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ANNUAL WELLNESS EXAMINATION (PHYSICAL)

 INCENTIVE VERIFICATION

This is to verify that I, ______________________________________________________________________ 

                                         PLEASE PRINT:  Participants Name 

________________________________________________________________________________________

Address:       
    Street




 City                                                     


           Zip Code

have completed my Annual Wellness Exam (Physical) on ___________     ___________________________.

          Date
            Participants Signature

_________________________________________________________            _________________________

PHYSICIAN’S SIGNATURE



                              Date

Participant Please return completed form to:     New England Conference

                                                                            Benefits – Wellness Program

                                                                            PO Box 249

                                                                            Lawrence, MA  01842-0449



For Office Use Only:


Date Received_____________________________
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