
Annual Health Risk Assessment
Patient name DOB

During the past four weeks, how would you rate your health?
Excellent Good Fair Poor

Which (if any) of the following are problems for you?
I am tired or fatigued I am lonely or don’t have a lot of support at home
I experience a lot of stress or anger I have difficulty taking or remembering my medicines

Over the past two weeks, have you felt down, depressed or hopeless? Yes No
Over the past two weeks, have you felt little interest or pleasure in doing things? Yes No
Have you fallen in the past year? Yes No
Do you worry that you are at risk of falling? Yes No
Do you fasten your seatbelt when you are in a car? Yes No
Are you or your loved ones concerned about your memory? Yes No
Do you have any sexual problems you would like to discuss? Yes No
Do you have trouble with incontinence (leaking of urine)? Yes No
Do you need the help of another person to do any of the following? (Check all that apply)

Make meals Shop for groceries or clothes Housework Drive/use public transportation
Use the telephone Handle finances Take medications

Do you need the help of another person to do any of the following? (check any that apply)
Eating Bathing Dressing Getting around your home
Laundry Toileting Grooming

Do you have any problems with pain? Yes No
Do you have any problems with your vision or hearing? Yes No
Do you have any problems with your teeth or dentures? Yes No
Do you use tobacco (smoking, vaping, chewing)? Yes No
How many drinks of wine, beer or other alcoholic beverages do you have per week?

0-1 2-5 6+
Do you exercise for 20 minutes, three or more days per week? Yes Sometimes Never
Do you feel safe in your home? Yes No
What is your housing situation like?

Live with 1 or more children Live in an assisted living facility
Live in a nursing facility Live alone
I have housing today, but I am worried about losing housing in the future I do not have housing

Do you follow any special diets (low sodium/low sugar)? Yes No
If so, what?

Do you take any opioid medications? Yes No
Do you have an Advance Directive? (health care proxy, living will) Yes No
Would you like to discuss Advance Directives today? Yes No



Health History / Review of Systems

Name: DOB: Date:

Exercise: Type Min: Per: Day / Week

Sleep: hrs/night Seat belt: Y/N Tobacco/Nicotine: /day Start? Quit?

Alcohol: drinks/wk Recreational drugs:

Date of last: Tetanus shot: Pneumonia shot: Shingles shot:

CURRENT MEDICAL CONCERNS:

PLEASE CHECK ALL THAT APPLY (current or recent symptoms)

weight gain
weight loss
fatigue
fever
night sweats

visual difficulties
hearing difficulties
ear pain
seasonal allergies
dental problems

chest discomfort
rapid or irregular heartbeat
swelling in feet/legs

cough
wheezing
shortness of breath
snoring
sleep apnea

nausea
vomiting
diarrhea
constipation
abdominal pain
change in stool
blood in stool
reflux/heartburn
last colonoscopy/sigmoidoscopy:

new/changed headache

seizure

dizziness

passing out

numbness/tingling

tremor/shakiness

memory loss

weakness

easy bruising/bleeding

swollen lymph nodes

blood clot

rash

worrisome moles

MEN:
penile discharge

weakness of urinary stream

nighttime urination

number of children

WOMEN:
pregnancies

number of children

number of miscarriages

number of abortions

painful/heavy periods

irregular periods

last mammogram

last PAP

menopausal symptoms

breast lumps

date of last period

muscle pain
joint pain

gender identity
sexual orientation

urinary incontinence
painful urination
urinary urge/frequency
blood in urine
sexual difficulties/concerns

suicidal thoughts
increased stress
difficulty sleeping
anxiety/nervousness
family/marital issues
pushed/shoved/harmed
domestic violence
eating disorder (past or present)

advanced directive
living will
power of attorney

Personal goals for the upcoming year:







Accountable Care Organizations 
Working together to give you the best care. 

is part of an Accountable Care Organization (ACO). We’ve teamed up with other 
doctors, hospitals, and health care providers to make sure you get the best care. 

We provide coordinated care for you to get well & stay well 

You get patient-centered care focused on YOUR needs.

Your health care providers can see the same test results, treatments, and prescriptions.

More coordination helps prevent medical errors and drug interactions.

You may save time, money, and frustration by avoiding repeated tests and appointments.

Better communication can help protect against Medicare fraud and waste.

Get the most from your care with our communication & support 

Ask about signing up for our secure online portal. You’ll get 24-hour access to your 
personal health information, including lab results and communication from your health care 
provider. 

When you choose a health care provider that participates in an ACO, they’ll help you get the
right care at the right time. You can visit Medicare.gov and log into (or create) your secure 
Medicare account to choose a primary care doctor.

Medicare protects the privacy of your health information. If you don’t want Medicare to share
information with your health care providers for care coordination, call 1-800-MEDICARE
(1-800-633-4227). Medicare may still share general information to measure provider quality. 
For more information on how Medicare may use and give out your information, visit
Medicare.gov and search for “privacy.”

 

 

         

          

      

          

       

 

 

 

             
       

          
   

   

        

 
 
 
 
 

  

  

   

  

         

 

 

 

 

     
   

         

       
             
        

    
  

           
      

           
    

         

                
       
 

               
              

     

                 
       
        
         

      

Want more information? 

Ask our front desk, or call us at . You can also visit Medicare.gov or call 
1-800-MEDICARE (1-800-633-4227). TTY users can call 1-877-486-2048.
To report a Medicare-related concern or complaint, call 1-800-MEDICARE (1-800-633-4227).

7o Oearn more about Accountable Care Organizations� VcaQ WKe 45 code here:

Three Chelsea Docs

734-433-1500   



