AGE APPROPRIATE HEALTH RISK ASSESSMENTS

(ACH-90, ACH-91, ACH-92, ACH-93, ACH-94)

Purpose

These forms are designed to collect information about the patient’s lifestyle, health condition, family disease/health condition, history, eating habits and other factors, which may affect or create a health risk.

The five Health Risk Assessment (HRA) forms are divided according to the age of the patient.  ACH 90-93 are to be completed when using CH 13 or CH 14 for well child visits. The ACH-94 is not only for adults 21 and older, but also for patients requesting family planning services, as well as pregnant, postpartum, and breastfeeding women. When using H & P 13 and 14, a separate HRA is not necessary; HRA is included within these forms.
Instructions for Completion and Reporting

A Health Risk Assessment should be completed when required by the age specific preventive health periodicity schedule, when providing initial family planning services, or when a patient requests a pregnancy test and an ACH-94 is not already in the record.  A new HRA should be initiated for a patient when their age places them in a new periodicity schedule and/or the services they are receiving require that a new HRA be completed.  Use of the HRAs is optional for other circumstances.  The form is retained in the patient’s medical record.  The appropriate health information sheet should be discussed and given to the patient.  The information sheet will provide a tool to assist with health education, counseling and anticipatory guidance which is to be given based on the response to the HRA.

The HRA is designed to be initially completed by the parent or caregiver of a child, or by the patient if age 11 or above.  At the initial completion of the HRA, the form may be given to the patient at any time during the visit.  If there are literacy or language problems identified at this time, staff should assist the patient in answering the questions.  The HRA must be signed and dated by the provider who reviews the information with the patient, initially and at subsequent updates.  Changes in the responses to the questions after the initial completion must be documented in the service record.  Relevant responses may be reviewed without the update of the HRA in its entirety.

Reporting of an HRA should occur only when all questions on the age specific form are addressed.  CPT code 99420 should be reported along with the ICD code(s), which indicates the purpose of the visit or the purpose for completing the HRA.  The HRA is never reported to WIC.

Health education, counseling for health risk reduction and anticipatory guidance can occur at any patient visit.  Documentation of this counseling is made on the service note, or on the other appropriate forms such as the history and physical form.  Risk reduction counseling may take place without a complete review of the HRA being scheduled or indicated.  Comments or notations about additional health education materials given to the patient at the time the HRA is completed are to be made on the service note.

Remember

Counseling provided by a nurse during the course of an E/M visit is considered a part of that visit and ICD codes which reflect the reason for the counseling should be assigned to the E/M code in the secondary, tertiary, etc. position as appropriate.
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