
TO:  Health Screening Participant 

FROM:  Interactive Health  

DATE:   January 1, 2019 - July 31, 2019

RE:    INSTRUCTIONS for Health & W ellness Screening Voucher Service 

Please Read Carefully 

This information is regarding the Screening Voucher Service for your biometric screening, which is covered 
as a wellness benefit by Ascend to Wholeness.  The screening will provide information about your current
health status and help you to identify potential health risks and opportunities for improvement.   

To assist you in obtaining your free screening, we have outlined the steps for you as follows: 

Step 1: BEFORE YOUR APPOINTMENT: Complete the Consent Form (Page 2) and return it to Interactive
Health by Fax, 410-356-6205, email, offsiteforms@interactivehealthinc.com, or US Mail, 11409 Cronhill Dr,
Suite M, Owings Mills, MD 21117.  Please note: Complete your current measurements for Blood
Pressure, Height, and Weight and include them on the Consent Form.  These will not be measured by 
LabCorp.

Step 2: To find a LabCorp in your area you can use your local telephone book or visit www.labcorp.com. To use 
the website, on the home page in the “Labs & Appointments” box enter your address or ZIP code.  Click your 
address or ZIP code from the Matching Places or Matching ZIP Codes that appear below the box.  Make sure 
“Routine labwork” is selected from the “Select Service” drop down and click the blue “GO” button. The site 
search results will provide details on the hours of operation, phone numbers, and the ability to make 
appointments for each LabCorp location. 

Step 3: You must take the completed Requisition Form (Page 3) with you to LabCorp.

Step 4: FASTING IS REQUIRED FOR THIS TEST (8 HOURS = ONLY WATER AND MEDICATIONS). THIS 
TEST IS A VENIPUNCTURE NOT A FINGERSTICK. 

Step 5: Your lab results will be sent to Interactive Health. Your results will be mailed to you to the address 

you provided. 

Your results are confidential and will not be shared with your employer. In order to help your employer determine 
the success of this program, aggregate data will be provided to Ascend to Wholeness.

Note: Your LabCorp Requisition Voucher has an expiration date. 
Please note the expiration date stamped on the bottom of your form. 

This voucher will expire and no longer be valid if not used before the expiration date. 

Interactive Health, 11409 Cronhill Drive, Suite M, Owings Mills, MD 21117 
Phone: 800-711-8656 Fax: 410-356-6205

http://www.labcorp.com/


Health and W ellness Screening Voucher Service 

Release of Liability Informed Consent Form 

I, the undersigned, represent that my participation in this Biometric Health Screening is voluntary.  My individually identifiable health information will 
not be shared with my employer; however my employer may be advised of the fact of my participation. I understand my individually identifiable 
information may be shared with and used by my employer -sponsored group health plan to provide care management services, and/or data
aggregation for improvement purposes. Such information will not be used for any other purposes. The importance of safeguarding individually 
identifiable health information is recognized and all organizations involved in this screening are obligated to take reasonable steps to protect such 
information from unauthorized access or use. 

I, the undersigned, hereby consent to the collection of a blood sample for the purpose of measuring my cholesterol and glucose levels.  I hereby 

release Health Solutions Services Inc., a subsidiary of Interactive Health Solutions, Inc., my employer, LabCorp, and any other organization(s) 
associated with this screening, their affiliates, directors, officers, employees, successors and assigns, from any liability arising from or in any way 

connected with my participation in any of these tests or from the data derived there from.  I understand that: 

1. The data derived from the test(s) are considered to be preliminary; they are screening assessments only. They do not constitute a

diagnosis of hypercholesterolemia, pre-diabetes or diabetes.

2. The responsibility for initiating a follow-up examination to confirm the results of this screening and obtain professional medical assistance is

mine alone, and not that of any organization(s) associated with this screening.

3. I agree to have only the “selected” screenings completed on the requisition form.

Last Name First Name 

Member ID# ‘E’ for employee or ‘S’ for spouse of Plan Member

Birth date      Gender M/F 

Street Address 

City     State 

Zip Code  Email Address (Please Print)

Home or Cell Phone (no spaces)        Work Phone (no spaces) 

My Height Is:  Ft  Inches   My Weight: Blood Pressure: Systolic Diastolic

Signature: _   Date: /  / 20 

Return this form by ONE of three methods: Mail: Interactive Health, 11409 Cronhill Drive, Suite M, 
Owings Mills, MD 21117, Email:  offsiteforms@interactivehealthinc.com, FAX: 410-356-6205

Page 2 - Consent Form

mailto:offsiteforms@interactivehealthinc.com


EXPIRES 7/31/2019

Page 3 - Requisition Form
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