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As a Tufts Medicare Preferred HMO plan member, 
each calendar year you can get up to a total of $150* 
toward fees you pay for:
•  Fitness classes led by an instructor for yoga,

Pilates, Tai Chi, and/or aerobics.
•  Membership in a qualified health club or fitness

facility. A qualified health club or fitness facility
provides cardiovascular and strength training
exercise equipment. Examples include: YMCAs,
Tufts Health Plan’s network of fitness centers in
Massachusetts; Curves®; & Fitness Together.

•  Nutritional counseling provided by a registered
dietician or licensed nutritional counselor.

•  Visits to a licensed acupuncturist.
•  Participation in wellness programs such as:

certified instructor-led “Matter of Balance”, chronic
disease self-management, Diabetes workshop,
Healthy Eating for Successful Living, Healthy IDEAs,
Powerful Tools for Caregivers, Arthritis Foundation
Exercise, Fit for Your Life, AAA Senior Driving and
Enhance Wellness, such as memory fitness activities.
 Memory fitness programs eligible for
reimbursement must meet the following criteria:
1)  The program must help you set a goal

(e.g. a memory fitness goal)
2)  The program must track your progress towards

your brain fitness goals
3)  The program must have a publication in a

peer-reviewed journal supporting its

Please note, this benefit does not cover membership 
fees you pay to non-qualified health clubs or fitness 
facilities, including but not limited to, martial arts centers,  
country clubs, or for sports activities such as golf 
and tennis.  

To Get Your Reimbursement Send Us:
•  The completed form on the back of this page

(Only one member request per form please).
•  Photocopies of one of the following:

eht fo eman eht htiw tpiecer diap ,detaD  •
facility, class, or counselor preprinted on
the receipt, and the amount paid

ot nettirw kcehc dellecnac fo kcab dna tnorF  •
the facility, class, or counselor

•  Credit card statement or receipt identifying
the facility, class, or counselor

Photocopies must be on 8.5” x 11” paper. Multiple 
receipts can be included on one page.
Mail the form, paid receipts or statements to: 

 Tufts Health Plan Medicare Preferred 
Wellness Benefit 
P.O. Box 9183 
Watertown, MA 02471-9183

Please keep copies of all the paperwork you send us. 
We are not able to return photocopies of receipts or  
agreements, even if the request for payment is denied.

Remember to check with your doctor before 
starting an exercise program!
For more information, call Customer Relations at 
800-701-9000 (TTY 711). Representatives are
available Monday–Friday, 8:00 a.m.–8:00 p.m. (From
October 1–March 31, representatives are available 7
days a week 8:00 a.m.–8:00 p.m.)
After hours and on holidays, please leave a message
and a representative will return your call on the next
business day.

*Members of Tufts Medicare Preferred HMO Saver Rx plan can get 
up to a total of $250 each calendar year.

Tufts Health Plan is an HMO plan with a Medicare contract. 
Enrollment in Tufts Health Plan depends on contract renewal. 

For more information contact the plan. Limitations, copayments, and 
restrictions may apply. Benefits may change on January 1 of each 
year.

WELLNESS ALLOWANCE BENEFIT:

How to Get Your Reimbursement



•  Total reimbursement you are requesting:
 $150.00
  Less than $150.00 

WELLNESS ALLOWANCE BENEFIT
REIMBURSEMENT FORM

Please enter ALL information requested and print clearly. (One form per member.)

Your Information

Relationship to the Subscriber  
 Self         Authorized Representative

Gender:   Male  Date of Birth:  ______  / ____   / ________  Phone Number: ____________________
 Female  ( M  M /  D   D /  Y   Y   Y   Y )

Tufts Health Plan Medicare Preferred Member ID #: _________________________ Benefit Year: ________
(calendar year)

Street Address:  _________________________________________________________________________

City:  ________________________________________  State: ____________  Zip Code: ______________ 

Facility, Class, Counselor, or Program Information

Facility/Class/Counselor/Program Name: _____________________________________________________

Facility/Class/Counselor/Program Address: ___________________________________________________

