" Name Date of Birth BamDate .

Medicare Weliness Visit

Please take a moment to complete this form in orderforus to bestserve you. Thonk you so much for
trusting us with your health core. — The Dr.Philips Medical Wellness Team

Allergies;
Tobactouse:___Yes _ No

Ifyes, how much per day?

Alcohol use:

Drug use:

Please list any other providersregularly involved withyour care;
Name Spedialty

Name Spedaity

Name - Specialty,

Name Speciity

Please describe your current diet (checkall that apply):
. Well-balanced, portion controlled ___ Unbalenced ___ Excessive portions
. lowssit  lowfat __ lowcarbs __ Restricted calories { _cal/day)

Other:

Please described your curent level of activity:
—.Minimal ___Active, butnoexercise ___Someexercise ___ Regularexercise

General screening:

Do you have any significant safety concerns? _ ~_Ys __ No
Do you haveany trouble seeing, hearingor speaking? —Yes No
Do you have any trouble bathing, dressingor eating? Y Yes No
Have you falien or almost fallen in the last 60 days? —_Yes __ No
Any hospitalizations in the past year? —Ys _ No
Do you have any fire hazardsin yourhome? — Yes ___No

Do you have any urinary concems or incontinence? ~.Yes __ Ne




MName Date of Bith Exam bate

Cognitive screening:

Do you feelyou have any significant memory problems? __Yes __No
Haveyou evergotten lost while driving? __Yes ___No
End-of-life Planning:

Dr.Phifiips Medical Wellness Centerhonorsour patients’ end of ife wishes, induding: advanced
directives, iving wills and resuscitations desires...

Do youwish to discuss any end of life ssuesduringthis exam?__Yes . _No

Whenwas your last:
Colonoscopy

Fecal occult blood test

Denta! exam

Eyeexam
Podiatry visit
Bonedensity

Pneumoniavaccine

Flu vacdne

Tdap or TD vaccine

Shingles vaccine

Women:

Mammogram

Pap smear

Pelvicexam
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ADVANCE DIRECTIVE FOR HEALTH CARE

lr
Name of Individus] Making This Advance Direcive for Health Cuse (Declarant)
in the event that | am unzbile to make heaith care decisions on my own, my wishes are as follows:

NOTE: YOU MAY INCLUDE ANY OR ALL OF THE PROVISIONS IN SECTIONS |, il AND IV BELOW

declare and make imown thal

SECTION I: APPOINTMENT AND POWERS OF MY AGENT
(CROSS THROUGH THIS SECTION IF YOU DO NOT WANT TO APPOINT AN AGENT TO MAKE HEALTH CARE DECISIONS FOR

YOU)

A. APPOINTMENT OF MY AGENT
{ hereby appoint the foliowing individual(s) to make health care decisions for me if am unable fo o so:

Noms of Branany Agert 5) " E-med Address
Bome Address Telephone Musmber

rfmeagentnmszismmymuemEMmhmeMMIwﬁemmms}
fo serve as my agent:

Name of Allamate Agent (5) ~E-mai Address-

Home Address Telephone Nummber

IMPORTANT: if 1 have named more than one individual to serve as my agent:
[3 | want such indivikiuals to be able to act alone: OR
[0 Both/all such individuals must agres.

1 grant my agent full amwbmh%mde&thwaaswm.Myagaﬂﬁﬂm&M
whenever, and for as long as | have been desmed by my physician fo be incapable of making an informed decision, In making hesith care

decisions on my behalf, 1 want my agenit to follow my desires and preferences 25 staied in this document or as otherwise known to him or
her. ﬁmyagsﬁmotde&mﬁmwhﬂheﬂhmdﬁulmﬂﬂnmnﬂemwmmmIwar&myagaﬂhmleaadwioe

for me based on what he or she belleves fo be in my best inferests,

B. POWERS OF MY AGENT

IF YOU APPOINTED AN AGENT ABOVE, YOU MAY GIVE HIMHER THE POWERS SUGGESTED BELOW. G‘?OSSTHROUW‘MND
INITIAL ANY POWERS LISTED BELOW THAT YOU DO NOT WANT TO GIVE YOUR AGENT AND ADD ANY ADDITIONAL POWERS

YOU DD WANT TO GIVE YOUR AGENT.
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The powers of my agent shall include the following:

1.

7.

To consent to, or refuse, or withdraw consent to any type of health care, including, but not limited to, arfificial respiration (breathing
machine), artificially adminisiered nulriiion (fube feeding) and kydration (V fiuids), and cardiopulmonary resuscitaion {CPR). This
authorization specifically includes the power to consent to dosages of paintelisving medication in excess of recommentisd dosages
an amount sufficient to refieve pain. This applies even if this medication camies ths risk of addiclion or of inadvertendly hastening my

dezth,

To request, receive, and review any oral or written informaBon reganding my physical or mesvial health, including butnot kmited o,
m%h%%ﬂbmmmmedwmgmbmﬁwmammm
advance direclive.

