
First Name: Last Name:

Legal Sex: DOB (mm/dd/yyyy): _______ / _______ / ___________

Phone #: Email:

(Provide the email address associated with your WellRight account)

I agree and consent to the uses and disclosures of the information on the Notice and Authorization as provided with this 

form and/or during online registration.

Participant Signature (REQUIRED): Date:

Physician & Practice / Facility Name:

Address: Phone #:

National Provider ID # or CLIA certification #: Test Date (required): ____ / ____ / ______

Physician Signature: Date:

Blood Pressure Body Measurements
(BMI is a calculated value and will be 

available in your final report from eHS) Fasting Status

Systolic:
(mmHg)

Diastolic:
(mmHg)

Height:
(inches)

Weight:
(lbs)

Yes, I fasted 9 or more hours

No, I did not fast 9 or more hours

Blood Testing Results

Total Cholesterol:
(mg/dl)

HDL Cholesterol:
(mg/dl)

Triglycerides:
(mg/dl)

Glucose:
(mg/dl)

LDL Cholesterol:
(mg/dl)

Section D | Lab Test Results (physician to complete)

Section C | Biometric Test Results and Fasting Status (physician to complete) 

Section B | Physician and/or Testing Facility Information (physician / nurse to complete) 

Section A | Participant Information (participant to complete) 

Name of Company

Atlantic Packaging Health Screenings

Criteria and Instructions

The following testing criteria must be met for the participant to be eligible for the wellness program incentive. 

1. The required fasting laboratory tests include: lipid panel and fasting glucose.
2. The required biometrics include: blood pressure, height, and weight.
3. The blood sample must be drawn by venipuncture. Urine tests, mouth swabs, and finger sticks will not be accepted.
4. Blood results must be provided on this form (a physician’s letter will not suffice).
5. All the information included on this form is required. Any missing information will prevent your results from being entered 

and will disqualify you from participating in the wellness program.
6. Do not provide a copy of this form to other participants. Each participant must request their own form.
7. Tests should be administered no earlier than: 9/1/2026 and no later than: 8/31/2027.
8. Screening results must be received by eHealthScreenings no later than: 8/31/2027.
9. Completed Physician Screening Form can be emailed to ehs.physicianscreening@ehealthscreenings.com or faxed to 

(210) 767-2245.
10. Provide the email address associated with your WellRight account below.

Physician Screening Form

Screening Key: WRT1079

Please contact eHealthScreenings with any questions email us at 

help@ehealthscreenings.com or call (888) 708-8807. Fax (210) 767-2245. 

mailto:help@ehealthscreenings.com


Screening Key: 


	Slide 1
	Slide 2

