B The Hartford Provider Form

Visit your primary physician and submit your results to TotalWellness utilizing this form. Please complete all fields
below with the information provided by your health care provider.

NOTE: PHYSICIAN SIGNATURE REQUIRED

First Name: Last Name:
Employee ID: Date of Birth: (mm/dd/yyyy)
/ /
Primary Phone Number: Date of Screening: (mm/dd/yyyy)
- — / /

Email (Required to provide you confirmation of receipt for this form)

Physician's Phone Number:

Physician's Name:

Physician's Signature:

Please only submit form when all information below is complete:

Height: Weight: Waist: Blood Pressure:
Ft. Inches Lbs. Inches Systolic Diastolic

Have you fasted for 8 hours or more? O Yes O No

Total Cholesterol: HDL.: LDL: Triglycerides: Glucose:

Consent: | understand that TotalWellness may utilize the above health information to track participation and provide me with health guidance. This
information will be used to provide confidential services to me and to gather anonymous statistical data for The Hartford. | understand that my basic
statistics will be combined with everyone else's and presented in reports only to show trends in health conditions and use of services. No individual
names, or other personal information are provided to The Hartford.

You will receive a confirmation e-mail approximately 5 business days after the form has been submitted. PLEASE DO NOT fax this form more than
one time unless you do not receive a confirmation e-mail after 5 days of submission. If you do not receive an e-mail confirmation, please re submit
your form (one time only).

A confirmation of receipt cannot be sent unless the employee completes and submits this form on-line (https://totalwellnesshealth.com/providerforms)
or faxes this official Hartford Provider Form to (402) 939-8922. This form must be received by TotalWellness no later than 11/08/2013.

| certify that the information supplied on this form has been provided to me by my health care provider, and TotalWellness may contact my provider
regarding the information.

Signed:
Dated:

Please fax this form to: (402) 939-8922 or 57405

. Submit on-line at E .
https://totalwellnesshealth.com/providerforms






