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Wellness Program Physical	  Exam	  Form	  

This section is to be completed by the practicing physician only. Do not include any private, 
medical information, laboratory or physical results. 

The patient named below has been seen in my office for their annual physical exam. 

________________________________________________________________ 
Physician’s signature 

________________________________________________________________ 
Physician’s printed name 

________________________________________________________________ 
Patient name 

Submission 
-Please fax your completed form to 602-333-4252  or
-Email form to: wellnessteam@differencecard.com or
-Mail form to: The Difference Card, PO Box 322, Mount Kisco, NY 10549
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