Yo employ and discharge my health care providers,

To autharkze my admission, iransfer, or discharge to or from @ hospital, hospice, nursing home, assisted fiving faciity or oher medical
care facility. ’

To authorize my admission 1o a health care facity for treatment of mental finess es permitied by law. {If t have cther instructions for
my agent regarding freatment for mental liness, they are stated in 2 supplemental document)

To continue to sesve as my agent if | object to the agent's aufhority after | have besn determined to be incapable of making an
informed decision.

To authorize my pasticipation in any health care study approved by an insSituional review board of ressarch review commitiee
according to applicable federal or state law if the study offers the prospeact of direct therapeutie benefit to me.

To authorize my pasticipation In any health caro study approved by an insiiuional review board or researth review comitice
according to epplicable federal or state law that aims to increase scientific indersianding of any condition that | may have or otherwise

to promoie humar: well-being, even though i offers no prospect of dinact benaiit o me.

To make decisions regarding visHation during zny ime that | am admitied to any heath care faciiity, consistent with the following
direction= v

10, To take any lawiul actions that may be necessary to cany out fhesa decisions, including the granfing of releases of lizbilily to medical

ADDITIONAL POWERS OR LIMITATIONS, IF ANY:

providers.

SECTION U: MY HEALTH CARE INSTRUCTIONS

YOU MAY USE ANY OR ALL OF FARTS |, 2, OR 3 IN THIS SECTION TO DIRECT YOUR HEALTH CARE EVEN IF YOU DO NOT
APPOINT AN AGENT. IFYOU DO NOT PROVIDE WRITTEN INSTRLUICTIONS, DECISIONS ABOGUT YOUR CARE Will BE BASED ON
YOUR VALUES AND WISHES IF KNOWN, ANDVOR IN YOUR BEST INTERESTS, AS DETERMINED BY YOUR PROVIDER. IF YOU
ARE AN EYE, ORGAN, OR TISSUE DONOR, YOUR INSTRUGCTIONS WILL BEAPPLIED 30 AS TO ENSURE THE MEDICAL '

SUITABILITY OF YOUR ORGANS, EYES, AND TISSUE FOR DONATION.
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1. Inthe mmmmpmmﬁmmmmsmmmmymmmmwm not help me rocow
then: (Only check one (1) bax in this Part 1):
3 1do notwant to receive any treatments

mmmmmmmmmm

1 :mmmmaummmmmmmalmammmmwmmm@e
shnda&.lmﬂasﬁndﬂﬂlwﬂm@veﬁmﬁwﬂk@ﬂbrﬂewpﬂmﬂnﬂemmwm

(| Wﬁbmm%&thmmm&dﬂmaﬁﬁmﬁ%%%%@mm&

|} immMﬂMMbmW&am%MmﬁdeMWMM
. . oR

EIWsilemmin@ﬁomahﬂhemmmﬁﬁmmum&h%%ﬂmaﬂmmwwmm
ability, immmmwmmmwm«mmmmummmmum
confiict with other Instrucions you have given in this Advance Directive,)

3. I provide the following additional instructions conceming my health care:
NOTE, YOU CAN USE THIS SPACE FOR ANY INSTRUCTIONS NOT ALREADY COVERED IN THIS ADVANCE DIRECTIVE.

SECTION Hi: IN CASE OF PREGNANCY memm&mww

| understand that under applicable stafe law, SECTION B will generatly have no force or effect if 1 am pregnant uniess the felis is not
viable.
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Dlmmmdor&mm%mﬂmhu&mmw,mwe&mu&wﬂﬁdm
mmh%bmhnw@aﬁbﬁyﬁwmemw%hmlmmumm@uw
directions at the Department of Motor Vehitles or direclly on the donor regisiry, and that | may use the donor registry fo amend or revok

my directions; OR
3 1 wish to donate my whole body for resaarch and education.

Please provide any spacific insiructions you wish to give regarding anatonical gifts.

U ey

AFFIRMATION AND RIGHT TO REVOKE:

By signing below, | indicate that | understand this Advance Diraclive and | am wilingly and voluntarily executing . | aiso understand that
may revoke all or any part of it at any fime as provided by law.

Signature or Declarant Printed Name Daie

WITNESSETH
The dedarant signed the foregoing advance directive in my presence,
TWO ADULT WITNESSES MUST SIGN THIS DOCUMENT, MﬁhTmamym@mmmedmm}

———

Signature of Witness Printed Name Date

Signature of Wilhess Printed Name Date
TEXAS ADVANCE DIRECTIVE SIGNED BEFORE NOTARY

AFFIRMATION AND RIGHT TO REVOKE: WMW,IMMIW%WWIMMMVM
execuiing it. 1 also undersiand that | may revoke all or any part of it at any tims as provided by law.

Signahare of Deciarant Printed Name Date
State of Texas. County of .
This document was executed bafore me on by
(Declarant), who is persanaily known to me or provided appropriate identification,

. SEAL

NOTARY PUBLIC. Siate of Texas _
Notary’s printed name: ... My commission expires: . 20




