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Individual Wellness Agreement
This form is required for enrollment in the Reclamation Wellness/Fitness Program.

To be completed by ENIPLOYEE

Employes's Name: Org/OfficeUnit;
My Work schedule is:

Full-Time O Part-Time: Seasonal-

(B0 howwrs per pay penod) (Regularly scheduled howrs per pay period) (Mummber of guaranteed pay penods)
Waellness Program/Fitness Activity(s). List the anticipated fitness activities or programs you will be participatng in on 2 regular and
recuming basis:

The anticipated cost for sbove wellness/fitness activity or program fees will be § per

Program Election: Fead and acknowledge each of the followng program requrements:

* I am electing to participate mn the Raclamation’s Employes Wellness Program reimbursement of allowable expences not-to-excesd
an annual retmbursement of § with an % employes cost share. I understand that if T am on a part-time or
part- yvear work schedule reimbursement will be provated based on the amount of time I work.

*  Tunderstand that wellness remmbursement 15 at superisory discretion and based on my office’s fundmgsbudget.

* Iagree to regular and recwring participation in the fitness program activities or wellness program(s) noted above.

* ] agree to submit timely required documentation for ehgible fitness activiiies as outhmed in the Wellness Pobey (HEM 04-12) for
= .

*  Thave read and understand the provisions and requirements of the Feclamation Wellness Pobey (HEM 04-12) and local Wellness
Program provisions and requirements.

* Iagreeto abide by all conditions and requirements of the Reclamation Wellness Program D&S (HEM 04-12) and local Wellness
Program.

* ] am personally responsible for payment of all costs associated with my emrollment m approved fitness programs, activihes,

or services and that I may reimbursed only for authorized expenses to maximum allowable limits.

If ] fanl to comply wath these requirements, this azreement may be linited or terminated by oy supervisor.

I have provided a Wellpess Sereening (ueshomnaire (self-certification) and/or Medical Authornization to my supervisor.
This Azreement i valid for one vear (1) and must be renewed to contimme to participate.

Any changes to this azreement must be approved by my supervisor in advance.

I have read and understand the above wellness program requirements and provisions and voluntanly elect to participate

[
Emploves (Type or print name) Signature Date
To be completed by Supervisor
REQUESTIS: O Approved O Dexnsed (Please explain if krited, modified, or disapproved):
Supervisor (Type or print name) Signature Date
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