
 

Agreement 
Health Engagement Model 

(HEM) Program 
 
1. I will complete the Health Assessment for my health plan, either Kaiser or Providence, 

within 45 days of my coverage effective date. I will complete two e-lessons within 195 days 
of my coverage effective date.  

2. I understand that answers from my Health Assessment may be shared with my primary care 
provider with my approval. 

3. I understand that my Health Assessment will include recommendations customized for me 
that may include the following required standards: 

a. If my waist circumference exceeds a certain number of inches, I will participate in 
Weight Watchers or nutritional counseling or a program of physical activity or an 
assessment and action plan appropriate for me developed by my provider. The number 
for women is 35 inches– excluding pregnant women and women within 24 months after 
giving birth. The number for men is 40 inches. 

b. If I am a tobacco user, I will participate in a tobacco cessation program, e.g. Quit for Life, 
or other therapy recommended by my provider.  

c. If my Health Assessment identifies stress, alcohol use or substance abuse as risks to my 
health, I will contact the employee assistance program or complete an e-lesson on 
reducing the risk, or work with my provider to develop a plan of action. 

d. If a licensed medical professional from Kaiser or Providence calls me about a diagnosed 
chronic condition or other illness based on information submitted by my provider, I will 
accept or return the call to learn about potential support services for managing my 
condition. 

4. I will review Decision Points information as available on my health plan’s website prior to 
non-emergency surgeries or medical tests 
https://members.kaiserpermanente.org/kpweb/healthency.do?hwid=share (Kaiser) and 
http://www.providence.org/healthlibrary/contentViewer.aspx?hwid=share (Providence). 

5. I will document the actions I take (and, if applicable, those taken by my spouse or domestic 
partner) on the HEM log or in a similar form. My documentation will include dates of 
completing the Health Assessment and e-lessons, contacts with a case or disease manager, 
and participation in program requirements.  

6. If I am enrolling my spouse or domestic partner for coverage, I have informed my spouse or 
domestic partner that he or she must individually complete our health plan’s Health 
Assessment and two e-lessons within the given time frames and comply with the 
recommendations of the HEM Agreement in 3-5, above.  

7. If a medical condition or disability makes it unreasonably difficult for me (or my spouse or 
domestic partner) to achieve a standard described in 3 (above), or if attempting to do so is 
medically inadvisable, a reasonable alternative to the standard will be provided. 

8. I understand that I will pay a monthly HEM surcharge if either I or my spouse or domestic 
partner misses deadlines for completing the Health Assessment and two e-lessons. 

https://members.kaiserpermanente.org/kpweb/healthency.do?hwid=share
http://www.oregon.gov/das/pebb/2012benefits/docs/HemLogForm20110929.pdf
http://www.providence.org/healthlibrary/contentViewer.aspx?hwid=share

