April 14, 2011
OCSO11CAD053901

Public Records Request: Retiree Insurance Benefits
From: Michael Barnes

On April 14, 2011 the agency received the following request for information. The
response is in bold.

Sheriff Ashley: After the 04/12/2011 BCC Budget Workshop Meeting, | verbally expressed my
concern about OCSO Post-Employment Benefits as reported in Note 14 of the recent
Comprehensive Annual Financial Report, which covered fiscal year ending September 30, 2010.
As we start the budget process, it is alarming in these challenging economic times that selected
OCSO retirees are provided taxpayers-funded healthcare insurance.

In our conversation, you stated that the retirees participating for OCSO post-employment
healthcare insurance benefit were being provided because it was a contract between previous
Sheriffs and each recipient. You also stated that the eligibility for a retiree to participate in the
post-employment benefit was the individual must have served 20 years with OCSO. The CAFR
reports that the taxpayers are currently paying almost $900,000 annually for 21 retirees and
beneficiaries to receive post-employment healthcare insurance benefits. It appears that past years
OCSO expenses were over $1.4 million annually.

To understand the total picture of this benefit and the financial impact on the taxpayer’s budget,

please provide the following:

a. The past written local policies that formally established the eligibility requirements or
criteria that allowed all retired OCSO employees to participate in the post-employment
healthcare insurance benefit.

There has been no written policy on this benefit. The practice utilized for participation
was twenty years of active service with the agency. Sheriff Ashley suspended this program
to new participants when he took office and the program is under review.

b. The Name of the Current Recipients and the actual date each recipient started receiving the
post-employment healthcare insurance benefit.

Current recipients and documents indicating enrolment date are indicated on the attached
documents. Names and other identifying information has been redacted based on
exemptions regarding retiree information in FSS 119.07(1)

c. A copy of the executed contract between the Sheriff and each recipient receiving the post-
employment healthcare insurance benefit.
No written contracts were found.

d. Alist of all OCSO retirees who are not participating, were not offered, or included in the post-
employment insurance benefit.

There are no documents in regards to this request item.

Commission for Florida Law Enforcement Accreditation.

“The Okaloosa County Sheriff’s Office provides equal access and equal

opportunity in employment and services and does not discriminate



Retirees Health Date of Premium Premium Premium Premium Premium Premium Premium |Premium Premium Premium | Premium
Insurance paid by SO Birth 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021
3,617 - - - - - - - - - - until September 1, 2011
4,035 - - - - - - - - - - until October 1, 2011
5,355 5,355 5,355 1,785 - - - - - - - until April 1, 2014
5,095 5,095 5,095 2,548 - - - - - - - until July 1, 2014
5,010 5,010 5,010 5,010 2,923 - - - - - - until August 1, 2015
4,800 4,800 4,800 4,800 4,800 4,800 - - - - - until January 1, 2017
4,879 4,879 4,879 4,879 4,879 4,879 4,879 2,846 - - - until August 1, 2018
6,600 6,600 6,600 6,600 6,600 6,600 6,600 4,950 - - - until October 1, 2018
5,095 5,095 5,095 5,095 5,095 5,095 5,095 5,095 5,095 5,095 849 |until March 1, 2021
5,100 5,100 5,100 5,100 5,100 5,100 5,100 5,100 5,100 5,100 3,400 |until September 1, 2021
5,385 5,385 5,385 5,385 5,385 5,385 5,385 5,385 5,385 5,385 5,385 |until January 1, 2034 ?
FORGIONE children 13,200 13,200 13,200 13,200 13,200 13,200 13,200 13,200 13,200 13,200 13,200 |until the children reach 26
Annual Premium $68,171 $60,520 $60,520  $54,402 $47,982 $45,059| $40,259 $36,576) $28,780 $28,780  $22,834




¥ HRH

HRH TPA Services
Administered by: Hunt Insurance Group, Inc.
P. O. Box 12969
Change Request Form Tailahassee, FL, 32317
800-763-4868 FAX: 850-385-2124

Subscriber Information

Employee Last Name First Middle Initial Group #:

OKA
Social Security Number Employer Name Job Location/Department
d OKALOOSA COUNTY SHERIFF'S OFFICE

