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PBS Confidential Health Risk Assessment

Member Last Name      
Member First Name      
Member Middle Initial 
SSN

Date of Birth

Ethnicity:

 FORMCHECKBOX 
 Caucasian / White

 FORMCHECKBOX 
 Black / African American

 FORMCHECKBOX 
 Hispanic / Latino

 FORMCHECKBOX 
 Asian American / Pacific Islander

 FORMCHECKBOX 
 Other

Health Profile Questions

Gender:    FORMCHECKBOX 
 Male         FORMCHECKBOX 
 Female 

Height :
Weight:      (If you are currently pregnant enter your pre-pregnancy weight)

Do you Smoke:     FORMCHECKBOX 
 Yes       FORMCHECKBOX 
  No

When was your last routine exam?

                                          Never         Within last           1 – 3          More than 3 years ago

                                                               12 months            years

Routine Physical                  FORMCHECKBOX 

          FORMCHECKBOX 
                      FORMCHECKBOX 
                        FORMCHECKBOX 

Pap Test / Pelvic Exam        FORMCHECKBOX 
                      FORMCHECKBOX 
                      FORMCHECKBOX 
                       FORMCHECKBOX 

Prostate Exam                      FORMCHECKBOX 
                      FORMCHECKBOX 
                      FORMCHECKBOX 
                        FORMCHECKBOX 

Please indicate medical history for any of the following diagnoses:

Neck or Head condition      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No                Elbow / Shoulder     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Back or Spine                      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No               Ankle / Foot             FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Hip / Pelvis                         FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No                 Finger / Hand          FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Knee / Leg                          FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Have you experienced problems or been Diagnosed or Treated for any of the following?

Behavioral                                      Never              Currently Have           In the Last 5 years

Depression or other                             FORMCHECKBOX 
                         FORMCHECKBOX 
                                  FORMCHECKBOX 

Mental Illness

Eating Disorder                                   FORMCHECKBOX 
                         FORMCHECKBOX 
                                  FORMCHECKBOX 

Migraines                                            FORMCHECKBOX 
                         FORMCHECKBOX 
                                  FORMCHECKBOX 

Substance Abuse                                 FORMCHECKBOX 
                         FORMCHECKBOX 
                                  FORMCHECKBOX 

Bone and Joint
Arthritic or Joint Pain                         FORMCHECKBOX 
                         FORMCHECKBOX 
                                  FORMCHECKBOX 

Osteoporosis / Bone Loss                   FORMCHECKBOX 
                         FORMCHECKBOX 
                                  FORMCHECKBOX 

Cardiovascular

Chest Pain or Angina Pectoris           FORMCHECKBOX 
                         FORMCHECKBOX 
                                  FORMCHECKBOX 

Congestive Heart Failure                   FORMCHECKBOX 
                         FORMCHECKBOX 
                                  FORMCHECKBOX 

Heart Murmur                                    FORMCHECKBOX 
                         FORMCHECKBOX 
                                  FORMCHECKBOX 

Heart Trouble or Heart Attack           FORMCHECKBOX 
                         FORMCHECKBOX 
                                  FORMCHECKBOX 

High Blood Pressure                          FORMCHECKBOX 
                         FORMCHECKBOX 
                                  FORMCHECKBOX 

High Cholesterol                                FORMCHECKBOX 
                         FORMCHECKBOX 
                                  FORMCHECKBOX 

Stroke                                                 FORMCHECKBOX 
                         FORMCHECKBOX 
                                  FORMCHECKBOX 

Respiratory

Asthma or Wheezing                          FORMCHECKBOX 
                         FORMCHECKBOX 
                                 FORMCHECKBOX 

Difficulty Breathing                           FORMCHECKBOX 
                          FORMCHECKBOX 
                                 FORMCHECKBOX 

Pleurisy or Pneumonia                       FORMCHECKBOX 
                          FORMCHECKBOX 
                                  FORMCHECKBOX 

Other

Anemia                                               FORMCHECKBOX 
                         FORMCHECKBOX 
                                   FORMCHECKBOX 

Diabetes                                              FORMCHECKBOX 
                         FORMCHECKBOX 
                                  FORMCHECKBOX 

ESRD or Kidney Disease                   FORMCHECKBOX 
                         FORMCHECKBOX 
                                  FORMCHECKBOX 

Multiple Sclerosis                              FORMCHECKBOX 
                          FORMCHECKBOX 
                                  FORMCHECKBOX 

Seizures                                              FORMCHECKBOX 
                          FORMCHECKBOX 
                                  FORMCHECKBOX 

Thank you for completing the PBS Confidential Health Risk Assessment.

Please be assured that the PHI information contained in this Health Assessment will remain protected and confidential as required by the government’s privacy regulations under HIPAA and will not be released without your written authorization.
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