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FIREFIGHTERS AND LAW ENFORCEMENT OFFICERS 
INSURANCE SUBSIDY PROGRAM
Public Law 2006, Chapter 636
City of Portland
Application for Retirement Subsidy 
            ****Please Note:  Entire form must be completed and returned regardless if enrolling or not****
Enrollment in this program is subject to the enrollment and eligibility requirements of the applicable group health plan.  Eligibility for this program will be determined based on the rules and regulations that govern the program.  If you have any questions, please contact the Division of Employee Health & Benefits at 1-800-422-4503.   Please return completed form to:   Division of Employee Health & Benefits, 114 State House Station, Augusta, Maine 04333-0114.  
Employer Section:
Firefighter           Law Enforcement   ____ Total Years of Service ______

NAME _________________________________________________________    SSN _____ - _____ - _________

   



     (Please Print Clearly)

ADDRESS ________________________________________________    DATE OF BIRTH ____ / ____ / _____

CITY __________________________________ STATE _________ ZIP_________PHONE ________________
Title of Position Held _________________ Date of Hire:  __________ Retirement Date: __________________ 
Is employee currently enrolled in the City of Portland’s health plan?  Yes _____ No _____

Date active health insurance coverage ends. ______________________
Which employer sponsored retirement plan does the member participate in?  MainePERS______ICMA ______OTHER ___________________________________________________    
                                                                                                    Name of Plan                                                                      
Employee Section:

____    I elect to enroll in the State of Maine’s Medical Plan   Yes _________    No _________ 
____    I elect not to enroll and understand that future enrollment may not be allowed unless I have an   involuntary loss of my current health plan.  I am not enrolling because: 
(PLEASE CHECK ONE)
· I do not wish to enroll in the State of Maine Retiree Health Plan because it is too expensive

· I currently have health coverage through my spouse/domestic partner and will contact EH & B within 60 days if I involuntarily lose my health care coverage and wish to enroll in the State’s Health Plan
· I currently have health coverage through my new employer

· Retiree return to work – Special re-enrollment provisions apply  
· Other: _________________________________________________________________________ 
By signing below, I certify that all information supplied on this form is true and accurate to the best of my knowledge.          I also give my authorization to the Division Employee Health and Benefits Department to obtain all information necessary to comply with the rules, regulations and statutes that govern the Retired Fire Fighters and Law Enforcement Officers Insurance Subsidy Program. 
Employee Signature: ____________________________________________________________ Date:  ________________
EH & B Use Only:  Eligible for subsidy Yes_____ No ____  Not  eligible - Reason ________________________________________________ Date __________________                                                                         City of Portland App. for Retirement Subsidy REV 09/2014                                                                                                                                         
