week 

 
Is this sufficient to meet your needs?  No   Yes 

Do you provide care or assistance for a family member or friend? 
 No   Yes, describe: ______________________________ 
 

Please check appropriate box regarding the following Activities of Daily Living:  
 
Task 

 
Doesn’t 
need 
assist. 

 
Needs 
some 
assist. 

 
Needs 
total 
assist. 

 
If need help, who helps?  
(Name/relationship) 
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Personal Safety  
 
Do you feel unsafe about anything in your relationships, home environment or neighborhood?  
(May include concerns of abuse or neglect)  No        Yes, describe:  
 
________________________________________________________________________ 
 
Marital Status  
Are you currently: 

 Married (spouse’s name:__________________  Widowed 
 Divorced/separated      Single/never married 

How long have you been married, divorced, or widowed? __________________ 
 
Ethnicity:_____________________________________________ 
 
Where were you born (State, Country)?____________________ 
 
Primary language you speak/read/write:______________ 
 
Other languages you are fluent in:_____________________ 
 
Work & Education History  
 
Are you:   Retired   Presently working:  

      Part-time   Full-time 
 
Describe your present or past occupation (who worked for, what type job done, how long 
worked, etc.).  
 

 

 
Check box next to any of following you were exposed to when working: 

 loud noise (without protective earwear)  fumes 
 toxic substances      dust 
 radiation       other: ________ 

 
Years of Education: 
 Grade school:  1  2   3  4  5  6  7  8   
 High school:     1  2  3  4 
 College:            1  2  3  4  5+  Field of study_________________ 
 Grad School     1  2  3  4  5  6  7+    Field of study_________________ 
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REVIEW of SYSTEMS: 
Check all medical conditions you have now or have had in the past. 
General: 
Now   Past  Skin  
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Please complete the following to the best of your ability.  

 
Health Care Maintenance Item: 

 
When last completed: 

 
General Physical Exam 

 
 

 
Flu Shot 

 
 

 
Pneumonia Vaccines (Pneumovax, PCV13, 
PPSV23) 

 
 

 

Shringrix (Shingles Vaccine)  
 

 

 
Tetanus Shot 

 
 

 
TB Skin Test 

 
 

 
Eye Exam 

 
 

 
Hearing Test (Audiogram) 

 
 

 
Hearing Aid Evaluation 

 
 

 
Dental Exam 

 
 

 
 
Bone Density Exam (DEXA Scan) 
 

 

 
Sigmoidoscopy/Colonoscopy 

 
 

 
Females: Pap Smear 

 
 

 
Females: Mammogram 
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Pain
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Do you have prescription coverage from your insurance? 

 No    Yes ➔ Amount of co-pay: __________________ 
 

 
 
Legal  
 
Do you have an Advance Medical Directive, Living Will or Durable Power of Attorney for 
Healthcare (DPOA-HC)? 

 No  Yes - please note your Patient Advocate’s information here: 
Advocate’s Name: ______________________________________  

           Address: _____________________________________________  
Phone: _______________________________________________ 

 
Do you have a legal guardian? 

 No  Yes - please note guardian’s information here: 
Guardian’s Name: _____________________________________ 

           Address: ____________________________________________ 
           Phone: ______________________________________________ 
 
If you have an Advance Medical Directive, Living Will/DPOA -HC or legal guardian 
please bring a copy of the document to your appointment.  
 
◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆ ◆  
 
 
 
 
Please note below any additional medical information you feel is important. 
_________________________________________________________________________ 
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
____________________________________________________________________ 
 
 
 
 
 
 
 
 
 
 

For Clinic Use Only: 

 

 

__________________________   _____________________________ 
       Fellow Signature/Date     Attending Signature/Date 
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Please remember to bring the following items with you to your appointment.  
 
All your medical insurance cards. (Medicare, Blue Cross, AARP, etc.) 
All of your medication information, including vitamins, supplements and over the 
 counter (non-prescription) medications. 
A copy of your Durable Medical Power of Attorney papers (if you have one). 
A copy of your living will or advance directives (if you have one). 
A copy of your legal guardian papers (if you have one). 
 

 
 

  Please return this completed form in the envelope provided 
as soon as possible. The information will be reviewed by the 
Geriatric Clinical Nurse to assure that we are ready for your 
appointment.  This will enable us to make your first 
appointment as comple te and time efficient .   
 

Allot 2 -4 hours for the first appointment  
for a complete assessment . 

 
 

Thank you for taking the time to fill out this form as  
 completely as possible.  This information is vital to our  
 comprehensive geriatric assessment p rocess.  We look  
 forward to meeting you and being a part of your health   
 


