
 

                          

 

                                             

   

 

Employee Name: ____________________________________________________ 

Employee Department: _______________________________________________ 

 

Please check the option that applies: 

Percentage of weight loss____________ Inches__________ 

 

 

Date: _______________ Weight:____________ 

Date:________________ Weight:____________ 

 

Date:_________________ Inches:____________ 

Date:_________________ Inches:____________ 

  

 

Signature of Wellness chair or vice-chair:__________________________________________ 


