







[image: ]Affidavit for Preferred Non-Tobacco User Rate

Employee Last Name:  	First Name:  	 MI:  	


Last 4 Digits of SSN:	 	   	   	

Department:  	


Type of Health Benefit Coverage (Circle One):  Employee Only  Employee+Spouse	Employee+Child(ren)  Family


Place your initials next to the statement that applies to you:
	STATEMENT
	INITIALS
	SAVINGS

	I declare that as of this date, I  DO NOT use, and all of my covered dependents DO NOT USE tobacco products in any form (cigarettes,
cigars, pipe, oral tobacco products, etc.) and am eligible for the preferred non-tobacco user rate on my health insurance premiums.
I acknowledge that if I and/or my covered dependents begin to use
tobacco at any time during the year, I am required to update my affidavit immediately.
	
	


$25 savings per pay period, which equals
$600 annually

	OR

	I and/or my covered dependents are committed to enrolling in and completing a bona fide tobacco cessation program. In order to be
eligible to receive the preferred non-tobacco user rate, I am required to attach/send documentation by December 31, 2016 to Human Resources of enrollment and continuing participation in a tobacco
cessation program. If I do not submit documentation of program enrollment, I will not be eligible for the preferred non-tobacco user rate on my health insurance premiums. I acknowledge that after
completion of the tobacco cessation program, I and/or my covered dependents must submit proof of program completion to Human Resources by April 1, 2017 in order to be eligible for the rate.
	
	


$25 savings per pay period until April 1, 2017. At that time, employee MUST recertify tobacco user status.

	OR

	I DO currently use and/or one or more of my covered dependents
DO currently use tobacco products (cigarettes, cigars, pipe, and/or oral tobacco products) and AM NOT, and/or my covered dependents are not enrolled, nor do I or they intend to enroll, in a tobacco cessation program.
	
	

No Savings



I acknowledge that if I and/or my covered dependents enroll, participate, and complete a bona fide smoking cessation program by April 1, 2017, I will be eligible to receive the preferred non-tobacco user rate. After January 1, in no event will the rate be retroactively applied nor any refund be given to me, regardless of the situation.

[bookmark: _GoBack]My signature indicates that the information on this form is true and correct. I understand that any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any false, incomplete, or misleading information may be subject to penalties. I further understand that submitting false information to my employer is grounds for immediate termination of employment.


Employee’s Signature:  	

Date:  	

Return this form and tobacco cessation program documentation (if needed) by December 31, 2016 to Human Resources. Make a photocopy for your personal records.
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