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Your Health Profile
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Purpose of this survey

New efforts are underway to help people with their health

BEFORE they have a crisis.  These types of activities could

greatly improve the quality of life for many people, most im-

portantly YOU.  The purpose of this survey is to help you

look closely at how you currently view your health, identify

factors that contribute to your health, and help you discover

just the right ways to maintain or improve your health.  Since

your personalized Health Action Guide will be prepared based

on the responses you mark herein, it is important to answer

every question to the best of your ability.  Be truthful with

yourself and consider using this as a great first step to a

healthier way of life!

© 2000-2008, CareGuide, Inc. All rights reserved.

Here is what you will get as a result of your participation

in this Health Profile…

·A look at the health areas where you’re doing well and the

areas where you may choose to improve

· Expert guidance to choose an area for health improvement

that is right for YOU

·A personalized Health Action Guide to help you be suc-

cessful every step of the way

One Care Street®
 is “Your Address for Better HealthTM.”

By choosing to participate in this Health Profile, you are

taking an important step towards feeling better every day!

Helping you feel your personal best is
what One Care Street® is all about!

Some notes before you begin...

   One Care Street®

is an authorized
service of

www.careguide.com

 One Care Street®
Support Center
317-489-5886
866-245-2453
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Marking instructions:

· Make sure you complete every question in all sections.

· Since your personalized Health Action Guide will be
prepared based on the responses you mark, it is
important for you to answer every question to the best
of your ability. Be truthful with yourself and consider
using this as a great first step to a healthier way of life.

· Please use a #2 pencil to fill in the best answer.

· Do not use ink, ball-point, or felt tip pens.

· Make solid marks that fill in the bubbles completely.

· Cleanly erase any marks you wish to change.

· Make no stray marks on this form.

· Read each question and follow the instructions.

· Do not fold or wrinkle the survey.

· We welcome additional comments, but please write
them on a separate sheet and enclose with your
survey.  Do not write your comments on this form.

We want to thank you in
advance for taking the time
to take part in your care!

HAVE YOU COMPLETED ALL
THREE ITEMS ABOVE?

STOP

Signature Date

Employer or Sponsoring Organization

Participant Authorization to
Obtain and Release Health Information

The primary purposes of the survey are to provide you with an assessment of your health, to assist you in improving your
health, and to help manage health care costs by providing earlier assistance for those with significant health concerns.

By signing this Participant Authorization and voluntarily participating in this survey, you authorize CareGuide to obtain,
use, and release your survey responses to CareGuide’s designated personnel providing the One Care Street® services to you.
If you are eligible for additional health coaching and you and your Coach decide you may benefit from additional referred
provider services (such as Employee Assistance Program services), your information will be shared with other referred
providers, but only with your consent unless required by law (for example, in an emergency situation).  Any disclosure to
recommended referred providers will only occur after your consent is obtained by telephone confirmation.  By signing this
authorization, you authorize your name to be released to your sponsoring organization so you can receive your incentive (if
applicable) and if you qualify for additional sponsored programs (such as a smoking cessation program), so that you may be
notified of such programs. Further, you authorize CareGuide to monitor and record help desk and coaching calls from time
to time for quality assurance purposes. CareGuide may also allow de-identified calls to be reviewed for third party evaluation.
The survey results and any One Care Street services provided after the survey will not be released to your employer.

You may revoke this authorization by providing written notice to CareGuide at any time.  Otherwise, CareGuide will continue
to make the survey information available to CareGuide’s designated personnel providing the One Care Street services to you
for the duration of the services or one year from the date your survey is submitted, whichever is longer.  You may contact
CareGuide to request and receive a copy of this authorization at any time.

Lastly, by signing this Participant Authorization, you are confirming that you understand what this authorization means, that
you are satisfied with any explanations you have requested and received, and that you agree to participate in CareGuide’s
survey.  Please sign and date this Participant Authorization and include the name of the employer or sponsoring
organization participating in this program, where indicated below.  We CANNOT process this survey or send you a
Health Action Guide unless you sign below.

TM
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Mark only those
symptoms you have felt.
LEAVE ALL OTHER
SYMPTOMS BLANK.

Mark how often you have felt each

of the symptoms you marked.

1=Rarely felt, 2=Sometimes felt,

3=Frequently felt, 4=Constantly felt

Mark how much discomfort you

have had from each of the symptoms

you marked.

