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The contents of this Fax message and any attachments are intended solely for the addressee(s) named in this message. T hus commumication 1 intended
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Auburn University Healthy Tigers- Provider Screening Form
Instructions: If you can not or choose not to participate in the Healthy Tigers screenings through the AUPCC, you may submit your health
screening results through your physician. You are to complete Section 1 of the form and your provider is to complete Section 2

Certain lab tests associated with the Healthy Tigers Program when performed by your physician may only be covered
once every 5 years by AU{BCBS and you may he responsible for additional lab costs.

NAME (PLEASE PRINT),_) BL\&EL;S{, n &52@{34 AN EwpLoveE iBANNER NumBer: 0D 0D 47 30

ace: 11 paTEoFBIRTH: [~24-1:Y GENDER (CHECK ONE): MALE___ FEMALEY"

SUBSCRIBER NAME (AS APPEARS ON AU BCBS INSIJRANCE CARD): L;;B‘J\ﬂﬁ‘c’i bin f/% {Z\)-{? Syt
”‘\% y iy . ’ E Y
AU BCBS CONTRAGT NUMBER: ?‘%} Ap®Z22631310

- L -l L7 a7
DAYTIME OR CAMPUS PHONE NUMBER:_3 34 {4 & 775 E.MAIL ADDRESS:

PLEASE CHECK ONE: | am an AU employee covered by miy own AU BCBS policy. v
I am an AU employee covered by another AU employee’s AU BCBS policy.
I am the spouse, or sponsored adult dependent, of an AU employee and am covered by their AU BCBS policy.

What best describes your race/ethnicity?
1 White Black/African American [0 Asian ] Indian or Alaska Native
[1 Hispanic/Latino [] Native Hawaiian/Pacific Islander  [] Other

Do you #/4VE (or have you been told you had) any of the following? (Mark all that-apply.)
I High Cholesterol [y]~High Blood Pressure or Hypertension .1 Diabetes
Do you take or any of the following? (Mark all that apply.) Optional: Please provide a list of all of your

medications on the back of this form (including prescription, over the counter, vitamins, and minerals)
/High Cholesterol  [}High Blood Pressure or Hypertension L»EI/Diabetes -

Provider)
. / v — i
Blood Pressure ___{ X {p [ 7 mmHg ~ Height A 3 in
Total Cholesterol___ |+ o mg/dL Weight_J43%.$  pounds
Blood Glucose 10+ BMI _R5.YF
HDL Cholesterol YO mg/dL
TC/HDL Ratio 3.7

The above mentioned member has been evaluated in my office and counseled regarding his/her risk factors. In
particular, | have noted any values that were above alarm values and responded as clinically indicated.

DATE TESTS PERFORMED BY PHYTCI N(THIYSﬁA“ﬁ isRequirep) Il / Zle / |D
oclife anjel

rint)

Provider's Name: (Pleagse

Provider Signature:
Provider Address / Pho

743D Epst Drive /33244 - 32%)
Mentgomens , AL-361IT

lease retfrn completed form to:
AUBURN UNIVERSITY PHARMACEUTICAL CARE CENTER (AUPCC)
Attention: Healtiry Tigers Program
2155 Walker Building, HSCQP, 362 West Thach Avenue
Auburn University, Alabama 36849-5506

PHONE:-(334)-844-4099--FAX:-(334) 844-8262-—E-MAIL:-aupccdu@auburn.edu §

For AUPCC use only: Banner [] EMR []
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Auburn University Healthy Tigers- Provider Screening Form
Instructions: If you can not or choose not to participate in the Healthy Tigers screenings through the AUPCC, you may submit your
health screening results through your physician. You are to complete Section 1 of the form and your provider is to complete Section 2. -

Certain lab tests associated with the Healthy Tigers Program when performed by your physician may only be covered
once every 5 years by AUBCBS and you may be responsible for additional lab costs.

NAME (PLEASE PRINT):_ ‘a“{‘yt&v\ A @ OL&nnain SUBSCRIBER BANNER NUMBER: §0 2602 ':T’SQ
Ace: 4 B DATE OF BIRTH: 124~ 1165 [_IvaLe

\ L / = o
SUBSCRIBER NAME (AS APPEARS ON AU BCBS INSURANCE CARD): QDL\J U\l W @@ <€A

GENDER (CHECK ONE): [UrEmALE

)

AU BCBS CONTRACT NUMBER:

.‘ : ’iX C é/"-//\u

[D

A)

DAYTIME OR CAMPUS PHONE NUMBER: 33

Y. 319 G775 g yan ADDRESS:

What best describes your race/ethmc:ty?

