
Participant instructions:  Complete the top section of this form and 
take it to your physician to complete the bottom section. Be sure to 
upload a copy of this form to your Kapnick Strive portal at 
www.kapnickstrive.com/GKUPI and save a copy for your records.  Sub-
mit the form on the homepage of the Kapnick Strive portal under “Earn 
500 points for completing your annual well-visit.” 

Exam date (mm/dd/yyyy) 

Participant last name Participant first name  

Daytime telephone number Date of birth (mm/dd/yyyy) 

Participant signature  Participant email address 

Physician instructions:  

Please complete the information below. 

Physician last name Physician first name  Medical license ID 

Physician signature Physician telephone number Date (mm/dd/yyyy) 

Physician signature: I verify that I completed this exam for the patient listed above. 

Kapnick Strive® Well-Visit Physician Form 

http://www.kapnickstrive.com/GKUPI