1=Slight discomfort, 2=Mild discomfort,

3=Moderate discomfort,

4=Extreme discomfort

Tell us how you’re feeling
Your physical symptoms
1) This question is about whether you are feeling any of the physical symptoms listed below.  Review the list
of symptoms and indicate if you have or have not felt any of the symptoms DURING THE PAST MONTH.

We want to ask you:

How you are feeling and doing—compared with how you expect to be feeling and doing?  Health is experienced
as some level of illness or wellness.  For example, a person can feel “well,” feeling good and doing what they are
usually able to do, even though he or she may have a disease like diabetes or heart disease.  At other times, a
person who does not have a disease can feel “ill.”

COMPLETE ALL THREE STEPS BELOW.

How often have you
felt this symptom?

Which symptoms have you felt
IN THE PAST MONTH?

How much discomfort
have you had?

Tell us how you’re feeling and doing

I have NOT FELT any of the symptoms listed below DURING THE PAST MONTH.
(Move on to the next page.)

   Change in urination habits
   Chest pain/chest discomfort
   Dizziness/light headedness
   Drowsiness
   Headache
   Indigestion
   Nausea/vomiting
   Obvious change in a mole
   Pain other than chest or back pain
   (including cramping, aching)
   Passing blood in stool
   Persistent back pain
   Persistent constipation
   Persistent coughing/wheezing
   Persistent diarrhea
   Shortness of breath/difficulty breathing
   Skin sore that doesn’t heal
   Thickening or lump in breast
   Tired/fatigued/weakness
   Trouble with vision (even while wearing
   glasses or contacts)
   Unexplained weight loss of more than 10 lbs.
   Unusual bleeding or discharge

\

PLEASE COMPLETE EACH SECTION.
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Your medical conditions and how you care for yourself
1) Review the list below and mark any current or past medical conditions, even if you’re being treated and/
or your condition is under control. If you DO NOT have any of the medical conditions listed, mark the “do not
have” response; LEAVE ALL OTHERS BLANK and move on to question 2 on this page.

Allergies
Arthritis
Asthma
Cancer
Cataracts
Chronic back problems
Chronic lung disease
Coronary heart disease, congestive heart
failure, angina, heart attack, or heart surgery
Deafness
Depression

Diabetes or high blood sugar
High blood pressure of 140/90 or higher
Kidney disease
Osteoporosis
Psychiatric illness other than depression
Seizures or epilepsy
Stroke
Total cholesterol of 240 or higher
Ulcer or bowel/stomach bleeding
Other__________________________________

                      (please print clearly)

I do not have any of the medical conditions listed below.  (Go to Question 2 on this page.)

2) Overall, how adequately do you feel you are managing your medical condition(s) listed above?  (Manag-
ing your medical condition(s) adequately means that you understand your condition(s) and participate in
your care.)  CHOOSE ONLY ONE.

I have never been given long-term medications, so this question does not apply to me.
I remember to take the medicine.
I usually remember to take the medicine.
I don’t pay much attention unless I get worse.
I often forget to take my medicine.
I sometimes stop taking my medicine on my own.
I usually don’t take the medicine at all.

4) How adequately do you feel you are currently managing your long-term medication(s)? (“Adequately”
managing your medication(s) means that you understand how to take your medicine(s) and you report how
you’re doing to your doctor.)  CHOOSE ONLY ONE.

More than adequately
Adequately

Somewhat adequately
Not at all adequately

I do not currently have a medical condition, so this question does not apply to me.

More than adequately
Adequately

Somewhat adequately
Not at all adequately

I am not currently on any long-term medications, so this question does not apply to me.

 Not felt  Slightly  Somewhat  Quite a bit  Greatly
 Not felt  Slightly  Somewhat  Quite a bit  Greatly
 Not felt  Slightly  Somewhat  Quite a bit  Greatly
 Not felt  Slightly  Somewhat  Quite a bit  Greatly
 Not felt  Slightly  Somewhat  Quite a bit  Greatly
 Not felt  Slightly  Somewhat  Quite a bit  Greatly
 Not felt  Slightly  Somewhat  Quite a bit  Greatly
 Not felt  Slightly  Somewhat  Quite a bit  Greatly
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 Happy
 Calm
 Afraid
 Angry
 Depressed
 Frustrated
 Guilty
 Sad

If female, please mark this bubble if you are pregnant.

