







	Date of Birth: 
	First Name: 
	Middle Initial: 
	Last Name: 
	Sex: 
	Telephone Number: 
	Email Address: 
	Section II: Off
	Feet: 
	Inches: 
	Weight: 
	Abdominal Girth: 
	Systolic BP: 
	Diastolic BP: 
	Heart Rate: 
	Non/Fasting: Off
	HDL: 
	LDL: 
	Total Cholesterol: 
	Blood Glucose: 
	Non-HDL: 
	Triglycerides: 
	Date of Screening: 
	COPD: Off
	Blood Pressure: Off
	Low Back Pain: Off
	Atrial Fibrillation: Off
	Coronary Artery Disease: Off
	High Cholesterol: Off
	Stroke: Off
	Congestive Heart Failure: Off
	Weight Loss and Diabetes Prevention: Off
	Cholesterol Management: Off
	Stress Reduction: Off
	Physical Activity: Off
	Blood Pressure Management: Off
	Tobacco Cessation: Off
	AHP Provider: Off
	Provider Phone Number: 
	Asthma: Off
	Provider's Name: 
	Date of Signature: 
	Section 1: Off
	Section 2: Off
	Section 3: Off
	Section 4: Off
	Section V: Off
	Form Faxed: Off
	Copy Retained: Off
	Depression: Off
	Diabetes: Off
	Healthy Weight: Off
	Pregnancy: Off


