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Annual Exam Spousal Acknowledgement Form
Plan Year:  October 2024- September 2025


Employee Name (printed)_______________________________________________
Spouse Name (printed)__________________________________________________

By signing below, I acknowledge my Spouse received a physical or preventive care exam between August 31, 2023, through August 31, 2024.  I understand I must return this form to HR by September 1, 2024, for this physician visit to qualify for the Wellness Incentive reduced premium plan program.

Employee Signature__________________________Date_______________









For Physician Use Only
Date of Visit: ____________________________
Physician Name (print): __________________________________________________
Physician Practice location: ________________________________________________
Physician Signature: ___________________________________________________
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