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Last name First name M.I. Date of birth 

Street address City State ZIP code 

Email Department/Division 

Please list the wellness program or activity for which you are applying for the waiver 

By signing this form, I certify that I am unable to complete the wellness program or activity listed above due to a medical condition, or it would be medically inadvisable 

for me to complete the wellness program. My doctor will confirm this with a signature in Section 3 of this form. I also certify that the information on this form is true 

and correct. 

Signature 

X 

Printed name 

 

Your patient has indicated that they are unable to complete the wellness program or activity listed above to receive a reward due to a medical condition, or that it would be 

medically inadvisable for them to attempt to complete the wellness program. If, in your professional opinion, you agree with these statements, please provide your 

signature as your endorsement of agreement. 

Street address City/State ZIP code Phone 

Doctor signature 

X 

Printed name 
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