Cwhite

El/Black/Afncan American
[CINative Hawaiian/Pacific Islander

[JAsian
Clother

[Jindian or Alaska Native

[Hispanic/Latino

Do you (HAVE (or have you been told.you had) any of the following? (Mark all that apply. )/
\[Zlegh Cholesterol \-ﬁgh Blood Pressure or Hypertension LEIDiabetes

Do you take MEMCATION for any of the following? (Mark all that apply.) Optional: Please provide a list of all of your
med}ttons on the back of this form (including prescription, over the counter, vitamins, and mlnerals)

‘TlHigh Cholesterol [E4righ Blood Pressure or Hypertension l/Eleabetes

SECTION 2 {To Be Completed by Mealthcare Provider)

Blood Pressure _ /0 | (o F mmHg Height & ft = in
Total Cholesterol Weight __ 74 % pounds
Blood Glucose BMI R, A
Adarm values: Tola

Blood

HDL Cholesterol 3&} mg/dL

B :

TC/HDL Ratio 2.941,

The above mentioned member has been evaluated in my office and counseled regarding his/her risk factors. In
particular, | have noted any values that were above alarm values and responded as clinically indicated.

DATE TESTS PERFORMED BY PHYSICIAN (THIS DATE 1S REQUIRED) 15/ le / 2@ 17
Healthcare Provider's Name: (Please Print) C_mﬁr-#&"x \ <:; }“@_,,. L "“r’“""“"}/

4
Healthcare Provider Signature: D@W ) < =, ne—
Healthcare Provider Address / Phone: 3.3 4~ ~=3 A4~ — .;?:a RRE )

2RI

Please return completed form to:
AUBURN UNIVERSITY PHARMACEUTICAL CARE CENTER (AUPCC)
Attention: Healthy Tigers Program
2155 Walker Building, HSOP, 362 West Thach Avenue
Auburn University, Alabama 36849-5506
PHONE: (334) 844-4099 FAX: (334) 844-4019  E-MAIL: healthytigers@auburn.edu

Banner [ 1 EMR [ AUBURN UNIVERSHTY 1,

IRMA B. MOORE HALLRM 182
P.0. BOX 244023
TUONMTTY AT 36124-4023

For AUPCC use only:
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RE: CC:
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~ NOTES/COMMENTS

_.attachments. Do not_dcliver, d:stnbutc or copy this message and/oLan

T"han “yov

The contents of this Fax message and any attachments are intended solely for the addressee(s) named in this message. This communication i intended
to be and to remain confidential and may be subject to ’\PPI]C'I]J'L attorney/client and/or work product privileges. 1 you are not the intended recipient
of this message, or 1if this message has been addiessed to you in crror, please immediately aleet the sender by fax and then destroy this message and its

nts and if you are_not the antended recipient, do not disclose the

Tofitents or take any action in reliance upon the information contained in this AT o O -anyattachments.

P. O. Box 244023 Montgomery, AL 36124/ 334-244-3281 fax 334-244-3396




Auburn University Healthy Tigers- Provider Screening Form
Instructions: if you can not or choose not to participate in the Healthy Tigers screenings through the AUPCC, you may submit your health
screening results through your physician. You are to complete Section 1 of the form and your provider is to complete Section 2

Certain lab tests associated with the Healthy Tigers Program when performed by your physician may only be covered
once every 5 years by AUBCBS and you may be responsible for additional lab costs.

NAME (PLEASE PRINT): \UL\ ae) Yn P)Dl‘em ¢\ _ EMPLOYEE ID/BANNER NUMBER: OIGG\QM\ 130D
ace: A1 pATEOF BIRTH: =2 4 15 cenper (CHECK ONE): MALE FEMALE_\_

SUBSCRIBER NAME (AS APPEARS ON AU BCBS INSURANCE CARD) J OU\U"?; £ Vl{ (BOT Cr s

AU BCBS CONTRACT NUMBER;_IP P.A Bl2L313

DAYTIME OR CAMPUS PHONE NUMBER: 35 % ’Qim[ g gE-MAIL ADDRESS: =

PLEASE CHECK ONE: | am an AU employee covered by my own AU BCBS policy. h
| am an AU employee covered by another AU employee’s AU BCBS policy.
| am the spouse, or sponsored adult dependent, of an AU employee and am covered by their AU BCBS policy.