3) When given long-term medication, which statement is most like you?  CHOOSE ONLY ONE.

Your emotions
1)  DURING THE PAST MONTH, how much have you felt EACH of the following?

PLEASE MARK EVERY EMOTION.
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Tell us how you’re doing
1) Think about your normal ability to do things.  How have you been able to do things IN THE PAST
MONTH?  (Your “normal” ability is what you are usually able to do.) PLEASE MARK ALL 5 ABILITIES.
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PLEASE COMPLETE EACH SECTION.

Your health care visits
1) How many
visits to a
family doctor
or specialist
have you
made IN THE
PAST 6
MONTHS?

1a) Think
about those
visits—how
many did you
initiate be-
cause of
concerns you
had or be-
cause you
didn’t feel
well?

Physical ability (For example, walking, walking up stairs, vacuuming,
caring for self, lifting objects, mowing lawn)
Mental ability (For example, thinking, learning new things, solving problems,
making decisions)
Social ability (For example, getting along with others, enjoying social
activities, talking with others, meeting your role responsibilities)
Spiritual ability (For example, having a sense of meaning or purpose
in life, having a sense of inner peace)
Personal needs ability (For example, spending time with family, getting enough
sleep/rest, and engaging in leisure/free time activities)

2) To what extent has “feeling stressed” affected your ability to function overall in the areas listed above?

 Have not felt stressed
 Have felt stressed, but has not limited my ability
 Have felt stressed, and has slightly limited my ability
 Have felt stressed, and has moderately limited my ability
 Have felt stressed, and has greatly limited my ability

A lot less
than my
normal
ability

A little less
than my
normal
ability

At my
normal
ability

A little
better than
my normal
ability

Quite a bit
better than
my normal
ability

2) How many
visits have
you made to
the emer-
gency room
IN THE
PAST 6
MONTHS?

4) How many days
have you missed
work or stayed
home because you
didn’t feel well IN
THE PAST 4
WEEKS?

3) How many
days have you
been in the
hospital due
to sickness or
injury IN
THE PAST 6
MONTHS?

Tell us about your health care visits and preferences

0

1

2

3

4

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

1=1=1=1=1= 2=2=2=2=2= 3=3=3=3=3= 4=4=4=4=4= 5=5=5=5=5=

5) During the past 7 DAYS, how much did your health problems
affect your productivity while you were working? Think about days
you were limited in the amount or kind of work you could do, days
you accomplished less than you would like, or days you could not do
your work as carefully as usual. If health problems affected your work
only a little, choose a low number. Choose a high number if health
problems affected your work a great deal.

\\\\\2 3 41 5 6 7 80 9 10\ \\\\\Health problems had
no effect on my
work

Health problems
completely prevented
me from working

I do not work outside the home.\
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 Never  Occasionally  Sometimes  Always
 Never  Occasionally  Sometimes  Always
 Never  Occasionally  Sometimes  Always
 Never  Occasionally  Sometimes  Always
 Never  Occasionally  Sometimes  Always
 Never  Occasionally  Sometimes  Always
 Never  Occasionally  Sometimes  Always
 Never  Occasionally  Sometimes  Always
 Never  Occasionally  Sometimes  Always
 Never  Occasionally  Sometimes  Always
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I don’t believe what doctors tell me at all.
I believe what doctors tell me is often wrong.
I’m not sure if doctors are more often right or wrong.
I believe what doctors tell me is usually right.
I believe all of what doctors tell me.

3) When facing an important medical issue, how often do you seek information from the following sources?
PLEASE MARK EVERY SOURCE.

Alternative Provider (For example,
chiropractor, nutritionist, etc.)
Computer or Internet services
Co-workers
Doctor
Family
Friends
Nurse
Printed materials
Telephone information services
Videos

6) For a minor illness, who should be making decisions about your care?  CHOOSE ONLY ONE.

5) When you talk to your doctor about a health problem, how much information do you usually receive?
CHOOSE ONLY ONE.

As you become sicker, you should be
told more about your illness.

You should be well informed, even if
the news is bad.

When you are caring for a family member,
it is important to understand everything
about their illness and treatment.

Most medical treatments have not been proven and might be harmful.
Many medical treatments may have harmful effects we don’t know about.
Some medical treatments haven’t been proven, but most are safe.
Most medical treatments have been proven to be effective and safe.

