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MSSP Initial Health Assessment Summary (Optional) 

Participant Name ______________________ MSSP #_______________ 

Assessment Date _______________ Telephone______________ Staff Code _________  

Summarize current circumstances and needs: 

Participant Description: 

Medical History / Review of Systems / Vital Signs / Diagnoses: 
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Medical Care / Medications: 

Nutrition / Health Habits: 

Print Staff Name: __________________________________________________________ 
Staff Signature/Title: ________________________________________________________
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