
Biometric Reporting Form for

AMGH Collection Site Screening 

COLLECTION SITE INSTRUCTIONS FOR: 

St. Luke’s Work Well Clinic 
830 1st Ave NE, Cedar Rapids, IA 52402 
(319) 369-7173 / Mon-Fri: 7am-5pm

1. Please call (319) 369-7173 to schedule your appointment for venipuncture lab draw for lipid 

panel with glucose and body measurements (height, weight, waist circumference and blood 
pressure). 

2. Take this form and the LabCorp form with you. This provides the information the clinic needs, 
including billing details. 

3. Print the date, your name, date of birth, and employee ID # on this page. Print name, date of 
birth, sex, patient ID # (Your EMPLOYEE ID), complete mailing address and phone number on 
the LabCorp form.

Clinic Instructions: 

1. Please make sure member included name and employee number (as Patient ID) on LabCorp form. 
2. Record body measurements. 
3. Package specimen and send to LabCorp. 
4. Invoice: ****PLEASE NOTE CHANGE IN THE BILLING ADDRESS****

Wellness First 
            P. O. Box 830724  
       Birmingham, AL  35283 

5. Please fax form to Wellness First at 205-879-1178 or email to 
wellness@behavioralhealthsystems.com.

First Name Last Name

Date of Birth   Employee ID (REQUIRED) 

Date

Height (Inches) Weight (Lbs.) Blood Pressure 
Waist 
Circumference 

. . .



XXXXXXXXXXXXXXXXXX

***PLEASE NOTE: This is a PAPER Requisition. It 
needs to be entered into the system manually.***

***Please use EMPLOYEE COMPANY ID # for the
Patient's ID #.***



Patient Authorization for Use and Disclosure of Protected Health Information 

I authorize my health care providers, Wellness First and University Services staff and laboratories that run 

medical tests for me to use and disclose certain protected health information about me. 

The protected health information will be used or disclosed for the sole purpose of complying with state and 

federal laws.  These laws authorize a review and approve laboratory requisitions and review laboratory 

results.    

I authorization my protected health information and laboratory test results to be mailed through the United 

States Postal Service in order for me, the patient , to receive results to allow me to make informed decisions 

about my health care. 

I understand that I have to receive a copy of this authorization. I understand that I will not be able to receive 

laboratory testing unless I sign this authorization.  I understand I have the right to refuse to sign this 

authorization. I understand that by signing this authorization I may not be continued to be protected under 

the HIPPA Privacy Rule.  This authorization will expire one year after the date of this authorization. 

I understand that this authorization is for my consent to participate in the AMGH Wellness performed by 

Wellness First and the parties listed above.  I have received a copy of this authorization and consent to its 

terms and representations. 

Name: 

Signature: 

Date: 

This signed and dated authorization form must accompany your physician form and lab forms 