    The doctor alone
    Mostly your doctor
    You and your doctor equally
    Mostly you
    You alone

    Strongly agree     Disagree
    Agree     Strongly disagree

    Less than I would like
    The right amount
    More than I would like

    Strongly agree     Disagree
    Agree     Strongly disagree

    Strongly agree     Disagree
    Agree     Strongly disagree

Continued on next page...

2) Which statement best describes your opinion of the effectiveness and safety of medicine in general?
CHOOSE ONLY ONE.

4) Please rate your feelings about the following statements: PLEASE MARK EVERY STATEMENT.

Your health care beliefs and preferences
1) Which statement best describes your faith in doctors in general when you are dealing with a
medical problem that you aren’t sure about?  CHOOSE ONLY ONE.
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Your health care beliefs and preferences, continued...
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I have not yet had to make an important medical care decision.
I take as much time as I need to get several opinions and consider all options before
moving ahead.
I get a few opinions from key people, choose an action and then move ahead.
I take action as quickly as possible based upon all the information I have at the time.

a) Wear seat belts whenever you are in a motor vehicle?
b) Have your blood pressure checked regularly?
c) Have your blood cholesterol checked regularly?
d) Get regular health exams appropriate for your gender and age?

(For example, mammograms, pap smears, prostate, rectal exams)
e) Use self-care information to avoid unnecessary doctor visits?
f) Watch your body for the warning signs of cancer?
g) Avoid eating high-fat foods?
h) Avoid being overweight? (If you are at or below your ideal weight, mark only #1)
i) Exercise moderately at least three times a week for 30 minutes?
j) Avoid smoking or tobacco use? (If you have never smoked, mark only #1)
k) Get 7 to 8 hours of sleep most days?
l) Use measures to protect your back when lifting heavy objects?
m) Have a working smoke detector near your sleeping area?
n) Have not more than 15 drinks per week if a man or 12 drinks per week

if a woman? (If you have never consumed alcohol, mark only #1)
o) Avoid driving after having too much to drink, or riding with such a person?
p) Avoid using drugs for recreational use? (If you have never used drugs for this

reason, mark only #1)
q) Have people in your life you can call upon to share problems with or to

get help for a few days if needed?
r) Cope well with stress on a regular basis?
s) Deal well with emotions such as anxiety, fear, guilt, frustration or anger?
t) Generally find meaning in your life?

With respect to your overall lifestyle, do you…

8) If you were told you had a serious medical condition, how much information would you want to receive?
CHOOSE ONLY ONE.

    None
    Very little
    A fair amount

    Quite a lot
    All there is to know

Tell us about your health practices

PLEASE COMPLETE EACH SECTION.

    No, and I do not intend to improve in the next 6 months.
No, but I intend to improve in the next 6 months.

No, but I intend to improve in the next 30 days.
Yes, I have, but for less than 6 months.

Yes, I have for more than 6 months, but less than 5 years.
Yes, I have for 5 or more years.

7) When making a significant decision about health, which statement best describes you?  CHOOSE ONLY ONE.

1) For each statement below, please tell us whether you already do or intend to do the following health
practices.
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Choose a Health Goal

(Please Note: If you have been instructed by your sponsoring organization to complete a health goal to
receive an incentive, this is the section you need to complete!) Think through all the factors affecting how
you’re feeling and doing.  Choose UP TO THREE potential goals for yourself over the next year. By rating
your Confidence, Support, Motivation, and Ability to Learn for up to 3 goals, your Health Action Guide will
lead you through the next steps toward accomplishing your top-rated goal.

Rate your Confidence, Support, Motivation, and Ability to Learn by the scale below.
0 = None or Not at all,  1 = A little,  2 = A fair amount, and  3 = A great amount.

Start, improve, or continue my exercise program
Improve my nutritional habits primarily to feel better
Improve my nutritional habits primarily to lose weight
Drink 6-8 glasses of water a day
Stop smoking or other tobacco use
Stop overuse of alcohol
Stop recreational drug use
Get 7-8 hours of sleep most days
Get regular doctor, dental, and vision checkups
Watch my body for the 7 warning signs of cancer
Seek help for a troubling physical symptom
Better manage my chronic condition(s)
Communicate better with my doctor
Create safe living area
Always wear seat belts whenever in a motor vehicle

Learn how to better manage stress
Learn how to better manage a particular stress emotion
such as anxiety, fear, guilt, frustration, or anger
Learn how to manage and/or seek help for depression