What best describes your raee/ethnicity?
[1 White [ﬂ/glzack/African American [J] Asian [ Indian or Alaska Native

[0 Hispanic/Llatino [] Native Hawaiian/Pacific Islander ~ [[] Other

Do y6u HAVE (or have you beén told you had) any of the following? (Mark all that apply.)
High Cholesterol High Blood Pressure or Hypertension Diabetes

Do you take MEDICATION for any of the following? (Mark all that apply.) Optional: Please provide a list of all of your

medications on the back of this form (including prescription, over the counter, vitamins, and minerals)
High Cholesterol [E/xgh Blood Pressure or Hypertension Diabetes
Do you currently smoke or use tobacco products? T Current Smoker ] Former Smoker [] Never
SECTION 2 (To Be Compi@t@d by Healthcare Provider)
REGUIRED DATA
Blood Pressure __ /OO I_ (o' 3 mmHg Height S ft P in
Total Cholesterol___ /4§ mg/dL Weight _ ;44 pounds
Blood Glucose /00 BMI AG6.2
Alarm values: Total Cholesterol » 250 OPTIONAL DATA
Biood glucose » 208
Blood pressure- Systolic 160 mymn Hy HDL Cholesterol AS] mg/dL
Diastolic > > 180 i Ho
BMi > 38 TC/HDL Ratio

The above mentioned member has been evaluated in my office and counseled regarding his/her risk factors. In
particular, | have noted any values that were above alarm values and responded as clinically indicated.

DATE TESTS PERFORMED BY PHYSICIAN (THIS DATE IS REQUIRED) _ /I / T /201
By
Provider’s Name: (Please Print) Lavs ) Stesoart A

Provider Signature: o o= m;‘)i‘“l <@k
Provider Address / Phone: 334 adY 3390 AUBURN UNIVERS}TY MONTGOMERY

uuhvﬂu% o ORE 1 v,
Please return completed form to: P.O. BOX 244023

AUBURN UNIVERSITY PHARMACEUTICAL CARE CENT
Attention: Healthy Tigers Program WWMERY’ AL 36124-4023

2155 Walker Building, HSOP, 362 West Thach Avenue

Auburn University, Alabama 36849-5506
PHONE: (334) 844-4099 FAX: (334) 844-8262 E-MAIL: aupcc4u@auburn.edu or welinss@auburn.edu

For AUPCC use only:  Banner [ ] EMR [] 88




Page 1 of 4 12/07/2017  08:41:08 AM Report Status: Final

Quest ,
Diagnostics” BOZEMAN, JOYCELYN
Patient Information Specimen Information Client Information
Specimen: 23 lient #: 4¢ 38 QATLO000
BOZEMAN, JOYCELYN slygc.lgcp. AL.219236M Client #: 49100638 b]
Requisition: 0485571 TUCK, PAMELA P
DOB: 07/24/1969  AGE: 48 AUM NURSING CARE CENTER
s .o et , , i IAST : 2
Gender: T Fasting: Y Collected:  12/06/2017 /08:30 CST 7461 BAST DRIVE #10

Phone: NG MONTGOMERY, AL 36117

! Reeeived: 12/07/2017 /02:03 CST
Patient ID: NG

Reported:  12/07/2017 /04:38 CST

Test Name In Range OQut Of Range Reference Range Lab
LIPID PANEL
CHOLESTERQOL, TOTAL 139 <200 mg/dL AT
HDI. CHOLESTEROL 39 L >50 mg/dL AT
TRIGLYCERIDES 150 H <150 mg/dL AT
LDL~-CHOLESTEROL 75 mg/dL (cale) AT

Reference range: <100

Desirable range <100 mg/dL for patients with CHD or
diabetes and <70 mg/dL for diabetic patientsg with
known heart diseagse.

LDL-C is now calculated uging the Martin-Hopkins
calculation, which is a validated novel method providing
better accuracy than the Friedewald equation in the
estimation of LDL-C.
Martin 8S et al. JAMA. 2013;310(19): 2061-2068
(http://education.QuestDiagnostics.com/faq/FAQL64)
CHOL/HDLC RATIO 3.6 <5.0 (calc) AT
NON HDL CHOLESTEROL 100 <130 mg/dL (calc) AT
For patients with diabetes plus 1 major ASCVD risk
factor, treating to a non-HDL-C goal of <100 mg/dL
(LDL-C of <70 mg/dL) is considered a therapeutic

