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	DEPARTMENT OF HEALTH SERVICES
Division of Public Health
F-01219  (05/2014)
	STATE OF WISCONSIN
Bureau of Community Health Promotion
Chronic Disease Prevention & Cancer Control Section

	wisewoman health history assessment

	SECTION 1 – CLIENT AND PROVIDER INFORMATION


F-01219	Page 2


	1. Provider Agency Name
	2. Print Performing Provider Name
	3. Date of Contact

	[bookmark: Text5]     
	[bookmark: text6]    
	[bookmark: text7]     

	4. Client Name (Last, First MI)
	5. Date of Birth
	6. Client ID Number

	[bookmark: Text8]     
	[bookmark: text9]     
	[bookmark: clientid][bookmark: _GoBack]     

	SECTION 2 – PERSONAL HEALTH HISTORY

	7. [bookmark: Check1][bookmark: Check2][bookmark: Check16][bookmark: Text1]What is the primary language spoken in your home? |_| English    |_| Spanish    |_| Other, specify:      	
8. [bookmark: Check17][bookmark: Check18][bookmark: Check19]Have you ever been diagnosed by a health care provider as having any of these conditions: coronary heart disease, chest pain, heart attack, heart failure, stroke, transient ischemic attack (TIA), vascular disease, or congenital heart defects? |_| Yes    |_| No    |_| Don’t know
9. [bookmark: Check20][bookmark: Check21][bookmark: Check22]Do you have high cholesterol? |_| Yes    |_| No (skip to 12)    |_| Don’t know (skip to 12)
10. [bookmark: Check23][bookmark: Check24][bookmark: Check25]Do you take medication to lower your cholesterol? |_| Yes    |_| No    |_| No – could not obtain    |_| Don’t know
11. [bookmark: Text2][bookmark: Check26]During the past 7 days (including today), on how many days did you take prescribed medication to lower your cholesterol? Number of Days:          |_| None
12. [bookmark: Check27][bookmark: Check28][bookmark: Check29]Do you have diabetes (either type 1 or type 2)? |_| Yes    |_| No (skip to 15)    |_| Don’t know (skip to 15)
13. [bookmark: Check30][bookmark: Check31][bookmark: Check32]Do you take medication to lower your blood sugar (for diabetes)? |_| Yes    |_| No    |_| No – could not obtain
|_| Don’t know
14. During the past 7 days, on how many days did you take prescribed medication to lower your blood sugar (for diabetes)? Number of Days:          |_| None
15. [bookmark: Check34][bookmark: Check35][bookmark: Check36]Do you have hypertension (high blood pressure)? |_| Yes (answer the remaining questions)    |_| No (skip the remaining questions)    |_| Don’t know (skip the remaining questions)
16. Do you take medication to lower your blood pressure? |_| Yes    |_| No    |_| No – could not obtain    |_| Don’t know
17. During the past 7 days, on how many days did you take prescribed medication (including diuretics/water pills) to lower your blood pressure? Number of Days:          |_| None
18. Do you measure your blood pressure at home or use other community calibrated sources (for example, pharmacy, free blood pressure clinic)? |_|Yes (skip to 19 and 20)
If No, check all that apply and then skip the remaining questions.
|_| No – was never told to measure blood pressure        |_| No – don’t know how to measure blood pressure
|_| No – don’t have equipment to measure blood pressure
19. How often do you measure your blood pressure at home or use other community calibrated sources?
|_| Multiple times per day    |_| Daily    |_| A few times a week    |_| Weekly    |_| Monthly    |_| None
20. Do you regularly share blood pressure readings with a health care provider for feedback? |_|Yes    |_|No
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	DEPARTMENT OF HEALTH SERVICES
Division of Public Health
F-01220  (05/2014)
	STATE OF WISCONSIN
Bureau of Community Health Promotion
Chronic Disease Prevention & Cancer Control Section

	wisewoman healthy lifestyle assessment

	SECTION 1 – CLIENT AND PROVIDER INFORMATION
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	1. Provider Agency Name
	2. Print Performing Provider Name
	3. Date of Integrated Office Visit

	     
	    
	     

	4. Client Name (Last, First MI)
	5. Date of Birth
	6. Client ID Number

	     
	     
