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COMPLETE BIOMETRIC SCREENING 

\iiiiiiiiiii'J A face mask is required to enter all Kaiser facilities. Kaiser will provide a

� 
nonmedical-grade mask to wear if you don"t have one.

BLOOD PRESSURE, BMI (BODY MASS INDEX) 

OR WELLNESS VISIT 

Please speak to a Kaiser Permanente representative at 

l-866-454-8855 to request an appointment to complete your

missing activities. Please let the representative know which tests

or labs you need completed.

All Members must check in at the front desk of the medical office 

building. Once you check in you will be directed where to go for 

your blood pressure and BMI. You may be directed to a Nurse's 

station or other area of your local Kaiser facility, based on your 

location. 

GLUCOSE & TOTAL CHOLESTEROL 

You will first need to email your primary care physician through 

kp.org stating you would like to request an order for glucose 

and/or cholesterol lab tests. 

For instructions on contacting your physician, continue to page 73. 

You can also obtain a doctor's order for missing labs by calling 

l-866-454-8855 and a KP representative will get you connected

with the doctor's office.

HELPFUL RESOURCES 

• For Kaiser service hours & closures CLICK HERE

• To locate a Kaiser Facility CLICK HERE

• To Chat with Kaiser Member Services CLICK HERE
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COMPLETE BIOMETRIC SCREENING 

HOW TO REQUEST A GLUCOSE & CHOLESTEROL ORDER FROM YOUR PHYSICIAN 

0 

e 

Go to kp.org and log in with your username and password. 

Go to the "Message Center" tab and hit the "Compose" button . 

••• 
� m� 'KAISER PERMANENTE., ® 

Messa1ge Center 

Communicate securely and conveniently 

Click "Doctor's Office" and write a message to your primary care physician stating you 

would like to request an order for glucose and/or cholesterol lab tests. 

Send a message to 

,,.(\':;: COVIO•l9 V,;,11c.ci�tion.. Testing. c!lnd Care 
B,:,fo,o s�,n,g a l'T'IOS-s.l)iCI to y(k)I ur� liMm, 9(IC ,l"l�o,rmal.on.a.bout 1,1a,c,:rna .aippo,ritmerits and caro rorCOVlD•19 S)'i,tpto>ms (If 
Cllpt,-fC. 

1111:1 

Mc.nber "Sef'V1QC-$ Wcb,fflJI� 

For hedlth i::(al'I. (111M-110M .Wld �� Fm wtotM11a o:tmil"ll!illU.. sug9asttOl'd, .ilnd problom:s 

Once you receive the 

doctor's order, Please speak 

to a Kaiser Permanente 

representative at 

l-866-454-8855 to request

an appointment to complete 

your test. Please let the 

representative know which 

tests or labs you need 

completed. 

You can also make a lab 

appointment under the 

"Appointments" tab on the 

website. 

https://healthy.kaiserpermanente.org/northern-california/front-door




Kaiser HIPAA 

Authorization COMPLETE YOUR KAISER HIPAA AUTHORIZATION 

After you've reviewed and completed all Biometric Screenings, you will need to 

make sure your Kaiser HIPAA Authorization is complete. 

The Kaiser HIPAA Authorization must be electronically signed by both you and 

your Spouse in the Wellness Section under your individual logins. This step 

allows Kaiser to send the Trust Fund Office your Biometric information, and 

Reimburse claims with your HRA dollars. 

KAISER HIPAA INSTRUCTIONS 

NOTE: It is the responsibility of the member to ensure that you and your enrolled Spouse or Domestic Partner's 

Biometric Screening requirements and Kaiser Hf PAA Authorization are submitted to the Trust Fund Office on or 

before December 7, 2023. 

0
Visit UFCWTrust.com, and log into your Participant Account 
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4 Wellness 

Approval WELLNESS APPROVAL 

Once your Wellness Steps have been completed and approved, your status 

will show "COMPLETE" in blue under all fields automatically. Your status bar 

will also automatically update to 700% complete. 

Once you complete your Personal Wellness Steps Oncludlin11 Biometrics), you wi'II be SO\ complete. 

When your Family Wellness is complete you will display 1110'% c-omplete. 

•family Wdneu status ts updated nl9hlly, 

ACTION 

Start Wellness HCP Agreemen,t 

start Health Risk Questlonnaijre 

Kaiser I-IIPAA Airthorijzation (Cument or 

Future Kaiser Members Only) 

STATIJS 

We'llnessAgreement Status

COMPLETE 

•Questionnaire Statu

l'l!PM Authorization Statu

Once you complete your Personal Wellness Steps (including Biometrics), you will be 

50% complete. 

When your Family Wellness is complete you will display 700% complete. 

