
HealthCare Provider Form 
Bring this form to you doctor and submit your completed form to your OMC Health 
Coach. You may bring the completed form to your next coaching meeting or send it to 
your Health Coach as a secure attachment through the messaging feature of the 
CityFit! Wellness Portal.  

 
Section 1: Personal Information 

 
Participant Name: _____________________________________________ 
 
Employee ID: _________________________________________________ 
 
Date of Birth: ________________________ 
 
E-mail: ________________________________________________________ 
 
Phone number: (                 ) - ___________ - _____________ 
 

Section 2: Vitals and Labs  Non-Fasting  Fasting 
 
Date of Screening (MM – DD – YY): ____________________ 
 
Height: ________ft _______in 
 
Weight: _________ lbs 
 
Blood Pressure: _____ / _____ mmHg 
 
Waist Measurement: ______. ___ in 

 
Blood Sugar: _______ mg/dL 
 
Total Cholesterol: __________ mg/dL 
 
HDL Cholesterol: _________ mg/dL 

 
Provider Stamp or Signature 
Provider Name (printed): 
Provider Signature:  
Date: 
Provider phone number: (              ) ________ - __________ 

 

 

 
 

 

OMC / Wellness Workdays protects confidentiality and security of all health information. 
Questions? Please contact support@wellnessworkdays.com. 

 