	1234

	SECTION 2 – HEALTHY LIFESTYLE ASSESSMENT

	21. How much fruit do you eat in an average day? (Fresh, canned, frozen, or dried. Examples: One cup equals 1 large orange or banana, 1 medium pear or grapefruit, 1 small apple, 8 large strawberries, 15 grapes, ½ cup dried fruit such raisins – prunes- or apricots, 2-3 plums, 1 large peach, 1 small watermelon wedge, 1 large cantaloupe wedge, 1 cup of 100% fruit juice, 1 cup applesauce)
Number of Cups:      	|_| None
22. How many vegetables do you eat in an average day? (Fresh, canned, or frozen. Examples: One cup equals 1 large bell pepper, 1 ear of corn, 1 tomato, 1 cucumber, 1 medium potato, 1 large sweet potato, 1 cup cooked greens, 2 cups raw leafy greens such as lettuce or spinach, 2 medium carrots or 12 baby carrots, 2 large stalks of celery, 1 cup dry beans, 1 cup corn, 1 cup cauliflower, 1 cup broccoli, 1 cup green wax beans, 1 cup peas, 1 cup mushrooms, 1 cup onions, 1 cup cabbage)
Number of Cups:      	|_| None
23. Do you eat 2 servings or more of fish weekly? (Examples: 1 serving equals palm of hand or deck or cards)
|_| Yes	|_| No
24. Do you eat 3 ounces or more of whole grains daily? (Examples of one ounce are: 1 slice of whole wheat or rye bread; 1 cup of whole grain cold cereal; ½ cup of oatmeal, brown rice, or whole wheat pasta; 1 small whole wheat or corn tortilla)
|_| Yes	|_| No
25. Do you drink less than 36 ounces (450 calories) of beverages with added sugars weekly? [Examples: 12-ounce can of non-diet soda or 1 cup (is a cup 8 oz) fruit drink like lemonade or other sweetened beverages, i.e., Kool-Aid, sweet tea]
|_| Yes	|_| No
26. Are you currently watching or reducing your sodium or salt intake?
|_| Yes	|_| No
27. How much moderate physical activity do you get in a week? (Includes activities that make you breathe a little harder but still allow you to talk while you do them, such as brisk walking, bicycling, vacuuming, gardening, water aerobics, dancing)
Number of Minutes:      	|_| None
28. How much vigorous physical activity do you get in a week? (Includes activities that make you breathe harder and make it difficult to talk, such as race walking, jogging, running, swimming laps, jumping rope, hiking uphill or with a backpack)
Number of Minutes:      	|_| None

29. Do you smoke (includes cigarettes, pipes, cigars, or tobacco in any form)?
|_| Yes, current smoker	|_| Quit 1-12 months ago	|_| Quit more than 12 months ago	|_| Never smoked
30. About how many hours a day, on average, are you in the same room or vehicle with another person who is smoking?
Number of Hours:      	|_| Less than 1 hour	|_| None
31. Thinking about your physical health, which includes physical illness and injury, on how many days during the past 30 days was your physical health not good?
Number of Days:      	|_| None
32. Thinking about your mental health, which includes stress, depression, and problems with emotions, on how many days during the past 30 days was your mental health not good?
Number of Days:      	|_| None
33. During the past 30 days, on about how many days did poor physical or mental health keep you from doing your usual activities, such as self-care, work, or recreation?
Number of Days:      	|_| None
34. What is the highest grade you have completed? |_| Less Than 9th Grade     |_| Some High School
|_| High School Graduate or Equivalent    |_| Some College or Higher
35. What is your racial background? Check all that apply.
|_| White	|_| Native Hawaiian or Other Pacific Islander
|_| Black or African American	|_| American Indian or Alaskan Native
|_| Asian
36. What is your ethnicity?
|_| Hispanic/Latina
|_| Non-Hispanic



	DEPARTMENT OF HEALTH SERVICES
Division of Public Health
F-01221  (05/2014)
	STATE OF WISCONSIN
Bureau of Community Health Promotion
Chronic Disease Prevention & Cancer Control Section

	WISEWOMAN SCREENING ACTIVITY

	SECTION 1 – CLIENT AND PROVIDER INFORMATION
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	1. Provider Agency Name
	2. Print Performing Provider Name
	3. Date of Contact

	     
	    
	     

	4. Client Name (Last, First MI)
	5. Date of Birth
	6. Client ID Number

	     
	     
	1234

	

	SECTION 2 – MEDICAL HEART DISEASE AND STROKE RISK FACTOR(S)

	7. Client Personal History (check all that apply)

	|_| High Blood Pressure
|_| High Blood Cholesterol
	|_| Diabetes
	|_| Coronary heart disease, chest pain, heart attack, heart failure, stroke, transient ischemic attack (TIA), vascular disease,  or congenital heart defects