*Family Wellness status is updated nightly.

Wellness documents are approved on a first come, first serve basis. 

Log into your ufcwtrust.com Participant Account to check your status often. 

WARNING: Both the Member and the enrolled Spouse or Domestic Partner must 

individually complete their own Wellness Steps for a household to be complete and 

participate in the Wellness (HCP) Program for 2024 Plan Year. 









   

 BIO24 – Biometric Screenings Form FOR 2024 OPEN ENROLLMENT ONLY  

 BIO24 – PROVIDER DATA ENTRY FORM  

 GENERAL INFORMATION  

 PLEASE PRINT CLEARLY AND STAY WITHIN THE BOXES BELOW  

   

 PARTICIPANT (PERSON BEING MEASURED) INFORMATION – Completion required.  

 First Name:                       

 Must match the name on record for your health benefits. 

 

 Last Name:                       
 

 

 DOB (MM/DD/YYYY):    
 

  
 

    
 

 

 Member 
ID#  

       U  

Spouses/Domestic Partners have a distinct Member ID# that is separate from the Subscriber's Member ID#. Enter the Member ID# of the person 
being measured.  
If you do not know your Member ID#, you must complete the field for SSN below. 

 

 SSN:    -   -     

 If you have entered your Member ID# above, you may leave the field for SSN blank.   

 

   

 Important: This form is ONLY for current UEBT/UCBT Members and Spouses/Domestic Partners who are completing their 
Wellness Steps for 2024 benefits. 
 

If you are the Spouse of a Member, you must submit your completed GINA Agreement to the Trust Fund Office before 
completing and submitting this form 

 

By submitting this form, I am authorizing my physician to report the laboratory and biometric results to UFCW & Employers 
Trust, LLC for my Biometric Health Screenings, and for UEBT/UCBT to collect such information. If I am a Participant in the 
UEBT/UCBT Plan because I am the Spouse of a Member, I further acknowledge that by agreeing to this authorization, I am 
providing information regarding my current or past health status (or manifestation of disease or disorder) and that I 
authorize the use of this information for the purposes described in the Biometric Screenings Instructions. 
 

1. Please review the Biometric Screenings Instructions to verify you need biometric screenings tests prior to having any 
done. 

2. You, the Participant, are responsible for meeting all program deadlines. You, the Participant, must collect this form 
from your physician or clinician and submit to UFCW & Employers Trust, LLC, as prescribed. Only one physician form 
can be submitted per person. 

3. See the program description in your enrollment materials for more details. Please keep a copy of this physician 
complete form for your records. 

 

 
Participant’s Signature: __________________________________   Date (MM/DD/YYYY): 

  
 

  
 

    
 

 

 Page 1/2  

 Please upload this form to your Participant Account on ufcwtrust.com, or fax this form to 925-746-7549  

 For more information, call the UFCW Trust Fund Office Health and Welfare Services Department at 800-552-2400  
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 BIO24 – Biometric Screenings Form  

 BIO24 – PROVIDER DATA ENTRY FORM  

 GENERAL INFORMATION  

 Participant Last Name:   

 DOB (MM/DD/YYYY):   

 FOR PROVIDER OR OFFICE STAFF USE ONLY BELOW THIS LINE  

 Blood Pressure  Cholesterol  Glucose 

   Systolic 
 

 HDL:    TRI:    
 

 Fasting Glucose:    
 

   Diastolic 
 

 LDL:    Total:    
 

 -OR- 

  Total/HDL Ratio:  
. 

  
 

 A1c (Fasting or 
Non-fasting): 

  
. 

  
 

Test Date (MM/DD/YYYY): 

  
 

  
 

    
 

 Test Date (MM/DD/YYYY): 

  
 

  
 

    
 

 Test Date (MM/DD/YYYY): 

  
 

  
 

    
 

 

BODY MEASURE  NICOTINE USER? 
 

Height: 
(in) 

   Weight: 
(lbs) 

   
 

Test Date (MM/DD/YYYY): 

  
 

  
 

    
 

 
        Y        N 

 

 

 NOTE: Facility and agent name must be printed in the boxes.  

 I certify these values are correct.  

 
 

Facility Name:                      

                     
 

Certifying Agent  
First Name: 

                     

                     
 

Last Name:                      
 

NPI#:                      
 

Today’s Date: 
(MM/DD/YYYY) 

  
 

  
 

    
 

Signature: _____________________________ 

 

 NOTE: Use this area for office or facility stamp Page 2/2  

 Please upload this form to your Participant Account on ufcwtrust.com, or fax this form to 925-746-7549  

 For more information, call the UFCW Trust Fund Office Health and Welfare Services Department at 800-552-2400  
   

 

https://www.ufcwtrust.com/
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