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Screening Exam

Participant Registration and Release Form

I hereby release the screening physician, all other health care employees and volunteers and the sponsoring organization from all responsibility in connection with this screening exam. I understand that I will only be screened for risk factors or symptoms of cardiovascular disease and/or abnormalities, that this screening tool does not constitute a complete medical exam or diagnosis, and that I do not have a relationship with the screening physician or staff by virtue of this screening exam. I further understand that it is solely my responsibility to seek any appropriate follow-up medical treatment that may be indicated by my screening results.

No one may use my examination results for any purpose, except that information from my results may be used in a statistical study as long as my name is not published. In addition, the results from the screening may be shared with my Primary Care Physician for appropriate follow-up.

I have read and understand the information.
Please check the box(es) next to the follow-up method that you prefer. 

Please give the results to my Primary Care Physician listed on my Screening Form.


Please send the results to my home.

Signature:






  Date:



Parent/Guardian Signature:








(If under 18 years of age)
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Screening Form

Today’s Date:




Name:







   DOB:



Age:



 Weight:


  Height:



Phone Number:




  Alternative Phone:



Address:











City:




 State:


 Zip:




Emergency Contact Name:




 Phone:



Primary Care Physician:




 Phone:



Are you currently seeing a cardiologist?







If so, what is the name of your cardiologist?







