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Health Outcomes & Impact

1. Inthe past 12 months, have you visited the emergency room because of high blood pressure (hypertension)?
O Yes
U No
a. If you answered YES, when

2. Inthe past 12 months, have you been admitted to the hospital for any of the following? (Check all that apply)
L] High blood pressure (hypertension)
[] Stroke
[] Heart attack
] None

Medication Adherence

3. Are you currently prescribed any medications for blood pressure, cholesterol, diabetes, or heart disease?
1 Yes
(1 No
If you answered YES, list all

4. How many medications do you take daily?
12
(134
(] 56
L] 6+

5. Inthe past 7 days, how often did you take your medications as prescribed?
[ Every day
[] Most days (5-6 days)
(] Some days (2-4 days)
[J Rarely (0-1 day)
UJ I 'am not prescribed medication

Follow-Up Care

6. Inthe past 12 months, have you seen a primary care provider or specialist for your blood pressure,
cholesterol, diabetes, or heart health?
U Yes
[J No

7. Do you currently have a regular healthcare provider you see for your chronic conditions?
[] Yes
L] No
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Lifestyle & Risk Reduction

In the past 30 days, how many days per week did you do at least 30 minutes of physical activity?
[J O days

U 1-2 days
U 3-4 days
UJ 5 or more days

Program Impact

9. Since enrolling in WISEWOMAN, have you made any of the following changes? (Check all that apply)
L] Improved diet

U] Increased physical activity

[] Reduced or quit smoking

[ Improved medication use/adherence
[] Reduced stress

[J None of the above




	WISEWOMAN Fillable Questionnaire 4
	WISEWOMAN Fillable Questionnaire 5

	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Text28: 
	Text29: 
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box41: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off


