
Tobacco-Use Surcharge Affidavit 

If you are enrolling in a SCL Health medical plan and: 

 If there is only one adult covered on the medical plan who currently uses or has used tobacco products within the
last six months, you will be charged $50 per month. 

 There are two or more adults covered on the medical plan who currently use or have used tobacco products
within the last six months, you will be charged $100 per month. 

The surcharge will be waived if all adult tobacco-users covered under your benefit plan successfully complete the SCL 
Health QuitLine tobacco cessation program or any other tobacco cessation program that may be offered at your local care 
site within the six-month period ending on the date you submit the Tobacco Use Affidavit.  You will not have to complete 
the cessation program, and the surcharge will be waived, if the tobacco-user’s personal physician believes quitting 
tobacco is not medically appropriate for that member. Contact the HR Service Center at 1-855-412-3701 for a copy of the 
Physician Affidavit or for information regarding the cessation programs. 

Outside of your open enrollment period, you are only eligible to remove or reduce the tobacco surcharge after certifying 
that the applicable covered tobacco users have been tobacco-free for the prior six months or have completed the 
reasonable alternative within the prior six months. 

NOTE:  Tobacco products are defined as tobacco or tobacco-like products intended for human consumption, and when 
used orally or inhaled, produces smoke or smoke-like vapor. This includes but is not limited to: cigarettes, cigars, loose 
tobacco smoked via pipe or hookah, chewing tobacco, snuff, dip, electronic cigarettes and vaporizers. 

TOBACCO USE INFORMATION 

Please check the applicable boxes below.  

INFORMATION ABOUT YOU AND YOUR COVERED ADULT DEPENDENTS 

  I certify that the Tobacco Surcharge does not apply to me because either:

 There are no adult tobacco-users covered on my medical plan who currently use or have used any
tobacco products for at least six months; or

 All adult tobacco-users have completed a qualifying tobacco cessation program within the past
six months such as the SCL Health QuitLine or another tobacco cessation program offered at a local
SCL Health care sites. I understand that I may be asked to provide the certificate(s) of completion.

  There is one adult tobacco-user covered on my medical plan who currently uses or has used tobacco

products within the past six months.  I understand that as a result, I will be subject to the $50 Tobacco 
Surcharge. 

  There are two or more adult tobacco-users covered on my medical plan who currently use or have used

tobacco products within the past six months.  I understand that as a result, I will be subject to the $100 
Tobacco Surcharge. 

I am not enrolling in an SCL Health medical plan and therefore, the Tobacco Surcharge does not apply

to me.  



By signing this form, I certify the following: 

1. I have truthfully checked the box above that accurately reflects the use of tobacco products by all adult members
covered on my SCL Health medical plan within the past six months.

2. I understand that the Tobacco Surcharge will be automatically added to my medical plan contributions if I checked
that I and/or any of my dependents use or have used tobacco products within the past six months and have not
completed the cessation program within the past six months or submitted the Physician Affidavit described above.

3. I understand the Tobacco Surcharge will be automatically added to my medical plan contributions if I do not complete
and submit this form by my enrollment deadline.

4. I understand that I will be eligible to have the Tobacco Surcharge waived or reduced (depending on the number of
users outlined above) within two pay periods following receipt of a new Tobacco-Use Affidavit certifying that there has
been a reduction in the number of covered tobacco-users due to the member(s) becoming tobacco-free for the past
six months or the member(s) completing a qualifying SCL Health QuitLine or another tobacco cessation program
offered at an SCL Health work site within the last six months.

5. I understand that if my Tobacco Surcharge status should change and I or my covered dependents begin using
tobacco products subsequent to the submission of this Affidavit, I agree that I am subject to the Tobacco Surcharge
and will complete an updated Tobacco-Use Affidavit. Failure to do so could result in repayment of the surcharge
retroactively to the beginning of the plan year and/or disciplinary action.

6. I also understand knowingly and intentionally providing false, incomplete or misleading facts or information on any
benefits form or other document for the purpose of defrauding or attempting to defraud SCL Health may result in
disciplinary action including repayment of the premium surcharge.

______________________________ __________________ 
Print Name  Employee ID (S-ID) 

_____________________________ __________________ 
Signature Date 
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