
CITY OF GREEN BAY
HEALTH RISK ASSESSMENT 
WAIVER FORM


    Date:  ________________________


Employee Name: ____________________________ Department: _______________

Spouse Name: ______________________________  (if applicable)

____________________________________________________________________

The HRA for the following person ________________________________________ 

has been waived for the ___________ plan year, due to personal or medical issues 
                                              (year)
and has been approved by the Human Resource Dept. 

_________________________________	________________________________
Benefit Specialist Signature			Date				


Please return the signed form to: 

LifeStyle Health Sytems 2551 Continental Ct. # 1, Green Bay, WI 54311 
Fax #:  1-800-830-1038 
Phone #: 469-1600

