HEALTH INSURANCE PROGRAM FOR 
RETIRED LAW ENFORCEMENT OFFICERS AND FIREFIGHTERS

Public Law 2006, Chapter 636

Retiree Application to Determine Eligibility
Completion of this application does not automatically enroll you in the subsidy program.  A separate application is required for enrollment.  Please complete this application whether or not you are interested in the subsidy program and return to: State of Maine, Employee Health & Benefits, 114 State House Station, Augusta, Maine 04333-0114.  
Eligibility for this program will be determined based on the information you provide on this application.  You are required to complete and return this form in order to be properly enrolled for the subsidy.  If you have any questions while completing this application, please contact Ruth Peters at (207) 624-7380.
__________________________________________________________________________________________________
If you are not interested in the subsidy program, please complete the following information and return this application to the address above.

 FORMCHECKBOX 
 I am NOT interested because __________________________________________________________
(Please print clearly)
Name ___________________________________ Signature ____________________________ Date ____ / ____ / ____

________________________________________________________________________________________

If you are interested in the subsidy program, please complete the following information and return this application to the address above. 
(Please print clearly)
Name ________________________________________________________ SSN ______ - _____ - _______
Address _____________________________________________________ Date of Birth ____ / ____ / ____
Address ________________________________ City ________________  State _______ Zip ___________
Former Employer ______________________________________________ Total Years of Service ______
Firefighter _____ Law Enforcement _____ Title of Position Held _________________________________
Are you currently enrolled in your former employer’s sponsored health plan? Yes _____ No _____
Which employer sponsored retirement plan are you participating in? MSRS ____ ICMA ____OTHER ____ (name of plan) _______________________________________________
If you retired with less than 25 years, is your pension benefit at least 50% of your average final compensation, with no reduction for early retirement and with or without a cost-of-living adjustment? 
Yes _____ No _____

By signing below I certify that all information supplied on this form is true and complete to the best of my knowledge and/or belief.
Employee Signature ______________________________________   Date ____ / ____ / ____
________________________________________________________________________________________
For EH&B Use Only
Eligible for subsidy ____ Enrollment form sent ____ Date ___ / ___ / ___ Not eligible for subsidy _____ 
Reason __________________________________________________ Benefit Specialist ___________
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