	8. Number of minutes/week of moderate physical activity:      
	9. Number of minutes/week of vigorous physical activity:      

	10. Tobacco Use: |_| Never Smoked     |_| Current Smoker     |_| Quit Smoking     |_| Secondhand Smoke Exposure

	11. Number of days/month physical health not good:      
	12. Number of days/month mental health not good:      
	13. Number of days/month inactive due to poor mental and/or physical health:      

	SECTION 3 – CLINICAL MEASUREMENTS

	14. Height (feet)	(inches)
[bookmark: Text12][bookmark: Text13]     	     
	20.	BP 1 Reading:
     /     
21.	BP 2 Reading:
     /     
22.	Average of All Readings
     /     
	Take extra BP Readings if >5 mmHg in first two.
	BP 3 Reading
     /     
BP 4 Reading
     /     

	15. Weight (pounds)
     
	
	
	

	16. BMI
     
	
	
	

	17. Waist Circumference (inches)
     
	18. Hip Circumference (inches)
     
	19. Waist/Hip Ratio
     

	SECTION 4 – LAB RESULTS

	23. [bookmark: Text18]Date of Fasting Lab Work (must be fasting for at least 9 hours)
     	 (If not fasting, reschedule appointment.)
	24. Total Cholesterol
	25. HDL Cholesterol
	26. LDL Cholesterol
	27. Triglycerides

	
	[bookmark: Text14]     	mg/dL
	     	mg/dL
	     	mg/dL
	[bookmark: Text15]     	mg/dL

	
	28. Glucose
	29. A1c of Known Diabetic
	30. A1c Screening for High Risk

	
	     	mg/dL
	Date
	Percent
	Date
	Percent

	
	
	     
	     
	     
	     

	SECTION 5 – RISK CLASSIFICATION(S)

	31. Blood Pressure (mmHg)
[bookmark: Check57]|_| Prehypertension
SBP 120-139 or
DBP 80-89
|_| Stage 1 SBP 140-159
or DBP 90-99
	
|_| Stage 2
SBP ≥160 or
DBP ≥100
|_| ALERT
SBP >180 or
DBP >110
	32. Total Cholesterol (mg/dL)
|_| Borderline 200-239
|_| High ≥240
33. LDL Cholesterol
|_| Borderline 130-159
|_| High 160-189
|_| Very High ≥190
	34. Triglycerides (mg/dL)
|_| Borderline 150-199
|_| High 200-499
|_| Very High ≥500

	35. Glucose
	|_| Impaired Fasting Glucose
100-125 mg/dL or A1c 5.7%-6.4%
	|_| Elevated
≥126 mg/dL
	|_| A1c ≥6.5%
	|_| ALERT
≤50 or ≥250 mg/dL

	36. BMI
	|_| Overweight
25-29.9
	|_| Obesity Class 1
30-34.9
	|_| Obesity Class 2
35-39.9
	|_| Extreme Obesity
≥40

	37. |_| Tobacco Use  |_| Secondhand Smoke
	38. |_| Mental Health Well-being
	39. |_| Physical Health Well-being

	SECTION 6 – RISK FACTOR COUNSELING

	40. [bookmark: Check59][bookmark: Check60]Screening results given to client verbally and in writing. |_| Yes    |_| No

	41. Check all topics discussed.

	|_| Elevated BP
|_| Uncontrolled BP
|_| Elevated Cholesterol
|_| Elevated Glucose
	|_| Physical Inactivity
|_| Nutrition/Diet
|_| Overweight/Obesity
|_| Waist/Hip Ratio
	|_| Mental Health
|_| Tobacco Use
|_| Secondhand Smoke

	|_| Other, specify:      

	SECTION 7 – FOLLOW-UP

	42. Recommendations. Check all that apply.

	|_| Referred for diagnostic office visit (DOV) for ALERT results (required ≤7 calendar days)
|_| Referred for DOV for abnormal result
|_| DOV not medically indicated for abnormal result; already being treated
|_| Linked to a provider for ongoing care
	|_| Arranged for Medication
|_| Hypertension Management
|_| Refused DOV and/or Follow-up
|_| Community Resource Guide
|_| Social Services

	[bookmark: Text17]Provider Name:      

	Location:      

	|_| Other, specify:      

	SECTION 8 – READINESS TO CHANGE ASSESSMENT

	43. Check Readiness Stage

	Little or no intention to change behavior in the near future
|_| Pre-contemplation
	Thinking about making a behavior change

|_| Contemplation
	Ready to plan how to make a change
|_| Preparation
	In process of trying to make a change
|_| Action
	Trying to maintain a change she has made in her behavior
|_| Maintenance

	SECTION 9 – HEALTHY BEHAVIOR SUPPORT PRIORITY

	44. Check priority area(s) chosen by client.

	|_| Physical Activity      |_| Nutrition/Diet      |_| Uncontrolled HTN      |_| Tobacco Cessation

