Health Risk Assessment (HRA)

Name: Date:

Date of Birth: Preferred language:

Form completed by: 0 Self 0 Friend/family © Office staff o Other

How do you rate your overall health? [ Excellent OO Very Good Good Fair L[] Poor

Are there any changes in your medical history since last year? [0 Yes [ No (if yes, list)

On how many days during the week do you...? (Circle the appropriate answer below)

1) Do physical activity (e.g. walking, sports, etc.) for at least 30 0 1-2 3-4 >5
minutes? -

3) lia; jp{):g more servings of fruits and vegetables (one serving equals 0 1-2 3-4 >5

7) Cut the size of your meals or skip meals because you don’t have

enough food (IlDl' ennugh money or enough help to Shﬂp or cook)? 0 1-2 3-4 >5

e

9y Qet at least 7 hours of sleep?

T

BB "';?u
Rl d;{f

10). Use tobacee or nicotine Prﬂduc:ta (cigarettes, e-cigarettes, smokeles
 tobacco, “lgmwﬁf EIPES) Or are clﬂse to others who dﬂ‘?

11y Leave your home to run errands, go to work, go to meetings,
classes, church, social functions, etc. {not counting doctor’s visits)?

Page 1 of 3



problems ih

at make it

and medical care?

14) Do you have enough money to pay for your medicines, medical supplies,

are you able to

=

get w\h

....to take your medicines?

24y In the past 7 days, have you needed help from others. ..
....to eat, bathe, get dressed or use the toilet?

....to do laundry, cooking, housekeeping or shopping?
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Over the last two weeks, how often have you been bothered by the following problems?

Not at all Several > Half of Nearly
Days the Days | Every Day

List of Medicines and Supplements You Take

Name of medicine/supplement Dose and how often taken

1.

2.

3.

4,

3.

6.

7.

8.

9.

10,

11.

12.

13.

14.

Other healthcare providers you see (and their specialty)
1. 5
2, 6.
3. 7
4. 8.
Medical supplies you receive (e.g. oxygen) and who supplies it:
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