option.
COMPREHENSIVE METARBOLIC AT
PANEL
GLUCOSE 97 65-99 mg/dL
Fasting reference interval
UREA NITROGEN (BUN) 13 7-25 mg/dL
CREATININE 0.84 0.50-1.10 wg/dL
eGFR NON-AFR. AMERICAN 82 > OR = 60 mL/min/1.73m2
eGFR AFRICAN AMERICAN 95 > OR = 60 mL/min/1.73m2
BUN/CREATININE RATIO NOT APPLICABLE 6-22 (calc)
S0DIUM 134 L 135-146 mmol/L
POTASSIUM 3.5 3.5-5.3 mmol/L
CHLORIDE 99 98-110 wmol/L
CARBON DIOXIDE 25 20-31 mmol/L
CALCTIUM 9.4 8.6-10.2 mg/dL
PROTEIN, TOTAL 7.0 6.1-8.1 g/dL
ALBUMIN 4.3 3.6-5.1 g/dLn
GLOBULIN 2.7 1.9-3.7 g/dL (calc)
ALBUMIN/GLOBULIN RATIO 1.6 1.0-2.5 {calc)
BILIRUBIN, TOTAL 0.4 0.2-1.2 mg/dL
ALKALINE PHOSPHATASE 92 33-115 U/L
AST 16 10-35 U/L
ALT 9 6-29 U/L
PERFORMING SITE:
AT QUEST DIAGNOSTICS-ATLANTA, 1777 MONTREAL CIRCLE, TUCKER, GA 300346802 Laboratory Dirccior: ANDREW N YOUNG,MD,PHD, CLIA: 1TDH255631
LIST OF RESULTS PRINTED IN THE OUT OF RANGE COLUMN:
HDL CHOLESTEROL 39 L »50 mg/dL AT
CLIENT SERVICES: 866.697.8378 SPECIMEN: AL219236M PAGE 1 OF 2

Quest, Quest Dingnostics, the associated logo and all associnted Quest Dingnostics marks are the tradentarks of Quest Diagoostics.



Page 2 of 4 12/07/2017  08:41:08 AM Report Status: Final

Quest

Diagnostics” BOZEMAN, JOYCELYN
Patient Information Specimen Information Client Information
BOZEMAN, JOYCELYN Specimen: ALZI%)QB()’MI Client #: 49100638

Collected:  12/06/2017 /7 08:30 CST TUCK, PAMELA P

DOB: 07/24/1969  AGE: 48 Received:  12/07/2017 /02:03 CST
Gender: r Fasting; Y Reported: 12/07/2017 /04:38 CST
Patient ID: NG

LIST OF RESULTS PRINTED IN THE OUT OF RANGE COLUMN:

TRIGLYCERIDES 150 H <150 mg/dL AT
SODIDM 134 1, 135-146 mmol/L AT
CLIENT SERVICES: §66.697.8378 SPECIMEN: AL219236M PAGE2OF 2

Quest, Quest Dingnostics, the associated logo und all associnted Quest Dingnosties marks are the trademarks of Quest Diagnostics.



Retarus Faxolution

12/26/2015 10:51:35 PM

To: AUM NURSING CARE CENTER From: Client Call Group
Fax: Fax: 336-855-4690
Attn: Billing/Insurance Phone:  888-252-4296
Re: Invalid/Incorrect Information

Client # 130354 Date 12/26/2015

CONFIDENTIALITY NOTE: The information contained in this facsimile is being transmitted to and is intended for the use of the individual
named above. If the reader of this message is not the intended recipient, you are hereby advised that any unauthorized review,
forwarding, printing, copying distributing, of such information is strictly prohibited and may be unlawful. If you have received this
facsimile in error, please immediately notify us by telephone and destroy this facsimile message.

**JRGENT PLEASE READ***

Message:

Please return within 5 business days to avoid duplicate requests.
If you have any questions regarding this corréspondence please contact me at the number listed
above. Thanks for your help.

4380 Federal Drive * Suite 100 * Greensboro, North Carolina 27410 130354 Page 1 of 2




Retarus Faxolution

Client #: 130354 Client: AUM NURSING CARE CENTER
Patient Accounts Requiring Corrected Information

12/26/2015 10:51:35 PM

Physician: Fuentes, Maryluz

DOS

11/17/2015

PATIENT bDoB MR # A NT
Bozeman, Jocelyn 4/24/1969 SDF317036
§P/ease provide a copy of insurance cards (front and back)

| Corrected ‘

{Information:

PLEASE AUTHORIZE INFO BY SIGNING ‘ﬂév\A y/«ﬁ/()

U

4380 Federal Drive * Suite 100 * Greensboro, North Carolina 27410

130354 Page 2 of 2



