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rMedically Exempt Member Survey

Compared to other people your age, how wotild you rate your
heaith?

Gompared to other people your age, how would you rate your mental
heaith?

How often do you need help from another person in doing the
activities below?

¢ Bathing

¢  Walking

*  Transferring

¢ Eating

* Managing Your Medications

in the tast six months, how many times have you stayed overnight
as a patlent In a hospital?

In the last slx months, how many fimes have you used an emergency
room?

In the last six months, how many imes have you been seen by a
doctor/nurse practitioner/physiclan assistant?

{Count officelclinic visits and home visits; Do not count emergency
room or hospital visits)

If you use dritgs or alcohol, how often does it keep you from doing
your daily activitles?

If you experience sadness, depression or nervousness, how often
does it keep you from doing your dally activities?

Do you receive Social Security disabllity benefits?

Gars
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