
Wellness Check Report
Medical Institution Details

Name: _______________________________________

Address: _____________________________________

Phone Number: _______________________________

Website: _____________________________________

Patient Information

Full Name: ___________________________________

Date of Birth: ______/______/_________

Gender: ______________________________________

Patient ID: ___________________________________

Contact Number: _____________________________

Email Address: _______________________________

Physician/Healthcare Provider

Name: _______________________________________

Specialty: ____________________________________

Contact Number: _____________________________

Wellness Check Date

Date: ______/______/_________

Time: _____________________________

Vital Signs

Blood Pressure: ______________________________

Heart Rate: __________________________________

Respiratory Rate: _____________________________

Temperature: _________________________________

Oxygen Saturation: ____________________________

Health History Review

Medical History: ______________________________

Surgical History: ______________________________



Medications: __________________________________

Allergies: ____________________________________

Family History: _______________________________

Social History (tobacco/alcohol use, exercise, diet): _______________________________

Physical Examination

General Appearance: ___________________________

Head and Neck: _______________________________

Cardiovascular: _______________________________

Respiratory: __________________________________

Abdominal: ___________________________________

Musculoskeletal: ______________________________

Neurological: _________________________________

Dermatological: _______________________________

Screening Tests

BMI Calculation: _______________________________

Vision Test: ___________________________________

Hearing Test: __________________________________

Blood Glucose: ________________________________

Cholesterol Profile: ____________________________

Other Relevant Screenings: _____________________

Immunizations and Preventive Measures

Influenza Vaccine: 

Yes 

No 

Up-to-date

Tetanus Booster: 

Yes 

No 

Up-to-date

Other Vaccinations: ____________________________



Lifestyle Assessment

Nutrition/Diet: ________________________________

Physical Activity: ______________________________

Stress Management: ___________________________

Sleep Quality: _________________________________

Patient Education

Diet and Nutrition: _____________________________

Exercise Recommendations: _____________________

Smoking Cessation: ____________________________

Alcohol Consumption: __________________________

Stress Reduction Techniques: ____________________

Plan/Recommendations

Follow-Up Appointments: _______________________

Referrals to Specialists: ________________________

Additional Tests or Screenings: __________________

Lifestyle Modifications: ________________________

Medication Adjustments: ________________________

Provider's Signature: _________________________ Date: ______/______/_________

Patient Acknowledgment

I have discussed the findings with the provider and understand the recommendations provided.

Patient's Signature: ____________________________

Date: ______/______/_________

Disclaimer: This wellness check template is for informational purposes only and should be adapted 
to reflect the protocols of the medical institution and the individual needs of the patient. Always 
consult with a qualified healthcare provider for personalized health assessments and 
recommendations.


	Name: Central City Health Clinic
	Address:  123 Wellness Drive, Central City, CA, 90001
	Phone Number: 555-123-4567
	Website: www.centralcityhealth.org
	Full Name: John A. Doe
	Date of Birth: 05
	undefined: 16
	undefined_2: 1980
	Gender: Male
	Patient ID: JD980516
	Contact Number:  555-987-6543
	Email Address: johndoe@email.com
	Name_2: Dr. Jane Smith
	Specialty: Family Medicine
	Contact Number_2: 555-123-4568
	Date: 11
	undefined_3: 09
	undefined_4: 2023
	Time: 10:30 AM
	Blood Pressure: 120/80 mmHg
	Heart Rate: 72 bpm
	Respiratory Rate: 16 breaths/min
	Temperature: 98.6°F
	Oxygen Saturation: 98%
	Medical History: Hypertension
	Surgical History:  Appendectomy in 2005
	Medications: Lisinopril 10 mg once daily
	Allergies:  None known
	Family History: Father with Type 2 Diabetes, Mother with Hypothyroidism
	Social History tobaccoalcohol use exercise diet: Non-smoker, occasional alcohol use, exercises 3 times a week, balanced diet
	General Appearance: Well-groomed, alert, and oriented
	Head and Neck: Normocephalic, atraumatic
	Cardiovascular: RRR, no murmurs
	Respiratory:  Clear to auscultation bilaterally
	Abdominal: Soft, non-tender
	Musculoskeletal:  Full range of motion, no swelling or deformity
	Neurological: Alert, CN II-XII intact, normal gait
	Dermatological: No rashes or lesions
	BMI Calculation:  25 (within normal range)
	Vision Test:  20/20 with correction
	Hearing Test: Normal bilateral hearing
	Blood Glucose:  90 mg/dL
	Cholesterol Profile: 190 mg/dL, HDL 55 mg/dL, LDL 120 mg/dL
	Other Relevant Screenings: 
	Other Vaccinations: Hepatitis B series completed
	Exercise Recommendations: Maintain current level of activity
	Stress Reduction Techniques: Continue meditation, consider yoga
	FollowUp Appointments: Annual wellness visit scheduled for 11/09/2024
	Referrals to Specialists: None at this time
	Additional Tests or Screenings: Follow-up blood pressure check in 6 months
	Lifestyle Modifications: Continue current exercise and diet plan
	Medication Adjustments: Continue current dosage of Lisinopril
	undefined_5: Dr. Jane Smith
	Date_2: 11
	undefined_6: 09
	undefined_7: 2023
	undefined_8: 2023
	Date 1: 11
	undefined_9: 09
	Text1: Balanced diet with fruits, vegetables, lean protein
	Text2:  Runs 5k three times a week
	Text3: Practices meditation regularly
	Text4: Reports 7-8 hours of sleep nightly
	Text5: Continue current diet, increase leafy greens
	Text6:  N/A
	Check Box7: Yes
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Yes
	Text8: Limit to 2 drinks per occasion


