Tobacco Cessation Reimbursement FormPlease TAB to gray areas
	Employee/Retiree Name (First, Middle, Last - Please type or print)
	E-mail Address

	     
	     

	Work/Home Address (If active employee, enter TVA Address)
	TVA or Home Telephone

	     
	(   )      

	Employee ID No. (If active employee)
	If for dependent, enter name and relationship

	     
	     

	Type of Product:
	I certify that I paid the fees listed and have not otherwise been reimbursed and the product is for use by me or my eligible spouse/dependent and not for resell.

	|_|  Zyban/Bupropion*
	|_| Chantix*
	

	|_|  Inhaler*
	|_| Patch
	

	|_|  Lozenges
	|_| Gum
	

	|_|  Cessation Program
	
	
	
	/
	     

	
	
	Employee/Retiree Signature
	
	Date Signed

	*Prescription required
	

	
	I have verified the information on this form and approve the requested fees for reimbursement.

	Amount of reimbursement requested:
	

	
	

	$
	     
	
	

	
	
	
	
	     

	
	
	Employee Benefits Signature
	
	Date Signed

	
	


Reimbursement for Tobacco Cessation Assistance Program
Participant Instructions:
1.  A tobacco-cessation program must meet the following criteria to be an approved program: 
-	hospital-based, or
-	provided or certified by a national health organization (for example, American Medical Association, American Lung Association, American Cancer Society), or
-	provided by a state-licensed health professional (medical doctor, psychologist, psychiatrist, nurse).
Make sure the above criteria are met before enrolling in a tobacco-cessation program. If unsure verify with Employee Benefits (865-632-7622) before enrolling.
1.  Reimbursement can be for one or a combination of methods.  You may submit more than one receipt at a time.
2.  Sign up and pay fees for program, fill prescriptions, or purchase eligible over-the-counter products.  Be sure to keep a receipt. 
3.  As a reminder, tobacco cessation products are not reimbursable through your prescription drug plan. Send completed reimbursement form, a receipt (keep copies), and the printout from the pharmacy indicating patient name, drug name, fill date, and cost (only applies to prescription medications) to Senior Analyst, Employee Benefits- Benefits Plans, WT 8D. 
4.  Senior Analyst, Employee Benefits- Benefits Plans  will approve and sign the request and submit it to Disbursement Services. Please note: receipts and/or pharmacy printouts must match the amount requested before the request will be approved. 
5.  For employees, your reimbursement will be added to your payroll check.  For retirees your reimbursement will be directly deposited in the account you provide.
6.  Participants may be contacted by the Senior Analyst, Employee Benefits- Benefits Plans.
Include receipt/pharmacy printout with this form and send to:	Senior Analyst, Employee Benefits - Benefits Plans, 400 W. Summit Hill Drive, WT 8D, Knoxville, TN 37902
TVA 11572 [07-21-2011]
