HEALTHY MOVES FOLLOW-UP—FOR ORAL ADMINISTRATION ONLY—AltaMed 
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MSSP #_________Client Name:_________________________Completed by: ______________Date: _______
FALLS:
Does a fear of falling prevent you from performing daily activities?




  1. None of the time       2. Some of the time       3. Most of the time       4. All of the time


How many falls have you had in the last 3 months?____________



Were you injured from any fall?
Yes     No



What were you doing when you fell?________________________________
PAIN SCALE:     Please rate, on average, the level of pain you have experienced in the past 2 weeks.        
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  No Pain





              Excruciating Pain 

DEPRESSION SCALE: In the last month I have felt depressed or anxious:  1.   None of the time

If client chooses #3, please complete the GDS depression test on the back.

2.   Some of the time

3.   Most of the time
At ENROLLMENT, your CLIENT’S GOAL was to:  ​​​​​​​​​​​​​____________________________________

How close are you to achieving your goal?


   Did Not Achieve

                        
      Achieved Completely
How likely are you to continue these exercises without a coach?

1. Not at all 
      2. Not too likely
     3. Somewhat likely         4. Very likely
SENIOR FITNESS TEST:
1. # of Arm Curls in 30 seconds (indicate right or left arm):___________
     Indicate weight used__________________Notes:______________________________
2. Ankle Point & Flex:  Is client able to perform this movement?   Yes     No

Notes:________________________________________________________________

3. # of Steps-in-Place in 2 minutes:    Seated: __________ or Standing:_________

Left foot + Right foot= 1 step
Notes:_________________________________________________________________

4. # of Chair Stands in 30 seconds:___________
     Notes:_________________________
HELPFUL NOTES_____________________________________________________ _________________________________________________________________
CHOOSE THE BEST ANSWER FOR HOW YOU FELT THIS PAST WEEK

1. Are you basically satisfied with your life?






YES 
NO

2. Have you dropped many of your activities and interests? 



YES
NO 

3. Do you feel that your life is empty? 






YES
NO 

4. Do you often get bored?





 


YES
NO 

5. Are you in good spirits most of the time?






YES
NO
6. Are you afraid that something bad is going to happen to you?


YES
NO 

7. Do you feel happy most of the time? 






YES
NO
8. Do you often feel helpless?






YES
NO 

9. Do you prefer to stay at home, rather than going out and doing new things?
YES
NO 

10. Do you feel you have more problems with memory than most?


YES
NO 

11. Do you think it is wonderful to be alive now?





YES
NO
12. Do you feel pretty worthless the way you are now?




YES
NO 

13. Do you feel full of energy?






YES
NO
14. Do you feel that your situation is hopeless?






YES
NO 

15. Do you think that most people are better off than you are?


YES
NO

Answers in bold type indicate depression, and each answer counts as 1 point.


Score:               
Interpretation:

Scores from 0 to 4 indicate that there is probably no depression or very mild depression.

Scores from 5 to 10 suggest probably depression (most likely moderate).

Scores from 11 to 15 indicate severe or major depression.

Clients scoring 5 or above should be evaluated further by care manager.  Please address this as you normally would in MSSP practice (ie. refer to physician or psychiatric counseling if appropriate, discuss with family, review medications).
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Enrollment Date:_________








