
Wellness PayBack Claim Form

1This benefit is limited to certain plans. Please review your benefit materials or call the customer service number listed on your ID card if you have questions.
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Health Net’s Wellness PayBack benefit1 rewards members for making healthy living a way of life. When you complete a community 
health education class at a medical hospital or clinic, Health Net will reimburse you up to $50 per class, for a total of $150 per year. 
Classes include, but are not limited to, prenatal education, fitness, weight management, smoking cessation, and newborn care. 
Contact the customer service number listed on your Health Net identification card if you have any questions. 

Steps to receive your Wellness PayBack: 
1. Register and pay for your class. 

2. Complete your class. 

3. Complete this form (please print). 

4. Attach your class receipt to the form. 

Mail completed form with receipt to: 
Health Net Health Plan of Oregon, Inc.  
PO Box 14130  
Lexington, KY 40512 

1 Member information 
Member name: Date of birth:

Address: City: State: ZIP code:

Member identification number: Phone number:

Name of employer group: Group number:

2 Facility information (Instructor must complete this section) 

Hospital/clinic where class was offered:

Name of class: Amount paid:

Date class started: Date class ended:

I certify that the individual listed above has successfully completed this class.

Instructor’s name: ____________________________________  Instructor’s signature: ___________________________________

3 Please be sure this form is completely filled out 

I have:     filled in all required information on this form.   
 attached my class receipt to this form. 
 obtained my instructor’s signature verifying that I completed the class. 

(Submitting an incomplete form will delay your reimbursement.)

4 For use by Health Net only
Date received:

Class taken at hospital or clinic:    Yes    No Receipt included:    Yes    No
Type of class: Class code:

Amount paid for class: Amount of reimbursement:
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