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Health Provider Screening Form

COMPLETION DIRECTIONS

1. Please read the instructions and complete ALL fields like this: |P |R|I |N|T| |C | L|E |A|R|L |\/|

2. You must have your doctor or doctor's office complete each Clinical Measurement and sign this form.

3. Fax the formto: (866) 877-7983

4. It is your responsibility to make sure this form is submitted. Do not rely on your doctor to submit it for you.

First Name Middle Employee ID (if known)
Last Name Date of Birth
/ /11]9
M M D D Y Y Y Y
Gender: I:l Male I:l Female

By signing this form below, I attest that all of the above information is accurate to my knowledge.

Signature Printed Name

Date hone s | | [ L[] -L L]

*** FOR PHYSICIAN OR OFFICE STAFF USE ONLY BELOW THIS LINE ***

Date Tested

Height Weight Waist
FT IN LBS IN / /12]0]1
M M D D Y Y Y Y
(BELOW ALL BOXES AND BUBBLES MUST BE FILLED IN)

Blood Pressure HDL Cholesterol  Total Cholesterol LDL Cholesterol Trigly cerides Glucose
Systolic Diastolic (mg/dL) (mg/dL) (mg/dL) (mg/dL) (mg/dL)
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DO NOT USE STAMP - FACILITY AND AGENT NAME MUST BE PRINTED IN THESE BOXES

Facility Name

Certifying Agent
Name

NPI # Date / /12101

I:l REQUIRED: I certify these values are correct

Agent Signature Phone#‘ ‘ ‘ ‘_‘ ‘ ‘ ‘_‘ ‘ ‘ ‘ ‘

QUESTIONS? Please contact us at support@adurolife.com
(855) 864-0721. © ADURO, Inc.