	SECTION 10 – HEALTHY BEHAVIOR SUPPORT OPTION REFERRAL

	45. Check Lifestyle Program or Health Coaching option selected by client.

	|_| Take Off Pounds Sensibly
|_| Diabetes Prevention Program
|_| Eating Smart…Being Active
	|_| Physical Activity Health Coaching
|_| Nutrition/Diet Health Coaching
|_| Uncontrolled HTN Health Coaching

	46. [bookmark: Check58]Client is not ready for Healthy Behavior Support option referral; gave permission to follow up in 30 days.
|_| Yes    |_| No

	SECTION 11 – COMMUNITY CLINICAL LINKAGES

	47. Check all resources client is linked to.

	|_| Nutrition
	|_| Physical Activity
	|_| Tobacco Quit Line
|_| Fax to Quit
|_| Community Quit Program
	|_| BP Check
	|_| Social Services
	|_| Other, specify:      
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	DEPARTMENT OF HEALTH SERVICES
Division of Public Health
F-01224  (02/2016)  
	STATE OF WISCONSIN
Bureau of Community Health Promotion
Chronic Disease Prevention & Cancer Control Section

	WISEWOMAN HEALTHY BEHAVIOR INITIAL SUPPORT

	SECTION 1 – CLIENT AND PROVIDER INFORMATION
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	1. Provider Agency Name
     
	2. Print Performing Provider Name
    
	3. Date of Contact
          

	4. Client Name (Last, First MI)
     
	5. Date of Birth
     
	6. Client ID Number
1234

	7. Main Phone Number
[bookmark: Text16]      
	8. Alternate Phone Number
          
	Best Time to Contact
     
	Next Contact Date
     


	10. Length of Contact in Minutes
[bookmark: Check56]|_| 15	|_| 20	|_| 30	|_| 40	|_| 60
	11. Contact Type
|_| Face-Face	|_| Phone

	SECTION 2 – CONTACT OUTCOME

	12. Will the client be participating in a Health Behavior Support option at this time?
|_| Yes    |_| No
	13. Write the client’s healthy behavior change SMART goal below.
     
	14. Was the client able to express any benefits to changing her behavior?|_| Yes    |_| No
[bookmark: Text26]Comments:       



	15. [bookmark: Dropdown1]Indicate how confident the client is in achieving her healthy behavior SMART goal on a scale of 0-10, where 0 means no confidence and 10 means a lot of confidence. If less than 7, the goal should be adjusted until confidence level is 7 out of 10.  
0     1     2     3     4     5     6     7     8     9     10

	[bookmark: Text19]Comments:      

	16. What are the barriers that might get in her way of accomplishing her SMART goal? For each barrier, problem solve on how she can overcome and accomplish her goal.

[bookmark: Text20]|_| Time   |_| Transportation   |_| Money   |_| Health Problems   |_| Lack of Support	|_| Other, specify:      

	Comments:      

	17. Check the Healthy Behavior Support option the client selected to support her SMART goal.

	[bookmark: Text21]|_| Take Off Pounds Sensibly (TOPS) – First Chapter Meeting Date:      
Location:      
	Health Coaching (check all that apply)
|_| Physical activity
|_| Healthy eating
|_| Uncontrolled HTN

Referrals(check all that apply)
|_| Tobacco Cessation
|_| Venga y Relajese 

	|_| Diabetes Prevention Program – Date:      
Location:      
	

	|_| SNAP-Ed – Date:      
Location:      
	

	18. Does the client have any challenges to participating in the Healthy Behavior Support option?
[bookmark: Text22]|_| Yes – What are they? |_| Health Problems    |_| Lack of Support  |_| Location /Time        |_| Other, specify:      
|_| No – What is helping her to participate? |_| Better Health  |_| Support from Provider     |_| Location /Time 
|_| Other, specify:      

	19. If the client chose Healthy Eating or Physical Activity, indicate any tool(s)/information provided and/or discussed.
|_| Exercise Band	|_| Portion Meal Plate
|_| Tracking Log(s)	|_| NIA Exercise DVD
|_| Be Wise Participant Guide	|_| Step Counter
|_| NIA Exercise Booklet	
[bookmark: Text24]|_| Other, specify:      
	20. If the client chose Uncontrolled HTN, indicate any tool(s)/information provided and/or discussed.
|_| Medication Adherence	|_| Self-Monitoring
|_| Sodium Reduction           |_| BP Tracking Card
|_| American Heart Association Tools
|_| Other, specify:      

	



