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ANNUAL HEALTH RISK APPRAISAL  

 
All enrolled members, including spouses and children, are required to complete this form upon enrollment and annually thereafter upon your 
anniversary/enrollment start date. This information is confidential health protected information and will not exclude you from Access Health coverage. 
This assessment collects information to identify health risk factors, provide individualized feedback, and links members to programs that promote 
health improvement and/or prevent disease.  Please answer every question completely!  
 
Name __________________________  Date of Birth __________    Gender   Male  ! Female  Today’s Date: __________ 
 
Address __________________________________ Phone (day) ________________ (evening) ______________ 
                  Include full mailing address, including city, state and zip code 
Email _________________________________ Member ID: __________________________ 
 
Employer ______________________________ Enrolling as:   Employee/subscriber    Spouse or dependent 
 
Primary Care Physician ___________________  Date & Reason for last visit:___________________________ 
 
Date of last complete physical _________  Date & reason for last hospital admission _____________________________ 
 
Weight______     Height______ BMI ____   
 
ETHNICITY/RACE 
  White 
  Black, African American 
  Asian 
  American Indian, Alaska Native 
  Native Hawaiian, Pacific Islander 
  Multiracial/Other 

Are you Hispanic or Latino?  Yes       No  
If not English, list language:  
__________________________ 
 

MARITAL STATUS 
  Married 
  Divorced 
  Widowed 
  Separated 
  Never married (Single) 
  Unmarried couple 
NUMBER OF MEMBERS IN 
HOUSEHOLD_____ 
 
 

EMPLOYMENT STATUS  
  Currently employed 
  Unemployed 1 year or more   
  Unemployed less that 1 year  
  Self employed _____________ 
  Retired 
  Applied for Disability, date_______ 
  Receive Disability Checks 
  Student 
 

 
EDUCATION (Highest grade or year of school completed) 
  Never attended school 
  Grades 6-9 
  Grades 9-11 
  GED 
  High school graduate 
  College 1-3 years 
  College 4 years or more 

INCOME LAST YEAR FOR HOUSEHOLD 
  Less than $10,000      Qualify for food stamps 
  $11,000 - $15,000      Do not qualify for food stamps  
  $16,000 - $23,000      Have never applied for food stamps 
  $24,000 - $31,000 
  $32,000 - $39,000 
  $40,000 - $48,000 
  over $49,000

 
1. List all medications, vitamins and supplements and dosage if known.   
_____________________________________________ 
_____________________________________________ 
_____________________________________________ 
_____________________________________________ 

_____________________________________________ 
_____________________________________________ 
_____________________________________________  
_____________________________________________

 
2. Check all health conditions that you have: 

  Arthritis/Rheumatism 
  Back or neck problem 
  Fractures, bone/joint injury 
  Walking problem 
  Lung or breathing problem 
  Hearing problem 
  Eye/Vision problem 

         High Cholesterol- Total Chol____ HDL____ LDL____ 

  High Blood pressure ______________ 
  Heart problem 
  Stroke 
  Diabetes - HgA1c______________ 
  Cancer 
  Depression/ anxiety/ emotional problem 
  Other __________________________ 

  

Office Use: BMI:   Healthy  Above  Waist Circ:  Female:  Above 35  Below 35  Male::  Above 40  Below 40                                                     

Mark all 
that 
apply 

For Office Use Only: Date Received: ___________ Plan o  Standard  o C3  
Participation Year: o 1  o 2  o 3   If year 1, enrollment begins: __________ 
Risk: o H  o M  o L    
oOrientation ________  o Health Adv. Appt ______ o Action Plan Comp. _____ 
o Scanned   Member # _____________ Comments: ______________________ 
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3. During the past 4 weeks, how many days was it painful for you to do your usual activities (such as caring for 

your self, work, or recreation)?   0 - 3    4-8    9-15    16-21             Everyday 
 
4. If there was a time in the last 12 months when you needed to see a doctor but couldn’t, what was the reason?  

  Not an issue    Cost   Transportation   No need to see the doctor   Could not find a doctor  
 

5. During the past 4 weeks, did you participate in any physical activities or exercise? ( Examples: running, walking, 
golf, or gardening)   Yes   No  

 
6. How many times did you do these physical activities in the past 4 weeks? 

  0-3   4-8    9-15    16-21    Everyday 
 

7. When you did this activity, how long did you usually keep at it? 
   Less than 20 minutes !   20-30 minutes  ! 30-45 minutes  ! More than 45 minutes 
 

8. On average how many days a week do you eat a healthy diet which includes at least three meals a day 
including protein, (beef, pork, lunchmeat, chicken or turkey, eggs or other meat/protein) 2-3 servings/day, 
vegetables & fruit 4-6 servings/day, and grains (bread, rolls, cereal, pasta, rice, potato, corn, or other grains) 4-6 
servings/day? 
  1    2    3    4    5    6    7 
 

9. During the past month how many days did you drink any alcohol?  
  None, I do not drink alcohol    0-2    3-6   7-12   13 or more 
 

10. Considering all types of alcoholic beverages, how many times in the last month did you have five (5) or more 
drinks on one occasion?   
   0-3   4-8    9-15    16-21    Everyday 
 

11. Do you now or have you in the past used addictive substances?   Yes     No    Previous Use/Quit:____________   
Amphetamines   IV drug use   Cocaine/crack      Marijuana        Heroin       Other, list _________________  
 

12. Are you currently receiving Substance Abuse Treatment? !  Yes      No   
 
13. Do you smoke cigarettes or use tobacco products of any kind (i.e.: pipe, chewing tobacco, or cigars)?                     

Yes     No   Previous Use/ Quit Date: :______________ 
If Yes, answer amount:           less than 1/2 pack/day   1 pack/day   2 pack/day      More than 2 packs 

 
14. Would you consider participating in a stop smoking class?       Yes         No  
 
15. During the past four weeks, have you had to cut down the amount of time you spend on work or other regular 

daily activities as a result of your physical health?       Yes     No 
 
16. During the past 4 weeks, have you had to cut down the amount of time you spend on work or regular activities 

as a result of any emotional problems, such as feeling depressed or anxious?        Yes     No 
 
17. Are you currently receiving counseling for any emotional difficulties?    Yes     No 
 
18. How long has it been since your last visit to a dentist or dental clinic? 

  Within the past year  ! 1-2 years ago    3-5 years ago   Not sure !   Never 
 

19. What is the main reason you have not been to a dentist in the past year? 
  I have been to a dentist        Fear/ nervousness or don’t like going          Cost         Do not have a dentist 
  Transportation problem      No problems with teeth               Other reason____________________ 

 
Access Health Member Signature ____________________________________________THANK YOU! 
 
Participation Year(Number of years on Access health program) 
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