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Neuco 2022 Health Screenings

B | CRITERIA AND INSTRUCTIONS

The following testing criteria must be met for the participant to be eligible for the wellness program incentive.
Please be sure to answerthe Tobacco Affidavit. Are you a tobacco useras defined by: A fobacco useris defined as
someone who has used tobacco products including, but not limited to pipes, cigarettes, cigars, chewing tobacco, snuff, or
any other type of smoking or smokeless tobacco in the last 30 days. Provide your response below in Section D.

¢HealthScreenings

A Premise Health® company

The required fasting laboratorytests include: Lipid Panel and Fasting Glucose.

The required biometrics include: Blood Pressure, Height, Weightand Waist Circumference (waistis optional).

The blood sample mustbe drawn by venipuncture. Urine tests, mouth swabs, and finger sticks will notbe accepted.
Blood results mustbe provided on this form which includes your name, DOB, testresults and testdate for
verification {(a physician’s letter will not suffice).

All of the information included on this form is required. Any missing information will preventyour results from being
entered and will disqualify you from participating in the wellness program.

Do not provide a copy of this form to other participants. Each participant mustrequest their own form.

Tests should be administered no earlierthan: 09/01/2021 and no laterthan: 08/31/2022.

Screening results mustbe received by eHealthScreenings no laterthan: 09/16/2022,

Completed Physician Screening Form can be uploadedto your health screening portal. Go to Step 2 and selectUpload
Form. Alternatively, documentation can be emailedto ehs.physicianscreening@ehealthscreenings.com.

I | section A| PARTICIPANT INFORMATION (participant to complete)

o kb=

LoD

First Name: Last Name:

Sex: Last4 SSN: DOB: (mm/ddlyyyy): / /
Phone: Email:

Participant Signature: Date:

- Section B | PHYSICIAN AND/OR TESTING FACILITY INFORMATION (physician/ nurse to complete)

Physician & Practice/ Facility Name:

Address:

Phone #:

National Provider ID # or CLIA certification #: Test Date (required): / f

Physician Signature: Date:

| Ssection C | BIOMETRIC TEST RESULTS AND FASTING STATUS (physician to complete)

(BMl is a calculated value and will be available =
Blood Pressure Body Measurements.nymr final report from eHealthScreenings) Fasting Status
Systolic:

Height: Weight: Waist:
(mmHg)

(inches) (Ibs) (inches)

Diastolic:

(mmHg) [] es, I fasted 9or more hours

[j No, | did not fast 9 or more hours

(participant MUST fill in and submit this form by the deadline)

I | section D |LAB TEST RESULTS
Blood Testing Results

Total HDL Triglycerides: | Glucose: LDL Tobacco User:
Cholesterol: Cholesterol: (mgjdl) (mg/di) Cholesterol: (Yes/Na)
(mg/dl) (mgidl) (mgfdl)

To contact eHeaithScreemngswnth any questions email us at
or call (888) 708-8807. Fax (210) 767-2245.




f*“lea[thS(?reenifEFe}Ith Screen Program - Employee Notice and Authorization

A Premise Health® company

Your employer has contracted with Premise Health Employer Solutions, LLC, on behalf of its affiliate eHealthScreenings (“Premise
Health”) to provide certain health and/or wellness services in connection with voluntary health screen program.

jng, youconsentto the collectionof a blood specimen and/or bodily fluids. You
understand and acknowledge thatthe collection of blood through aneedle or fingerstick may cause pain, a bruise or, rarely, an infection.
You also consentto the collection of additional biometrics (height, weight, blood pressure, waist circumference, and perhaps other
measurements, as per the design of the program). Youunderstand thatabiometric screeningis not meantto replace the care of a medical
professional and that Premise Health may recommend thatyou seek additional medical care based on the screening.

If applicable, by participating in the HRA, youmay be asked to complete a voluntary health risk assessment (*HRA") thatpresents a
series of questions aboutyour health-related activities and behaviors and whetheryouhad or have certain medical conditions (e.g.,
cancer, diabetes, or heart disease).

Protection of Your Health Information: Premise Health agrees to abide by all applicable laws and regulationsgoverning the
privacy and security of your personal health information. To the extent Premise Health is subject to the Health Insurance Po rtability
and Accountability Act and its implementing regulations (“HIPAA"), Premise Health will abide by HIPAA and maintain the privacy and
security ofyour Protected Health Information (“PHI") in accordance with your employer's Notice of Privacy Practices (“Notice") and
youremployer's directive. Youmay request a copy ofthis Notice from youremployer.

Authorization: | undérstand that my participationin the program s strictly voluntary, and in order to determine my eligibility for follow-
up, the administrator(s) of the health and wellness program mustreceive a record of my participation. By signingbelow, | authorize
Premise Health will disclose information regarding my participation in the program with the administrator(s) ofthe program. Ifthe
programincludes by design areview of my results (e.g., measurement, test or blood specimen results) so that| can be provided
recommendations in furtherance of my health, | authorize Premise Health to disclose my results to any third party who has contracted
with my employer to review and analyze those results in connection with the program. lunderstand thatno information obtained or
created as a result of my participationin this programwill be used to make any employmentdecision aboutme.

| understand thatthis information may be disclosed through electronic means unless some other method of disclosure is specifiedin
this authorization. | also understand thatthe information disclosed pursuantto this authorization may be subject to re-disclosure by
the recipientand may no longer be protected by federal or state privacy laws.

Effective Time: This authorization will expire five (5) years from date of signature.

Right to Revoke Authorization: | understand thatl may revokethis authorization atany time by submitting notice of my revocation
in writing to Premise Health, Compliance Department, 5500 Maryland Way, Suite 120, Brentwood, TN 37027. Premise Health will
forward your revocation notice to your employer. l understand thatmy revocation ofthis authorization does not affectany actions
taken priorto receipt of my revocation or any actions thatare legally permissible withoutmy specific authorization or permission,
including uses and disclosures permitted under HIPAA. | further understand thatmy revocation ofthis authorization may impactmy
ability to participate in the screening program.

Signature and Copy: | have read this form in its entirety and voluntarily consentto the HRA collectionand biometrics procedures. |
agree to the consentto the uses and disclosures of the information described above. | acknowledge thatthe person executing this
form is the person participating in or receiving services, or such participant's legal representative who is authorized to act on such
person’s behalfto sign this form. I further acknowledge the participantis atleast 18 years old. | understand thatl havethe rightto
receive a copy ofthis authorization upon request.

(Participant— Please Print):

First Name: Last Name:
Email: Last 4 of SSN: DOB (Month/Day/Y ear):
Participant or Legal Representative Signature: Date:
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