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Green Mountain Wellness Solutions, Inc.


Health Examination Form

Dear Practitioner:

The below-identified person is your patient and an employee of an auto dealership that is a member of the Vermont Automobile Dealers Association (VADA). This individual plans to participate in “Jump Start to Better Health,” a wellness program created and managed for VADA by Green Mountain Wellness Solutions (GMWS). This program offers rewards to employees who pursue healthy behaviors with a variety of incentives that include cash and prizes. The submission of this form completed by you, to GMWS, indicates his or her desire to voluntarily participate in “Jump Start to Better Health.”

VADA encourages, but does not require employees to participate in the “Jump Start to Better Health” program. Your help by completing a periodic health examination is essential for this person to qualify fully in the program. Please help your patient by completing this form. 
I, the patient’s health care provider, hereby certify by my signature below and my initials on the various line items, that I (please initial all that apply):

1. _____Completed an annual checkup for this patient.
2. _____Completed the age-appropriate annual examinations, screenings, and tests as outlined in the recommendations of the U.S. Preventive Services Task Force or per my clinical judgment.
3. _____Assessed patient’s level of regular physical activity and have determined that he/she accumulates at least 30 minutes of moderate to vigorous physical activity most days of the week, OR that his/her level of regular physical activity is appropriate to his/her age and health status.
4. _____Assessed patient’s weight and found the patient’s Body Mass Index (BMI) to be less than 27, OR I have determined that the patient’s BMI is appropriate for his or her frame size, or he/she is under my care for this problem and is compliant with treatment.

5. _____Assessed patient’s blood pressure and found the patient’s blood pressure to be <140/90 mm Hg, OR he/she is under my care for this problem and is compliant with treatment.

6. _____Assessed patient’s cholesterol level and the patient’s cholesterol level as measured by a ratio of cholesterol/HDL is <5.0 for a male or 4.4 for a female, OR he/she is under my care for this problem and is compliant with treatment.

7. _____Assessed patient’s fasting blood sugar and found the patient’s blood sugar to be between 60 and 100 mg/dL, OR he/she is under my care for this problem and is compliant with treatment.
8. _____Assessed patient’s use of tobacco products and that he/she has not smoked cigarettes, cigars, pipes, or used chewing tobacco, smokeless tobacco, or any other form of tobacco within the past 3 months, OR has completed a smoking cessation program since last March 1.
______________________________
______________________________
_________

Practitioner’s signature


Practitioner’s printed name

Date

Employees are required to submit a completed copy of this form to GMWS on or before February 28 each year in order to qualify for the incentive reward. Please fax or mail to the address below.
Patient’s full name (please print clearly)______________________________ Date of Birth___________

Address___________________________________ City_______________State________Zip_________

Phone_______________ Fleece jacket size (circle one): XS  S  M  L  XL  2XL
Phone (802) 229-2038 ♦ 61 Elm Street, Montpelier, VT 05602 ♦ Fax (802) 229-2988  
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