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Patient	Agenda	 	 Name:	_______________________	
List	ALL	concerns	you	wish	to	discuss	at	this	visit.	
Remember:		There	may	not	be	time	to	discuss		 	 Check	any	requests	you	have	for	this	visit.	
them	all	at	this	visit.	 	 	 	 	 	 	 ☐New	Medication	
	 	 	 	 	 	 	 	 	 ☐Refill	

• Main	concern:__________________________	 	 	 ☐Referral	
• ___________________________________	 	 	 ☐Test	or	Test	Result	
• ___________________________________	 	 	 ☐Completion	of	Form	
• ___________________________________	 	 	 ☐Work	or	School	Excuse	

	 	
Comments/Notes:___________________________________________________________________________

__________________________________________________________________________________________	

Have	you	seen	a	specialist?	☐Yes	 ☐No	

Have	you	had	a	medication	change	since	last	visit?	 ☐Yes	 ☐No	

	

In	the	past	2	weeks	how	often	have	you	been	bothered	by	the	following	(circle):	

	 	 		Not	at	all														several	days	 					more	than	½	the	days	 nearly	every	day	

Little	interest	or	pleasure	in	doing	things:													0																			1																									2																															3	

Feeling	down,	depressed	or	hopeless:																			0																			1																									2																															3	

	

Have	you	had	a	fall	since	your	last	visit?																							 ☐Yes			☐No	

Do	you	leak	urine	or	have	bladder	problems?														 ☐Yes	 ☐No	

	

Has	your	financial	status	changed	recently?																		 ☐Yes	 ☐No	

Do	you	have	trouble	paying	for	medications	or	food?	 ☐Yes	 ☐No	


