Preventive Care Attestation Form - Employee


Instructions for Completion of this Provider Notification Form

Instructions for Patients:  Please complete the Patient Information section of this form prior to meeting with your doctor.  Please have your physician complete and sign the provider portions. Please do the same for your spouse on the backside of this document.

Return to HR to receive Preventive Care Discount to your medical premiums.


Your completed form must be submitted by December 31, 2016 to receive the discount in your premiums on January 1, 2017.  Forms turned in after that date will be accepted for employees to receive the discount in rates moving forward.  Discounts will never be applied retroactively.


Employee Information

/	/
Patient Last Name	First Name	MI	DOB



Patient Signature	Date


Instructions for Providers:  Please complete provider information below.  Please check the box on the left for the health action taken today.  Please do not record any medical health information on this document.




Provider Information

(	)
Provider's Last Name	First Name	Phone Number



Street Address	City	State	Zip Code



Provider's Signature	Date

	Check Box on Left and Initial in the Right Hand Box
	Provider Initials

	
	
 	 came in for their annual preventive care check today.
Patient's Name
	



Preventive Care Attestation Form - Spouse


Instructions for Completion of this Provider Notification Form

Instructions for Patients:  Please complete the Patient Information section of this form prior to meeting with your doctor.  Please have your physician complete and sign the provider portions.
Return to HR to receive Preventive Care Discount to your medical premiums.


Your completed form must be submitted by December 31, 2016 to receive the discount in your premiums on January 1, 2017.  Forms turned in after that date will be accepted for employees to receive the discount in rates moving forward.  Discounts will never be applied retroactively.


Employee Information

/	/
Employee Last Name	First Name	MI	DOB

/	/
[bookmark: _GoBack]Patient Last Name	First Name	MI	DOB



Patient Signature	Date


Instructions for Providers:  Please complete provider information below.  Please check the box on the left for the health action taken today.  Please do not record any medical health information on this document.




Provider Information

(	)
Provider's Last Name	First Name	Phone Number
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