
Group name:______________________________________________________________________
Employee name:___________________________________________________________________
Dependent name (if condition is for dependent) _______________________________________
Age:     __________          Height:     __________          Weight:     __________
1.  Date hypertension first diagnosed? _______________________________________________
2.  Type of treatment:______________________________________________________________

Current medications Dosage Frequency
___________________________ __________________ ____________________
___________________________ __________________ ____________________
___________________________ __________________ ____________________
___________________________ ________________ __________________
Has there been a change to your current medications/dosages in the past six months?
If so, how has it changed? ______________________________________________________

3.  Date physician was last seen: __________________     Recommendation(s) ____________
______________________________________________________________________________
Frequency of visits: ____________________________________________________________
Please give 3 blood pressure readings from 3 separate dates, within the past 6 months.
Readings can be from Dr.’s office, home, pharmacy, etc.  B/P readings MUST be provided.

1st date   _________________ Reading ________________________
2nd date  _________________ Reading ________________________
3rd date  _________________ Reading ________________________

Average over the past year _____________________________________________________
4.  Are you currently pregnant?      Yes      or      No  Date due: _______________________
5.  Are you currently smoking or using any forms of tobacco? ___________________________
6.  Any history of stroke, diabetes or heart-related condition?____________________________

If so, complete the appropriate questionnaire(s).

Please be advised that you may be required to submit medical records.
Employee signature:  ___________________________________________ Date: _____________
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