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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.

_ , — F
NAME (PLEASE PRINT){,B BL\)&Z\L}’ n_iobzem BN EMPLOYEE ID/BANNER NUMBER: Oi D 9\,05 4730

ace. 11 DATEOFBIRTH:. [=24)- s, GENDER (CHECK ONE): MALE___FEMALEY"
SUBSCRIBER NAME (AS APPEARS ON AU BCBS INSURANCE CARD): ,,/\‘;'%B'\{Ucf!, Win V‘% [do Zenn jn
AU BCBS CONTRAGT NUMBER: @ AUZ22631310

DAYTIME OR CAMPUS PHONE NUMBER: 3 84 3{%- 775 E-MAIL ADDRESS:

PLEASE CHECK ONE: I am an AU employee covered by my own AU BCBS policy. v
I 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 race/ethnicity?
[ White Black/African American [ Asian [] Indian or Alaska Native
[1 Hispanicltatine  [] Native Hawaiian/Pacific Islander ~ [] Other

Do you i {or have you tzg,e,n told you had) any of the following? (Mark all that-apply.)
High Cholesterol [\;L/High Blood Pressure or Hypertension " Diabetes
Do you take 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 [[}~High Blood Pressure or Hypertension L1 Diabetes

¥
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O 2 To Be Completed by Heal
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i Dlwewnririmr )
e Provider)

£

P4

Blood Pressure (R o | 74 __ mmHg  Height A w3 in
Total Cholesterol___|H o mg/dL Weight _J42.S% pounds

Blood Glucose 104 © BMI RS, YT

HDL Cholesterol i®) 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 (THIrSﬁA'ﬁ s Require)_Il / 2de / |D
rint)_mlol 0 2 GNM

Provider's Name: (Pleage

Provider Signature:
Provider Address / Pho

143D Epst Drive /3%+-244 - 328)
orrgomens  AL-36111

’I
lease re(Jm completed form to:
AUBURN UNIVERSITY PHARMACEUTICAL CARE CENTER (AUPCC)
Attention: Healtihy Tigers Program
2155 Walker Building, HSCP, 362 West Thach Avenue
Auburn University, Alabama 36849-5506

PHONE: (334) 844-4099 FAX: (334) 844-8262 E-MAIL: aupccdu@auburn.edu i
e ¥ .
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