Wellness Incentive Plan

Erie County, Ohio
Human Resources
2900 Columbus Ave. Sandusky, OH 44870

ph: 419-627-7678
fax: 419-627-7599

Erie County understands that employees spend a good portion of their day at work and see the
importance of providing employees with well-being programs, services, and health information.

We know that healthy behaviors make up only part of your total picture of health. Routine
preventative care can help catch problems early, help you stay well and ultimately live a longer,
healthier life. As such, Erie County encourages all employees to complete a routine annual wellness
examination each year. Employees who utilize Erie County’s insurance are eligible for a reduced out

of pocket expense.

To take advantage of this savings opportunity, please take this form to your Primary Care Provider
and discuss any health risks and any necessary routine preventative screenings. All of your results
remain confidential. Please return this form, or have your Primary Care Provider to
pillars@firelands.com by November 30, 2026 to receive your Wellness Incentive reduction for the
upcoming benefits year. If your PCP is sending the form on your behalf, we do recommend

requesting a copy for your own records.

Employee Information

Patient Name:

Date of Birth:

Home/Cell Phone:

Email Address:

(Your receipt/confirmation will be sent here)

Provider Inf fi

By signing this form, | attest that an annual wellness exam was completed within the current
calendar year. The contents of the examination and any affiliated lab results remain confidential.

|:|Employee labs reviewed (CBC, CMP, Lipid, PSA)
[JExamination completed

Provider Printed Name:

Provider Address/Stamp

Provider Signature:

Date of Exam:

Email this form to: pillars@firelands.com by November 30, 2026
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