I am requesting reimbursement for (check all boxes that apply):
 Club/Facility Membership fee(s)    Nutritional Counseling fee(s)    Acupuncture    Fitness class fee(s)  
 Matter of Balance program    Chronic disease self-management program  
 Wellness Programs (specify) _____________________________________________________________

If you are applying your benefit toward a health club or fitness facility, please confirm you received an 
orientation to the facility and equipment:   Yes, I received an orientation 

How to Submit This Form (please allow 45 days for processing of completed form)

•  You can submit this form with paid receipts once
and receive your Wellness reimbursement in full,
OR you may submit this form with paid receipts
several times until you have received up to $150.

•  You can receive up to $150 per calendar year
(January 1–December 31).

•  Submit photocopies of:
• Dated & paid receipts
• Completed & signed Wellness reimbursement form

Indicate Amount $ _________

•  Please mail to:
Tufts Health Plan Medicare Preferred
Wellness Benefit
P.O. Box 9183
Watertown, MA 02471-9183

Reimbursement requests must be received by Tufts Health Plan Medicare Preferred 
by March 31st of the following year.

Authorization (this form must be signed and dated below)

I authorize the release of any information to Tufts Health Plan Medicare Preferred about my health club 
membership. I certify that the information provided is complete and correct and that I have not previously 
submitted for these services.

Signature:  ___________________________________________ Date: _____________________

If a Member Reimbursement is being submitted by an Authorized Representative, please complete and 
include the Tufts Health Plan Appointment of Personal Representative Form (AOR), or any legal 
documentation verifying personal representation, with your request.  We require verification of the 
authority of a Personal Representative before the request can be processed. You can find the AOR form 
on our website at thpmp.org/aor-forms.

Last Name:  __________________________ First Name: ________________________ Middle Initial: ____

$250.00 (Tufts Medicare
    Preferred HMO

     Saver Rx plan
    members only)

□

http://www.thpmp.org/aor-forms


Tufts Health Plan complies with applicable Federal civil rights laws and does not discriminate on the basis 
of race, color, national origin, age, disability, or sex. Tufts Health Plan does not exclude people or treat 
them differently because of race, color, national origin, age, disability, or sex.

Tufts Health Plan:

• Provides free aids and services to people with disabilities to communicate effectively with us, such as:
— Written information in other formats (large print, audio, accessible electronic formats, other formats)

• Provides free language services to people whose primary language is not English, such as:
— Qualified interpreters
— Information written in other languages

If you need these services, contact Tufts Health Plan at 1-800-701-9000 (TTY: 711).

If you believe that Tufts Health Plan has failed to provide these services or discriminated in another way on 
the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

Tufts Health Plan, Attention:

Civil Rights Coordinator, Legal Dept.
705 Mount Auburn St. Watertown, MA 02472
Phone: 1-888-880-8699 ext. 48000, (TTY number—711 or 1-800-439-2370. Español: 866-930-9252) 
Fax: 617-972-9048
Email: OCRCoordinator@tufts-health.com.

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the 
Tufts Health Plan Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,  
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

thpmp.org | 1-800-701-9000



English: ATTENTION: If you speak E nglish, language assistance services, free of charge, are available to you. 
Call 1-800-701-9000 (TTY: 711). 

I...A.l°lA �_;) 1-800-701-9000 �Y. J.,...:il .w4"-J4 � _)lji:i �pl o.le.WI wl...li. wµ ,WI _fi.�I �� w.iS I�) :U:.� :Arabic

.(711 :�I_, �I 
Chinese: )i.: �jRf.HtfflfiUl�JC' 11nu��tu1�,��-WJnllB-o ffl!t� 1-800-701-9000 (TTY 711)0 

.�4 cs"' �I.) w �IY. w�I_; w_;� u-i4J �,�cs"'.}.:£. u-'""_;1..i w4J � _J.1 :�Ji :Farsi 
-�� U"W 4 .�4 i.sA �I_) 1-800-701-9000 (TTY: 711)

