
How to claim your reimbursement

To get your reimbursement, simply follow these steps:

1.	  
 
 

2. Complete the Gym Reimbursement form on p.2.

3. Obtain a copy of your proof of payment such as a receipt or statement from
your fitness center or your credit card or bank statement. Please be sure to
fill out all of the required information on your reimbursement form so we
know what time period the payment covers.

4. Track your gym visits. Get a computer printout from your fitness center listing
your visits. If your fitness center does not provide a printout of your visits,
please use the log within this form to keep track of your workout sessions:

}} Bring the log with you every time you work out at an eligible fitness center.

}} At the end of your workout session, enter the date and fitness center code,
and ask a staff member to sign or stamp your log.

Once you complete your 35 required visits in a six-month period, you 
have two ways to send us your documents:

1. Send printed/hard copies to:
Gym Reimbursement, P.O. Box 509117, San Diego, CA 92150-509117

2. Email: fitness@exerciserewards.com
Subject line of email should read: Gym Reimbursement Request.
Include electronic and scanned copies as attachments.

Gym 
  reimbursement

(Form on p.2)

Have your f tness centeri  complete a Fitness Facility Member Verif cationi  
form. A new Fitness Facility Member Verif cationi  form will need to be
completed each year or when you attend a new f tness center. Log on toi  
anthem.com and go to the Health and Wellness page. 
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How does it work?
City of Manchester subscribers may 
receive up to $100 every 6 months or 
$200 total per plan year in 
reimbursement for themselves or a 
family member for attending a fitness 
center at least 35 times every 6 months.

Please note  that members must be 18 
or older to participate.
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Gym Reimbursement Form

Exercise log
If your fitness center does not provide a computer printout of your exercise activity, please use this log each time you visit the 
fitness center.

A Fitness center name B Fitness center name

Fitness center type Fitness center type

Address Address

City/State/ZIP City/State/ZIP

Phone Phone

Fitness code
Fill in the information below for each fitness center you visited. Use a different letter (such as “A” and “B”) for each fitness center. 
If you used more than two fitness centers, please add a sheet with the fitness center information and code (“C,” “D,” etc.).

I have earned my reimbursement 
(Use the checklist below to ensure all requirements 
have been met.)

Reimbursement month and year
Check all boxes that apply and fill in the year for which 
you are requesting reimbursement.

I’ve included a Fitness Facility Member Verification form, 
completed by my fitness center.

I’ve included a receipt that shows I have paid for the 
fitness center membership.

I’ve included computer printouts from my fitness center 
or the Exercise log below, that show my workouts.

	 January 20___

	 February 20___

	 March 20___

	 April 20___

	 May 20___

	 June 20___

	 July 20___

	 August 20___

	 September 20___

	 October 20___

	 November 20___

	 December 20___

Please note: Only the months that are checked will be considered for 
reimbursement. Only dues for previous months will be reimbursed.



Fill in your full name below, and then have your fitness center complete the rest of the form. Submit this 
form with your Gym Reimbursement request form and proof of payment to:

fitness@exerciserewards.com or Gym Reimbursement , P.O. Box 509117, San Diego, CA 92150-9117 

Please be advised that  a copy of your fitness center agreement may be requested. Failure to submit this 
form completed with all required information may result in a denial of reimbursement. If you attend multiple 
fitness centers, please submit this form for each location. NOTE: If you are enrolled in the Active&Fit DirectTM 

program, you do not need to submit anything for reimbursement. The  program’s network of fitness centers 
automatically does this for you.

Last Name _______________________________	 First Name __________________________	M.I. _________

Date of Birth _____________________________	 Health Plan ID ____________________________________

Fitness Center Information
Fitness Center Name ________________________________________________________________________

Fitness Center Address (Number, Street, Suite) ___________________________________________________

City _______________________________________________	 County _______________________________

State ______________________________________________	 ZIP+4 _______________  -  _______________

Type of Arrangement
	 Fitness Center Agreement                Signed Application          Other - Please Explain_______________	
		                                               ___________________________________ 
Membership

	 Individual membership                 Family membership - If family membership, list names below

		  _______________________	 _______________________

		  _______________________	 _______________________

		  _______________________	 _______________________
   

Membership Term 
Amount Paid for Membership	 $ _______________________
	 Month-to-Month		  Start Date ____________	 End Date ____________
	 Annual Membership		  Start Date ____________	 End Date ____________
	 Other ____________________		 Start Date ____________	 End Date ____________

Fitness Center Attestation:
I, __________________________________________________   (fitness center representative name), confirm 
that as part of the membership agreement/arrangement with the member listed above, member has 
accepted liability and risk for use of the fitness center.

Fitness center representative signature ________ ____________________________  Date                                           

Fitness Center Member Verification Form
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