Improve an important family relationship
Improve communication skills
Improve friend relationships
Develop relationships I can count on for help and support
Increase leisure activities

Develop or deepen my spiritual beliefs
Increase time for meditation and/or prayer
Develop my sense of purpose/meaning in life
Work on life planning
Volunteer or increase charitable giving and/or work

Work on career planning
Start or complete an educational goal
Start or complete a skill training goal

GOALS TO IMPROVE PHYSICAL HEALTH

GOALS TO IMPROVE EMOTIONAL HEALTH

GOALS TO IMPROVE SOCIAL HEALTH

GOALS TO IMPROVE SPIRITUAL HEALTH

GOALS TO IMPROVE INTELLECTUAL HEALTH
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Confidence Support Motivation
Ability to

Learn

    5th step: Rate Your Ability to Learn:  How would you rate your ability to learn new skills and behaviors for
                                              each goal chosen?

                3rd step: Rate Your Support:  What level of support do you think you will have for each
                                goal chosen?

                       4th step: Rate Your Motivation:  How motivated are you to start working on each goal chosen?

1st step: Mark your goals: Mark UP TO 3 goals from the list below &
                complete steps 2-5 for each goal chosen.

       2nd step: Rate Your Confidence:  How confident are you that you can be
                         successful in changing each goal chosen?
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Race (optional)

It is very important that you accurately complete this section.  When filling in your Name, start filling in the bubbles
from the left to the right, using only as many spaces as you need.  Leave the remaining bubbles blank.

Tell us about yourself
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 White
 Black or African American
 Asian
 Hispanic
 American Indian or Native American
 Pacific Islander
 Other, please print_________________
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    $80,000 or more
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7:00 pm to 9:00 pm

Should you be eligible for
health coaching, when would
be the best time to reach you
Monday – Friday?
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Associate’s Degree, or
some college credits
Bachelor’s Degree or
above
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Education (optional)
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education:
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Full Name

Address

City

State/Zip

Phone (home)

Phone (work)

E-mail

To ensure accuracy, please clearly print your address information for delivery
of your Health Action Guide, as well as other contact information, in case we
need to reach you about your survey.
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Tell us about yourself, continued...

ST

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\
\

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

V

W

X

Y

Z

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9



T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T
T

© 2000-2008, CareGuide, Inc. All rights reserved.

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

Y N
2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

\
\
\
\
\
\
\
\
\
\

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

\
\
\
\
\
\
\
\
\
\

\
\
\
\
\
\
\
\
\
\

\
\
\
\
\
\
\
\
\
\

\
\
\
\
\
\
\
\
\
\

Y N Y N
2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

2 3 41 5

\
\
\
\
\
\
\
\
\
\

\
\
\
\
\
\
\
\
\
\

\
\
\
\
\
\
\
\
\
\

\
\
\
\
\
\
\
\
\
\

\
\
\
\
\
\
\
\
\
\

\
\
\
\
\
\
\
\
\
\

\
\
\
\
\
\
\
\
\
\

\
\
\
\
\
\
\
\
\
\

\
\
\
\
\
\
\
\
\
\

\
\
\
\
\
\
\
\
\
\

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»
»
»
»
»
»
»
»»
»

»
»

\
\
\
\
\

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\

0

1

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\

0

1

2

3

4

5

6

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

\
\

0

1

\
\
\
\
\
\
\
\
\
\

0

1

2

3

4

5

6

7

8

9

. . ..

4

5

6

7

8

mg/dL (ignore decimal)
mmol/L (use decimal)
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10.
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20.

STAFF USE ONLY: Optional Clinical Measures

Height

InchesFt. Lbs.

DiastolicSystolic

Waist Circumference

Cholesterol

Weight

Blood Lipids

Total HDL LDL  Total  

Inches

GlucoseBlood Pressure Triglycerides

Other

21.
22.
23.
24.
25.
26.
27.
28.
29.
30.

Thank you for
your help!

Use this section only if you were given additional questions for Part 6.

Optional questions

Blood Test Decimal Use

»
»

1

2

\
\

Blood Lipids Test Type

»
»

1

2

Fasting (at least 12 hours)
Nonfasting

\
\

Do not complete this section unless you have been instructed to do so. Enter the numbers in the spaces
provided and remember to mark ALL the corresponding bubbles.
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