CITY OF SOUTH PORTLAND

Payment-In-Lieu of Health Insurance Program 

Employee: __________________________		Date: _________________
[bookmark: _GoBack]
Employee Number: ___________________

Plan (Circle One):	POS- A	 POS-C 	PPO-500

	If an employee elects no medical coverage or reduced dependent coverage from the coverage the employee is entitled to receive under the terms of the City’s health insurance plan and documents that he or she is otherwise covered, the City will reimburse the employee a portion of the premium the City saves as a result of the election of reduced or no coverage. The cash payment received under this provision is taxable income and shall be paid as an additional amount to the employee’s regular paycheck, as other pay. Such an election will continue to remain in effect until such time as an employee has had a qualified family status change which permits the employee to change his or her election of coverage or a qualifying event under the Health Trust Portability Provision. 

Employee’s participating in this program must notify the Human Resource Office of any change in status which may affect the employee’s participation in the program. If a change in eligibility is not reported and it is determined that the employee has received this compensation in error, the City may at, its discretion, require the employee to reimburse the City for any such over compensation. Initial here _____

	Employees wishing to take advantage of this program must check the appropriate boxes and return this form to Human Resources. The effective date of the change in coverage will be the month immediately following receipt of this form.

Eligible Level of Coverage (Please designate current eligible level of coverage)

	______  Employee and Family
	
	_____    Employee and Child(ren)

	_____    Employee Only

Selection of New Level of Coverage (Please select your desired level of coverage)

	______  Employee and Child(ren)

	_____    Employee (only)

	______  No Coverage

	Insurance Waiver Information:

I have elected to reduce or have no health coverage from the City of South Portland as I have obtained insurance through:

	Source of Coverage:		______________________ (wife, husband etc.)
					   Attach copy of ID Card

	I have read this form and relevant information contained within Healthcare Benefits Summary prepared by the Maine Municipal Employee’s Health Trust (Section One Benefits and Section Two Membership) and choose the benefits as indicated on this form. I understand that I must stay with the benefits I have chosen until I have qualified family status change which permits me to change my elections or a qualifying event under the Health Trust Portability Provision (Section Two Membership.) Special Note to those who elect no coverage: I also understand that in my decision to elect no health insurance coverage, I will be giving up a life insurance benefit equivalent to one times my annual salary.

______________________________________				____________________
		Employee Signature							Date
