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PARTICIPANT INFORMATION (COMPLETED BY PATIENT - PLEASE PRINT)

EMPLOYER NAME LOCATION CODE LAST 4 SSN
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EMAIL ADDRESS

ADDRESS

CITY STATE ZIP

PARTICIPANT SIGNATURE: DATE:

RELEASE OF HEALTH INFORMATION: By submitting this form, | am requesting my physician to report my biometric and laboratory results to
HealthCheck360 to be included as part of an employer sponsored wellness program. By signing below, | authorize the release of my personal health information
and preventive health screening results listed on this form by my health care provider. This authorization shall remain in force for 12 months following the date of
my signature below and a copy of this authorization is as valid as the original. | understand that | have the right to revoke this authorization in writing, at any time,
by providing written notification. | understand that all fields must be completed in order for my form to be accepted.
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PHYSICIAN INFORMATION

Your patient is a participant in a health and wellness program sponsored program through their employer or spouse’s employer. Through this wellness program, your patient
has an opportunity to improve their health risks as they exhibit healthy lifestyle choices. This program is not intended to treat, diagnose or replace physician involvement, but
rather to create and promote an atmosphere of healthy living and learning.

PHYSICIAN CLINIC PHONE NUMBER

PHYSICIAN’S SIGNATURE:

PHYSICIAN’S NAME (PLEASE PRINT):

Email: Support@HealthCheck360.com | Phone: 866-511-0360 | Fax: 563-587-5720
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