HEALTH FOR WEALTH REWARDS PROGRAM

R) Kol

MEMBER ENROLLMENT FORM

Name of Employee Location #

Member ID# (from Wellmark ID card) Group #
(12 characters)

Gender: M F Date of Birth / /

Address

City State Zip

Home Phone Work Phone

E-Mail

Name of second participating adult (18+) (must be insured through policyholder listed above):

Gender: M F  Date of Birth / /

Member ID# (from Wellmark ID card) Group #
(12 characters)

E-mail:

Club use only:
Fitness Center Name Club #

Fitness Center Member 1 Monthly average dues

Fitness Center Member 2 Monthly average dues

Initial:

A. Tunderstand ecach adult must work out at the fitness facility named above six 6 days per calendar month to
receive the up to $20 credit. I also understand my workout must happen inside the facility and/or within that
facilities supervised programming. Each adult can qualify for an up to $20 monthly credit towards their
membership fees. A maximum of two qualifying adults per household may participate in this program.

B. T understand there will be a period of time between the completed month and the applied credit. Example:
work out 6 days in January, verified in February, credit applied to fitness center account in March.

C. Tunderstand the reimbursements issued cannot exceed the total monthly membership for the month the credit
is applied.

D. T understand that canceling my membership will result in forfeiture of any unapplied credits. All applied
credits will be reimbursed to the out-going member.

E. Tunderstand that it is cach adult’s responsibility to ensure that their visit is recorded at the time of their workout.

Signature Date / /

IMPORTANT
A photocopy of the front of your member ID card is required with this enrollment form.
If at any time your member (D card information changes, please update the fitness center to ensure credit application.

Thank you.
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