
City of Newport Employee Benefit Plan  
Annual Wellness Visit Confirmation Form 

Patient Name: ____________________________________DOB: ___________ 

Physician Name: _______________________________ Office Phone: 

I certify the following screenings were performed on the dates listed: 

Last Date Screening 

___/___/___ Annual Wellness Exam 

______________________________________    _________________ 
Signature of Physician Date 

Please send completed form to Human Resources by December 1, 2026. 
Note: to qualify for the incentive, both employee and spouse (if enrolled on the health plan) must return a 
completed form. 




