
The information provided is general and non-diagnostic in nature. It is not meant to replace the advice 
Vs2021.1 or care you get from your doctor or other health professional. If you have specific healthcare needs or 

PPawryould like more complete health information, please see your doctor or other healthcare provider.

2024 Annual Physical Results Form 

Employees and spouses enrolled in a medical plan sponsored by the State Personnel Department are 
eligible for a $200 gift card reward for completing an annual physical. This form can be completed by 
your healthcare provider to earn your annual physical reward. 

Required measurements must be taken in 2024. Forms must be fully completed and submitted by 
November 30, 2024 to earn the reward. Please note, it can take up to four weeks for forms to be 
processed. Your form is considered processed when the ActiveHealth portal Rewards Center shows 
the activity as complete. 

  Participant Instructions 

Step 1: Make an Appointment 

Set up your appointment with the provider of your choice. When you make your appointment tell the 
provider what measurements you need. The required measurements are height, weight, blood 
pressure, total cholesterol, HDL, LDL, triglycerides, blood glucose, and HbA1c. 

Step 2: Fill out Section 1: Participant Information. Don’t forget to sign it. 

Step 3: Take this form with you to your appointment 

Your provider must fully complete Section 2: Results and Provider Information. 

Step 4: Submit the completed form 

You can ask your provider to send it for you, but you are responsible for making sure the form is 
received to earn the reward. 

There are two options available to submit your completed form: 

1. Upload: Login to your ActiveHealth Portal www.myactivehealth.com/stateofindiana Click on 
Rewards Icon and then Annual Physical reward tile. Follow instructions to upload.

2. Fax to 1-317-526-1127
Step 5: Review your confirmation email. 

You will receive a confirmation via email that your Annual Physical Results Form was accepted or rejected. 

If you do not receive a confirmation email within 2 business days, review and resend your form. 

• If your form is accepted, you will see your results in your ActiveHealth Portal within 4 weeks.

• If your form was rejected, you will receive an email stating why the form cannot be accepted and
additional information needed. You can resend the form once all the information is completed.

Check your form for these common errors 

 Make sure all other measurements are completed - including HbA1c.

 Make sure your screening date is in 2024.

 Upload your form when possible. It will be received and loaded more timely.

 Make sure both you and your provider have signed the form.

 Make sure all information is legible.

http://www.myactivehealth.com/stateofindiana


The information provided is general and non-diagnostic in nature. It is not meant to replace the advice 
Vs2021.1 or care you get from your doctor or other health professional. If you have specific healthcare needs or 

PPawryould like more complete health information, please see your doctor or other healthcare provider. 

 

 

SECTION 1 - COMPLETED BY THE PARTICIPANT – ALL FIELDS ARE REQUIRED 
NO REWARD WILL BE PROVIDED FOR PARTIAL OR INCOMPLETE FORMS 
Enter information as it appears on your health insurance card. 

Participant First Name: Participant Date of Birth (Month/Day/Year): 

Participant Last Name: Gender: Female Male 

Participant Email: 

Participant Zip Code: Participant Phone Number: 

Name of Indiana State Employee (leave blank if Participant is the Employee): 

I authorize the release of my biometric results to Verve and ActiveHealth Management in order to receive the 
reward and for the purposes of providing health programs to me. 
 

Participant Signature:   

SECTION 2 – RESULTS AND PROVIDER INFORMATION COMPLETED BY PROVIDER 
NOTE: Height, Weight and Blood Pressure are always required. If you as the treating provider do not recommend 

measuring a blood value, in the measurement box for that value enter "N/A" and your initials. 
 

Provider Signature: _______________________________________________Date of Results: _______________________   

Provider Name (please print):   

NPI #: Provider Phone:   
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BIOMETRIC REQUIRED MEASUREMENTS BIOMETRIC MEASUREMENT or INITIALS 

Check if fasting > 8 hours 
Fasting results more accurate 

 
 

HbA1C (%Hgb) 
 

 

Height (feet and inches)  Total Cholesterol (mg/dL)  

Weight (pounds)  HDL (mg/dL)  

Waist Circumference (inches)   LDL (mg/dL)  

Blood Pressure Systolic (mmHg)  Triglycerides (mg/dL)  

Blood Pressure Diastolic (mmHg)  Glucose (mg/dL)  

 

               

 

    

 


