
HEALTH CARE PROVIDER FORM – MACK TRUCKIf you have received biometric screening results from your health care provider between 1/1/2017 and 12/31/2017 you may have your provider 

complete Step 4 of this form to receive credit in the Rockwell Automation wellness program. Please submit your completed form via secure 

upload  to https://rockwellautomation.uswellness.com, or  fax it to 240-477-1641 or mail it to US Wellness at 20400 Observation Drive 

#100, Germantown, MD 20876 on or before 12/31/2017 at 11:59 PM CST. Receipt of your form will be confirmed within two business days to 

the email provided below (please print clearly and allow emails from uswellness.com).

Glucose (Blood Sugar) Blood PressureCholesterol

(Month) (Day) (Year)

Date of Test:

(Month) (Day) (Year)

Date of Test:

(Month) (Day) (Year)

Date of Measurement:

Height:

(Feet) (Inches)

Weight (lbs):

Was patient fasting for more than 8 hours 

prior to this test? Yes No

(Month) (Day) (Year)

Date of Test:

Diastolic 

Systolic /Total Cholesterol

HDL Cholesterol

LDL Cholesterol

Triglycerides

Was patient fasting for more than 8 hours 

prior to this test?
Yes No

Waist Circumference

(Month) (Day) (Year)

Date of Measurement:

.      inches

STEP 3: To be completed by health care provider office (must include at lest one biometric value)

STEP 1: To be completed by employee

STEP 4: To be completed by employee (recommended) or health care provider. Please submit your 

completed form via secure upload  to https://rockwellautomation.uswellness.com, or  fax it to 240-477-1641 or mail it to US Wellness at 20400 Observation 

Drive #100, Germantown, MD 20876 on or before 12/31/2017  at 11:59pm PST. If you opted to receive email confirmation, it will be sent to the email 

address provided above within two business days.

I understand that StayWell and US Wellness, Inc. may use and disclose my personally identifiable information and screenings results collected on this form (my 

"Personal Information"), in order to provide wellness program services to me, on behalf of the sponsoring entity. Except for my actual screening results, StayWell

may provide my Personal Information to my sponsoring entity or its designated representative to (i) notify them of whether I am eligible for the incentive, and/or (ii) 

provide them with program participation information. StayWell and US Wellness, Inc. may use my Personal Information for anonymous group statistical research and 

analysis and may combine my Personal Information with information collected from other participants to create anonymous aggregate data reports. StayWell may 

provide my Personal Information to (i) my health plan or its vendors for purposes of treatment, payment, and health care operations, including benefits administra tion, 

appeals, and incentive management, and (ii) the plan sponsor of my health plan for plan administration functions in accordance with the 45 C.F.R. 164.504. GINA 

Notice and Authorization: These screening services are part of your employer sponsored wellness program (“Employer Program”), which is a voluntary wellness 

program administered according to federal rules, including the Genetic Information Nondiscrimination Act (“GINA”).  The resul ts of this screening may be considered 

GINA Protected Information.  GINA requires that you receive this GINA Notice and Authorization prior to undergoing the screen ing. Your Employer Program uses 

GINA Protected Information you voluntarily disclose to help you understand your potential health risks and to offer you other wellness program services. The 

Employer Program safeguards GINA protected information and will not disclose any GINA Protected Information, except as permit ted by GINA and other applicable 

law.  Your GINA Protected Information will be disclosed to you and to vendors of your Employer Program, for purposes of providing you with Employer Program 

services. Your GINA Protected Information will not be sold, exchanged or transferred, except to the extent required by law to carry out activities related to the 

Employer Program. You will not be asked to waive the confidentiality of this information as a condition of participating in the Employer Program or as a condition of 

receiving any incentive.  Your GINA Protected Information will only be disclosed to your employer in aggregate terms that do not disclose your specific identity. 

Employee Signature (SIGNATURE REQUIRED) Date

X

STEP 2: To be completed by employee

US Wellness, Inc 20400 Observation Drive #100, Germantown, MD 20876 p: 866-926-6099 x900   f: 240-477-1641

HEALTH CARE PROVIDER FORM – ROCKWELL AUTOMATION

Health Care Provider Name Phone NumberHealth Care Provider Signature Date

Phone Number

( )

E-mail address (to receive e-mail verification that form was received by US Wellness)

Gender: 

Female Male

First Name                                                                Last Name

(Month) (Day) (Year)

Date of Birth:

E-mail sent over the Internet is not secure and will not be used to communicate confidential and/or health information. If you would like to receive 

confirmation via email that your form was received, and is either complete or incomplete, please check the box below.

I agree to receive email confirmation that my form was received, and is either complete or incomplete


