
 
 
 
 
 
 
 
 
 
 

MEDICARE QUESTIONAIRE 
 
 
1. Have you fallen 2 or more times in the past year? 
 
No_____, Yes_____ Please Explain________________ 
______________________________________________
______________________________________________
______________________________________________
______________________________________________ 
 
 
 
2. Have you been injured by a fall in the past year? 
 
No_____, Yes_____ Please Explain________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
 



MEDICATION LIST
Please note:  This information is required by Medicare.  Please include all 

prescriptions, over the counter drugs, vitamin and herbal supplements.

NAME:_____________________________ DOSAGE:___________________________

NAME:_____________________________ DOSAGE:___________________________
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NAME:_____________________________ DOSAGE:___________________________
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NAME:_____________________________ DOSAGE:___________________________

NAME:_____________________________ DOSAGE:___________________________

NAME:_____________________________ DOSAGE:___________________________
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