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FF-LEO DIRECT REIMBURSEMENT SUBSIDY FORM FOR RETIREE HEALTH INSURANCE   
                                                  Please check only one box and complete the required information 
 Individual Policy Reimbursement – Option #1 
 
Name of Retiree/Employee:  ____________________________________________Date of Birth:  _________________________ 
                
Social security number:  _________________________     Town Retired from:  ________________________________________ 
 
Address of Retiree: ______________________________________________________PH: ____________________________ 
 
City:  ________________________________________ STATE:  __________ ZIP: _____________________________________  
 
Monthly cost for single coverage: _________________________ Renewal dates of Health Plan: __________________________ 
 
EMAIL Address: _________________________________________________________________________________________ 
 
Retiree Signature: _________________________________________________________Date: _________________________ 

Please include letter confirming coverage cost, and effective date 
  Employer Reimbursement- Option #2   
 
Name of Retiree/Employee:  _____________________________________________ Date of Birth________________________  
 
Social security number:  _________________________     Town Retired from_________________________________________ 
 
Monthly premium for single coverage: ___________________________RETIREE EMAIL______________________________    
 
Name of Employer:     _____________________________________________________ PH: ____________________________ 
 
Address of Employer:  _____________________________________________________________________________________ 
     
Email address of Employer _________________________________________________________________________________ 
 
Health Insurance Carrier: ________________________________ Renewal dates of Health Plan: ________________________  
 
Retiree Signature: _______________________________________________________Date: _________________________ 

Please include letter confirming coverage, cost, and effective date_____ 
 

 Spouse Employer Reimbursement- Option #3 
 
Name of Retiree:  ________________________________________________ Date of Birth of Retire: _____________________ 
 
Name of EE/Spouse: ______________________________________________    Retiree PH:  ___________________________  
 
Total monthly cost to insure dependent:   ______________________________________________________________________ 
 
Health Insurance Carrier: ________________________________ Renewal dates of Health Plan: _________________________ 

Please include letter from Employer confirming coverage,  cost and effective date 
 

Name of Authorized Employer Representative:  ______________________________________Date_______________________ 
         
E-mail of Employer Representative:  _____________________________________ Ph: _________________________________   
 
Retiree Signature: ____________________________________________________ Date: _______________________________ 
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