Barrow County Human Resources Department                                               
WELLNESS PROGRAM – MEDICAL PARTICIPATION FORM
EMPLOYEE NAME: ​​​​​​​​​​​​​​​​​​​​​​​​​​​___________________________________
PATIENT NAME:______________________________________
PHYSICIAN NAME: ___________________________________
DATE OF APPOINTMENT: _____________________________

We highly encourage our employees to participate in our Wellness Program. The mission of the Wellness Program is to establish resources that encourage health awareness, promote and reward healthy lifestyle choices, decrease the risk of disease, improve the quality of life for employees and keep our health plan premiums as low as possible. 
Preventive Care Services that meet the requirements of federal and state law, including certain screenings, immunizations and physician visits are covered at 100% under our insurance plan and do not require any co-pays or cost on your part. 
Our wellness program for the upcoming year will require every employee and their covered spouse to have an annual physical including lab work. In order to receive the lowest premium for your medical insurance for the October 2017 Open Enrollment period you must show proof of having had an annual exam between August 1st 2016 and July 31, 2017.
Please complete this form and return to the Human Resources Department for participation credit.










DATE PERFORMED

· Annual Medical Exam





______________________
_______________________________________


     
 ______________________

        Signature – Medical Provider/ Title
    



 Date

FY18 INSURANCE ENROLLMENT

OCTOBER 2017-SEPTEMBER 2018

