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If you have completed your Cigna online health assessment and indicated you are tobacco free, please disregard this form. 

Tobacco users now have the opportunity to qualify for the Health Care and Benefits Division’s $10/month tobacco discount off your 2015 benefit payment.  

Eligibility – The tobacco user must:
· Have completed one of the following tobacco cessation programs between January 1, 2014 and October 31, 2014.
· Cigna’s Tobacco Cessation. Contact Cigna at 855.246.1873 or log on to www.myCigna.com for details.
· Tobacco Cessation at the Montana Health Centers. To schedule your first appointment with a coach, log on to www.carehere.com, or call 855.200.6822. 
[bookmark: _GoBack]AND
· Be covered under the state medical plan.
· Be at least 18 years old.
· Have completed a state sponsored health screening and the Cigna online health assessment between Jan. 1, 2014 and Oct. 31, 2014.
· Can’t remember if you’ve completed this step?
· Health Screening -Call CareHere 855.200.6822.
· Cigna Online Health Assessment -Log in to www.mycigna.com or call 855.692.0131.

Please return the completed form to Health Care and Benefits Division, PO Box 200130, Helena, MT 59620-0130, fax 406.444.0080 or e-mail benefitsquestions@mt.gov.  Partial or incorrect forms will NOT be accepted.  Forms must be postmarked or returned to Health Care and Benefits Division by November 10, 2014.
	Policyholder Name:

	SABHRS Employee ID# (six digits): 
__ __ __ __ __ __

	Telephone Number (Cell, Home, or Work):
__ __ __--__ __ __--__ __ __ __ 

	Date of Birth: 
__ __--__ __--__ __ __ __      (MM-DD-YYYY)

	E-mail address:

	Last 4 digits of social security number: 
XXX-XX-__ __ __ __




Please indicate in the space below if you and/or your dependent completed a tobacco cessation program. 
	Tobacco cessation program was completed by:

	   |_|Policyholder  |_|Dependent  

	Name:


	Date of Birth:
 __ __--__ __--__ __ __ __  (MM-DD-YYYY)


	Name of Program: 


	Date Program Started:

	Date Program Completed:


	Tobacco cessation program was completed by:

	|_|Policyholder  |_|Dependent

	Name:


	Date of Birth:
 __ __--__ __--__ __ __ __  (MM-DD-YYYY)


	Name of Program: 


	Date Program Started:

	Date Program Completed:



I understand that I will not be eligible for the tobacco incentive discount if each member being certified has not also completed the health screening and health assessment. I certify that all information is true and correct.

_______________________________________	_________________
 Policyholder Signature						   Date
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