French: ATTENTION: Si vous parlez fran<rais, des services d'aide linguistique vous sont proposes gratuitement. 
A ppelez le 1-800-701-9000 (ATS: 711). 
German: ACHTUNG: W enn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen 
zur Verfiigung. Rufnummer: 1-800-701-9000 (TTY: 711). 
Greek: IIP OLOXH: Av µLA.a.Te EAATJVLKa., CYTTJ <5La.8ea� am; �plaKov-rm urrripealec; y;\wamK�<; urroa-r�pL�TJ<;, oL 
orrolec; rraptxov-rm cSwpea.v. Ka;\fo-re 1-800-701-9000 (TTY: 711 ). 
Gujarati: �<l�L: �1 nil °-!��Ln1 uUEl.nl �1. ril. H:��& Gll"'ll ��L� �AL� nlil�L lil2 (3'4.Et,C,.� �- �� &� 
1-800-701-9000 (TTY: 711).
Haitian Creole: ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed pou lang ki disponib gratis pou ou. 
Rele 1-800-701-9000 (TTY: 711). 
Italian: ATTENZIONE: In caso la lingua parlata sia l' italiano, sono disponibili servizi di assistenza linguistica 
gratuiti. Chiamare il numero 1-800-701-9000 (TTY: 711). 
Japanese: ;±��JI : B*�!�!!�*1.��.g, .. ffl*3J.O) � �!5ttl� ��ljffll,\f.::f=lt*"t o 
1-800-701-9000 (TTY: 711) *1: .. iJSffl!!I:: t ��� ( f= � I, 'o 

,.J cl etr, C.. .J D .J er. Cir. 

!hmer (Call?-bo�i:mJ: LU tug� tU�2trltfii2 t1f1 tum n..11 t§.f, tr.Jtlw � trrtgnm n..11 twl trrtf2l:i?H1..tJru
l:ifflUtfl2r.JnUUtiHiii ur trin.frl 1-800-701-9000(TTY:711) " 
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Korean: �.Q.I: f]-�o�� N-§t>�AI:: ��. '2:!0� Al� A·il: ::IIA� -5F-E£ OI-§%�� * £1€iL-IC�. 
1-800-701-9000 (TTY: 711) it! o £ �§�ftH ��Al.2..
Laotian: ltJ'1�61tJ: t161ci61 Ul61lJ t561tu61�61 �61q), :rl61lJtJ�:rl61lJiq)� cfil0e161lJW61�61, l e1�� ti6 Jrl61, 
ttJ..JlJ.U°tUBJ.Jtmm61lJ. lum 1-800-701-9000 (TTY: 711). 
Navajo: DH baa ak6 ninizin: DH saad bee yanilti'go Dine Bizaad, saad bee akaanida'awo'd1r1r: t'aa jiik'eh, ei na 
h616, koji' h6diilnih 1800-701-9000 (TTY: 711.) 
Polish: UWAGA: Jezeli m6wisz po polsku, mozesz skorzystac z bezplatnej pomocy j1rzykowej. 
Zadzwon pod numer 1-800-701-9000 (TTY: 711). 
Portuguese: ATEN<;AO: Se fala portugues, encontram-se disponiveis servi<ros linguisticos, gratis. 
Ligue para 1-800-701-9000 (TTY: 711). 
Russian: BHJ1MA HJ1E: E cJIH Bbl roaopHTe Ha pyccKoM H3bIKe, TO BaM p;ocTyrr HbI 6ecrrJiaTHbie ycnyrH 
rr epeaop;a. 3BOHHTe 1-800-701-9000 ( TeJieTa:i1:rr: 711). 
Spanish: ATENCI6N: si habla espafiol, tiene a su disposici6n servicios gratuitos de asistencia lingiiistica. 
Llame al 1-800-701-9000 (TTY: 711). 
Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika 
nang walang bayad. Tumawag sa 1-800-701-9000 (TTY: 711). 
Vietnamese: CH-0 Y: N eu b<;tn n6i Tieng Vi�t, c6 cac djch V\l h6 tr<J ngon ngu mi�n phi danh cho b<;lll. 
GQi so 1-800-701-9000 (TTY: 711). 
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