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Healthy Opportunities Participation Election
Employee Name ____________________________________

Last Four of SSN ____________________________________
Department _______________________________________

	To be completed by the Human Resources Associate:
Reason for Eligibility for the Healthy Opportunities Wellness Program 
 New Hire

 Promotion

 Demotion

 Transfer

 Reclassification 

Effective Date __________ 

Biometric screening and online health assessment completion date: ___________________________
HRA contact: ________________________________________   HRA phone number:______________________





I elect to:
 Participate in the Healthy Opportunities Wellness Program
 NOT Participate in the Healthy Opportunities Wellness Program
You have 30 days from the effective date (i.e., start date, date of your promotion, demotion, transfer or reclassification in a wellness-eligible position) to elect to participate in the Healthy Opportunities Wellness Program.  If you do not submit this election form within your 30-day window of opportunity, you will not be able to participate in the Healthy Opportunities Wellness Program until next year's campaign.

I understand that: 
· Executive branch non-contract, education bargaining unit (AFSCME) and SPOC-covered employees share in the cost of health insurance by paying 20% of the total health insurance premium.  
· By participating in the Healthy Opportunities Wellness Program, I can reduce the amount of my health insurance premium contribution by:

· $111 per month for executive branch non contract employees 

· $111 per month for education bargaining unit employees (AFSCME)

· $62 per month for SPOC-covered employees
· If I choose to participate in the Healthy Opportunities Wellness Program, within 90 days I must:
· Make a health insurance election in IowaBenefits

· Register at the Wellmark website (http://www.wellmark.com) 
· Complete a biometric screening 

· Complete an online health assessment (Note: You will not be able to access the online health assessment until you receive your Wellmark ID card.)
· I agree to complete all of the requirements of the Healthy Opportunities Wellness Program in order to receive the reduction in my health insurance premium.  

· I understand that if I do not complete the Healthy Opportunities Wellness Program requirements within the designated timeframe, I will not be eligible for the incentive premium payment and I will pay 20% of the total health insurance premium that I elected.

· If I do not complete all of the Healthy Opportunities Wellness Program requirements within the designated timeframe indicated above, DAS-HRE will reverse my health insurance election so that I will contribute 20% of the total premium.  Also, I will be responsible for the difference in my previous deductions and the 20% contribution.  
SIGN HERE: ________________________________________
DATE: ___________________________

Please give a copy of the form to the employee, keep a copy of this form in the employee’s personnel file; and send the original to DAS-HRE, Attn: Wellness Specialist
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