
Medicare Advantage  
Health Assessment
1 How would you rate your overall health?    
 Excellent        Very good        Good        Fair        Poor

2 How would you rate your physical health?     
 Excellent        Very good        Good        Fair        Poor

4 Have you stayed in the hospital more than three times in the last year?     
 Yes    No

5 In the past six months, how many times did you visit the emergency room?     
 None        1        2        3        4 or more

6 Do you take six or more medications?      Yes    No

8 How would you describe your dental health?       
 Excellent      Very good      Good      Fair      Poor      Have dentures

9 How is your hearing?       
 Excellent      Very good      Good      Fair      Poor      Have hearing aids

3 What conditions have you had in the past or are currently receiving treatment for?
 Anxiety	  Asthma	  Bipolar disorder
 Cancer	  COPD/emphysema	  Dementia
 Depression	  Diabetes	  Hearing problems
 Heart disease	  Heart failure	  High blood pressure
 Transplant	  Renal/kidney failure	  Schizophrenia
 Stroke	  Vision problems	  None

Member name____________________________

DOB ________ Member ID__________________

7 How would you rate your pain on average?     
0-10 scale with 0=No pain and 10=Worst pain imaginable



Do you need help with any of the following?

Bathing	  No	  Yes, need help or equipment

Dressing	  No	  Yes, need help or equipment

Using the bathroom	  No	  Yes, need help or equipment

Getting in and out of a chair or bed	  No	  Yes, need help or equipment

Eating	  No	  Yes, need help or equipment

Taking your medicine	  No	  Yes, need help or equipment

Transportation	  No	  Yes, need help or equipment

Walking	  No	  Yes, need help or equipment

Using the telephone	  No	  Yes, need help or equipment

Household tasks	  No	  Yes, need help or equipment
(cooking, laundry, chores)

Running errands or grocery shopping	  No	  Yes, need help or equipment

Managing your money 	  No	  Yes, need help or equipment
(paying bills, bank accounts)

For the activities above, do you get the help you need?        
 I get all the help I need	  I could use more help    
 I need more help	  I don’t need any help
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13 In the past six months, have you experienced leaking of urine?   Yes    No
     If yes, have you spoken with your health care provider about leaking of urine?   
      Yes    No

In the past month, how would you rate your sleep?        
 Very good      Good     Poor      Very bad
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How often do you get as much sleep as you want?        
 Never      Rarely      Sometimes      Often      Always

How is your vision?       
 Excellent      Very good      Good      Fair      Poor      
 Have glasses      Blind/legally blind     



How often do you eat foods high in fat such as whole milk, fried food, fatty meats?
 Never        Rarely        Sometimes        Often        Always

How often do you eat foods high in fiber (i.e., whole grain bread and cereal, beans)?
 Never        Rarely        Sometimes        Often        Always

Do you currently smoke or use tobacco products (cigarettes, cigars, chew, vaping)?      
 Yes    No
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How often do you eat at least five servings of fruits and vegetables per day  
(one serving is one-half cup)?
 Never        Rarely        Sometimes        Often        Always
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How often do you exercise for at least 20–30 mins at least five days a week?
 Never        Rarely        Sometimes        Often        Always
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Have you eaten less than normal over the past three months?   Yes    No
     If yes, is this because of no appetite or chewing/swallowing difficulties?   Yes   No
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How often do you feel unsteady when walking or have concerns with balance?
 Never        Occasionally        Daily        All the time

How often do you feel fatigued?
 Never        Rarely        Sometimes        Often        Always

Have you lost weight without trying in the last three months?   Yes    No

19

18

20

In the past six months, have you fallen to the ground without being pushed?
 Yes      No
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Do you have stairs or steps in your home?   Yes    No16



How often do you feel angry?
 Never        Rarely        Sometimes        Often        Always

34

How satisfied are you with your social activities and relationships?
 Excellent        Very good        Good        Fair        Poor
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How often do you feel alone or isolated from others?
 Never        Rarely        Sometimes        Often        Always
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Do you ever think about quitting or changing how much you drink?    
 Yes    No

In the last two weeks, how often have you:

Felt nervous, anxious or on edge?
 Not at all    Several days    More Than half the days    Nearly every day

Not been able to stop or control worrying?
 Not at all    Several days    More Than half the days    Nearly every day

Had little interest or pleasure in doing things?
 Not at all    Several days    More Than half the days    Nearly every day

Felt down, depressed or hopeless?
 Not at all    Several days    More Than half the days    Nearly every day
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What best describes your current living situation?
 Live alone        Live with family/spouse
 Live with a non-relative        Live in an assisted living facility

If you do drink alcohol, how many drinks containing alcohol did you have on a 
typical day when you were drinking in the past year?
 1–2        3–4        5–6        7–9        10+        I do not drink alcohol
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How often did you have a drink containing alcohol in the last year?
 Never        Monthly or less        2-4 times/month
 2-3 times/week        4 or more times/week
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Please return to: 
Sanford Health Plan
Attn: Care Management
PO Box 8000 
Marshfield, WI 54449-8000
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37 What was the highest grade or level of school you completed?

 Eighth grade or less

 Some high school, did not graduate

 High school graduate/GED

 Some college or two-year degree

 Four-year college graduate (B.A., B.S.)

 More than four-year degree

What is your current marital status?

 Married

 In serious or committed relationship, not married

 Divorced

 Separated

 Widowed

 Single

What is your primary language?

 English	  Spanish

 Other

Do you find you have to choose between buying groceries, medicine  
or paying bills?    Yes    No
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How often do you feel stressed?
 Never        Rarely        Sometimes        Often        Always
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Sanford Health Plan and Sanford Health Plan of Minnesota have HMO, PPO, I-SNP and D-SNP plans with a Medicare 
contract and contracts with state Medicaid programs. Enrollment in these plans depends on contract renewal. Sanford Health 
complies with applicable federal civil rights laws and does not discriminate, exclude or treat people differently on the basis of 
race, color, national origin, religion, pregnancy and related conditions, sex (including sexual orientation, gender identity, sex 
stereotypes, sex characteristics and intersex traits), age, disability, health status, marital status, arrest or conviction record or 
military participation in the administration of the plan, including enrollment and benefit determinations.

 Free interpretation services are available to you. Additional services and resources necessary to provide information on 
accessible formats are also available at no cost. Call 1- 877-509-4979 (TTY: 711) or speak with your healthcare provider. 
Spanish: Si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. También están disponibles 
de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar información en formatos accesibles. Llame al 
1- 877-509-4979 (TTY: 711) o hable con su proveedor. Oromo: Yoo afaan Oromoo dubbattu ta’e, tajaajilli gargaarsa afaanii 
bilisaa siniif ni argama. Gargaarsi gargaaraa fi tajaajilli sirrii ta’ee fi odeeffannoo bifa dhaqqabamaa ta’een kennuunis bilisaan 
ni argama. Bilbilaa 1- 877-509-4979 (TTY: 711) yookiin dhiyeessaa kee waliin haasa’aa. 

If you require materials in large print, please call 1-877-509-4979 (TTY 711).
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