Screening Collection Period: 12/16/2017 — 12/14/2018
Submission Deadline: 12/14/2018
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Physician Screening Form

*** If you have attended an onsite screening, DO NOT submit this PSF form ***

Please print clearly. ltems marked with asterisk * are required.

Incomplete or illegible forms will not be processed.
Choose only ©NE of the following submission options: 1) Upload Online: hitps./ivewell preventure com  2) Fax: 8656-3865-5453
3) Mail to: Preventure | Customer Solutions Department | 2000 Nooseneck Hill Road | Coventry, RI 02816

SECTION 1 - Personal Information (Participant/Patient Completes) :
Participant/Patient First Name * M.I, PammpantfPaﬂenf Last Name *
Dialvla MalolLR |y
Employee First Name (if different from Participant/Patient) ~ M.l. Emplovee Last Name*
Employee's Company Name Username “ (see toim instruction sheet for your Username format}
lolalk|T|rR|E|E Llelviylpla
Date of Birth Primary Phone i Secondary Phone
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Email Address (Required to receive an email confirmation of receipt of your form)
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Gender * If temale, %i(p{cunenﬂy pregnant? * Want Status ~
] mate m ] ves o am the Employee
By signing below, | acknowledge the Wellness Program Notice and Consent.
Participant/Patient Signature ° Date ~

| Date of Lab Work ———— nghi (tofol in |nches) Weight (pounds) *
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Bibr'r'\éff'iéMeasuremenfs :
Required Values Marked g

| Waist Clrcumferance 25 e . g
_ - DBr-Marina-Gafanovich
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: '?qlieni Resulis

Body Mass Index-BMI * 19.4 +556-York
e e 5 Avenue New York- NY-10028———
Blood Pressure (Systolic/Diastolic) O b
Glucose (mg/dl) * g }éfo / —(212)249-6218
| Total Cholesterol * /75 License #236435
_HDL Cholesterol (mg/dl) * g
_LDL Cholesterol (mg/dl) Q o
_ Cholesterol/HDL Ratio * 2,0
| Triglycerides {mgf‘dl} - c

SECTION 3 -

i Physician or Heaith Care Provnder s Name {pleose pnnt clearly) * National Provider Identifier (NPI) it upplncable
G AN I U dg /ﬁmfﬁszog
Office Phone Number * __ Date Physician or Hedlth Caré Provider's Signature *
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I The information you are submitting may be shared with a third party for the sole purpose of administering additional weﬂna@mgram services or to conduct
| other wellness programming activities as permitted by law and will comply with applicable law. Preventure will tain the confidentiality of your personally
| identifiable information and will only release personal information as permitted by law for the sole purpose of wellness program administration.

| Cop yright © Preventure-All rights reserved. No portion of this material may be copied or reproduced without prior writen permission.




