
M Y  H E A LT H Y  B L U E P R I N T
2 0 2 0  W E L L N E S S  V I S I T 

My Healthy850 .4 69 . 6903
B l uep r i n t@bhcpn s . o rg

Legal First Name:_________________________  Last Name:________________________ Date of birth:______________

Mailing Address: ____________________________________City:___________________ State/ZIP:_________________

Phone:___________________________________       Email Address:	__________________________________________ 	

Employee ID or name of BHC/LCI employee who carries the health insurance:_ ____________________________________

20-0006/1119

P R OV I D E R  TO  FAX  TO : 
85 0.9 0 8 .9 03 0

PAT I E N T  D E M O G R A P H I C S  TO  B E  CO M P L E T E D  BY  PAT I E N T:

Height (w/o shoes): Weight (w/o shoes): BMI: Blood Pressure:

Place a check in the box that best describes the current health status of this patient. ONLY CHECK ONE.

Patient is healthy, with no significant risk factors.

Patient is healthy, but at risk for a chronic disease or has other significant risk factors.

Patient has one or more chronic diseases with significant risk factors, but is stable or at desired 
treatment goal.

Patient has one or more chronic diseases with significant risk factors, and is not at desired treatment 
goal.

Patient has multiple chronic diseases, significant risk factors, complications and/or complex  
treatment(s).

Patient has complex condition in which his/her health may or may not be restored.

List top three treatment goals for this patient:

1. _____________________________________

2._ ____________________________________

3._ ____________________________________

Additional comments:

Physician’s Printed Name: ____________________________________Physician’s Signature:___________________________________

Physician’s Office Number: ______________________________________ 	 Date of Visit:____________________________________

I N FO R M AT I O N  B E LOW  M U ST  B E  CO M P L E T E D  BY  M E D I C A L  P R OV I D E R :

Pharmacotherapy Clinic is a pharmacist managed clinic that 
works closely with patients and their health care providers 
in managing medications. The purpose is to reduce adverse 
effects, reduce avoidable hospital readmissions, provide 
ongoing education and ensure best outcome for patients. 
This service is free for those insured by Baptist Health Care. 
Provider, please initial if you do not want your patient 
utilizing this service. ___

This form must be completed by a primary care provider as part of a wellness exam. Urgent care, CVS MinuteClinic and other like clinics 
will not be accepted. Women under the care of an OBGYN during pregnancy may have OBGYN complete the form.


