
Biometric Screening Form 
The City of Greeley Wellness Program is a participatory incentive-based wellness program compliant with federal 
regulations and guidelines.  Participation is not mandatory and will not impact ability for individuals to obtain insurance 
plans offered through their employer.   

Participant Instructions 
You must complete an annual biometric screening with a provider through the City of Greeley Health Clinic or with your 
primary care provider by September 30, 2024, to earn the available points for the 2024 Wellness Program. 

When completing your labs and biometric screening with a provider outside the City of Greeley Clinic, ensure your 
provider’s office, or you directly, return this completed form (pages 1-3) to the City of Greeley Employee Wellness 
Clinic by fax to (970) 351-5096 with a copy of your lab work by September 30, 2024 to receive credit for completion of 
the incentive requirements.  Member to complete Incentive Program Employee Notice and Authorization.  Provider to 
complete entire Provider Section on page 2.

Authorization for release of health information 
The authorization form on page 3, titled “Incentive Program Employee Notice and Authorization” must be signed and 
received at the City of Greeley Wellness Clinic if you have your biometric screening completed at the City of Greeley 
Wellness Clinic or an outside provider.  The authorization form authorized Premise Health to disclose information 
regarding your participation in the program with the administrator(s) of the program. 



Provider Section: 
Your patient is participating in a participatory wellness program offered through their employer, or spouse’s employer, 
City of Greeley.  To demonstrate completion of the required actions, the patient, or your office, must return this 
completed form.  Following receipt of the required lab work, complete all the sections below.  Fill out each blank space, 
print clearly in CAPITAL LETTERS using an ink pen.  Please send completed form to the secure fax @ 970-351-5096. 

Patient Information 
*Patient’s Last Name: _______________________  *Patient’s First Name: ____________________ *Gender: _______

*Patient’s Phone #: (  ) - *Patient’s DOB:  /  / *Date of Annual Labs:  /  /  
 Follow-up:  /  / 

Labs and Biometrics: 
*Blood work results must include at least 21 of the 28 HRA labs (see listing below).
*All fields below with an asterisk (*) must be completed to be eligible for the incentive.
*All biometric measurements must be completed.

Biometrics – All Required 

*Height: _______ feet______inches *Weight: _______pounds

*Blood Pressure: __________/__________ *Waist Circumference (at navel level): __________inches

*Patient cleared for exercise? _____YES _____NO

*Annual labs Ordered MUST INCLUDE full cholesterol panel, chemistry panel and fasting blood sugar.   A copy of labs
must be included with this form to be eligible for the incentive.

Provider’s Name: (print) ______________________________  Provider’s Signature: _____________________________ 

Practice Name: ______________________________________ Phone/Fax: _____________________________________ 

Address, City, State, Zip: _____________________________________________________________________________ 

*Total Cholesterol Creatinine (Creat) Bilirubin, Total 

LDL Cholesterol BUN/Creatinine Ratio Alkaline Phosphatase, Serum 

*HDL Cholesterol *Glucose, Serum Lactate Dehydrogenase Enzyme 

T. Chol/HDL Ratio Calcium (Ca) Albumin, Serum 

Triglycerides Phosphorus, Serum Protein, Total, Serum 

Sodium, Serum Magnesium, Serum Globulin, Total 

Potassium, Serum Aspartate Aminotransferase Enzyme Prostate Specific Antigen, Serum 

Chloride (CI) Alanine Aminotransferase Enzyme Iron, Serum 

Carbon Dioxide (CO2) Gamma Glutamyl Transferase Enzyme Uric Acid, Serum 

Blood Urea Nitrogen (BUN)
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