
Name_______________________________________ 

D.O.B. ______________________________________

Date________________________________________ 

Phone Number _______________________________ 

Date of measurement: __________________ 

Weight_______________________________ 

Height_______________________________ 

Blood Pressure____________/____________ 

Waist (inches)_________________________ 

Pulse ________________________________ 

SMART GOALS 
(Specific, Measureable, Achievable, Relevant, Time-Framed) 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

________________________________________________________________________________ 

Confidence Level: _________________________________________________________________ 

Please have your provider’s office indicate the value and date of service below. 

Date of labs: ___________________________ 

Fasting or Non Fasting ___________________ 

Total Cholesterol________________________ 

HDL Cholesterol_________________________ 

TC/HDL Ratio___________________________ 

Glucose________________________________ 

* All personal health information provided will remain confidential and secure.

Provider Name_________________________ Provider Signature__________________________ 

MEDICAL PROVIDER ASSESSMENT FORM 
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