Healthy For Life (HFL) Reimbursement Form

	Name:
     
	Telephone Number (Cell, Home, or Work):

     

	Employee ID#: 

     

	Policy Holder Name:     
Health Plan ID#:     
Administrator:    FORMCHECKBOX 
Allegiance

	E-mail address:

     
	How did you participate in Healthy For Life? 

 FORMCHECKBOX 
 Intensive Program    FORMCHECKBOX 
 Self-Study 


	Date Started Program:       

	Date Completed Program:     


Instructions:  Please complete the questions below, send all required documentation with this form, sign, and date.  When all information is complete, please send to Healthy For Life Program, Health Care and Benefits Division, PO Box 200130, Helena, MT 59620-0130.
Participants who successfully complete the Healthy For Life weight management program (either intensive or self-study) may qualify to receive reimbursement of additional weight management related expenses such as gym membership and exercise equipment (treadmills, weights, shoes, workout clothes, etc.).  The exact nature of the item or service and what it is used for must be detailed below, and must be for the purpose of continuing with healthy lifestyle changes after program graduation.  
· The funding available for this benefit is limited to $200 per participant. 
This reimbursement is a taxable benefit.  Reimbursements to active employees will be processed as an off-cycle check, separate from the bi-weekly pay checks and included in your taxable income as reported by the State of Montana on your W-2.  Reimbursements to members of the State of Montana plan who are not active employees are 1099 eligible, which means the recipient must claim it as income when they file their taxes.  

Please initial that you have read and understand the preceding statement.      
· You must have met the program attendance requirements.  
Intensive program members must have attended or made-up the weekly and monthly webinars, and met with a program leader on a regular basis.  Self-study members must have watched webinars and filled out the survey monkey surveys for each one, over the course of one year.  
Required Documentation 
Please send copies of all documentation, not originals, as they will not be returned to you. 
 FORMCHECKBOX 
 Health Screening Results (2)

In order to qualify for reimbursement, you need to show a 10% weight loss.  You must attach results from two State of Montana-sponsored health screenings; one from before or in the beginning of the program and one within 6 months after the program.  Results must include body weight, BMI, total cholesterol, triglycerides, HDL, LDL, blood pressure, blood glucose.
 FORMCHECKBOX 
 Payment Record  
You must have paid for the services or item(s) before you can request reimbursement. Please attach documentation such as a copy of the receipt you received or a credit card statement.

1. Specify item or service reimbursement is for:      
2. Specify amount requested (this may be no more than $200):      

3. Specify how you will use the item or service to continue with your healthy habits: 
     
Please be sure to complete the feedback survey so we can continue to improve this program: http://www.surveymonkey.com/s/hflgrad.
I certify by signing this form all information is true and correct.  I understand that the reimbursement check will be provided to the policy holder (which may or may not be myself).
_     ______________________________________
_     ________________

 Signature





   Date
For Office Use Only:

Member of SOM Health Plan
   


 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Health screening results show 10% weight loss over a year
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Payment Record included and shows at least amount requested
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

The participant has met attendance requirements 

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Approval Signature & Date:  _______________________                                        


2/2016