L] Termination of Coverage

Last Day Worked: Date Coverage Terminated: Reason for Termination: Date Returned:
Effective Date of Change: Eligible for COBRA: [:] Yes
[:] No
[ [J COBRA Election of Coverage Coverage Elected: j
X] Retirement
Last Day Worked: Date Coverage [_] Single [X] Other Date of Termination:
1/31/2008 Continued: (] Family
2/1/2008 Feliive + S ccui s
[ | Changes
Change Employee’s Name To: Change Job Location To: Plan Change: Other:
Reason: [ ] Marriage [ Divorce [ ] Other:

D Address Change

Change Employee’s Address To:

City, State, Zip Code:

D Life Insurance Change

Change Employee Class To: Change Amount of Life Insurance To: Effective Date:
Ehange Beneficiary To: Relationship: Effective Date:

H_: Dependent Change

[ ] Add Due To: [_] Delete Due To: DATE OF OCCURRENCE:
[] Birth [_] Divorce Other Group Coverage:
[] Adoption [] Death Do you or your dependents have other insurance
[] Marriage [T] Retirement coverage? Yes[ ] Nol[ ]
[_] Student Verification [] Loss of Eligibility If yes, who is covered and with what company?
[] Other [] Other
First & Last Name | Social Security Number | Date of Birth Relationship ; Sex
/ /
/ /
/ /
L / /

*If new dependent has other coverage(s), please fill out a prior coverage affidavit form.

a

/1 7 . — o o wy/
(/Z//,’L"ﬁ“l\"( - ’ /‘{/’"L(«( (g I - _/_ 5 - C; J /LJ‘{X’Z(‘_, s \/_(1{,;‘;(;((/’7' o
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HRH TPA Services
Administered by: Hunt Insurance Group, Inc.
P. O. Box 12969
Change Request Form Tallabassee, FL 32317
800-763-4868 FAX: 850-385-2124
Subscriber Information
Employee Last Name First Middle Initial Group #:
i OKA
Saocial Security Number Employer Name Job Location/Department
i OKALOOSA COUNTY SHERIFF'S OFFICE
[] Termination of Coverage -
Last Day Worked: Date Coverage Terminated: Reason for Termination: Date Returned:
Effective Date of Change: Eligible for COBRA: [ Yes
L No

[ [.J:.COBRA Election of Coverage.-

Coverage Elected:.

X' Retirement. -7 - LT R SR ST A
Last Day Worked: Date Coverage L] Single P Other Date of Termination:
6/27/2008 Continued: Family
6/28/2008 CeTIREE + SPausE
[ ] Changes L
Change Employee’s Name To: Change Job Location To: Plan Change: Other:
Reason: [ ] Marriage ] Divorce L] Other:
[ ] Address Change
Change Employee’s Address To:
City, State, Zip Code:
[] Life Insurance Change -
Change Employee Class To: Change Amount of Life Insurance To: Effective Date:
Change Beneficiary To: Relationship: Effective Date:
{ [J Dependent Change , ]
Add Due To: U Delete Due To: DATE OF OCCURRENCE:
[] Birth . Divorce Other Group Coverage:
U] Adop_uon [] Death Do you or your dependents have other insurance
[[] Marriage ' [] Retirement coverage? Yes[ ] No[J
[] Student Verification ] Loss of Eligibility If yes, who is covered and with what company?
] other (] Other
First & Last Name Social Security Number | Date of Birth Relationship Sex
- / /
/ /
/ /
/ /

*If new dependent has other coverage(s), please fill out a prior coverage affidavit form.

é/g//&J/



. BlueCross BlueShs . Hea..1 & inancial Change Application

@ of Florida Please type or write clearly in black or blue ink.

section A: Current information . _

;roup Name: ' ‘Group # iDiviswn #  |Package #
okaloosa County Sheriff's Office | 65196 l

Emlet, First Name, M.1.) - Effective Date of Coverage:% ?7?10; E(\)/gr;t:

section B: Coverage Change Information

[ Adoption (] Death [ Leave of Absence/Layoff ] Moved from Service Area
Reason for [] Open Enroliment O Section 125 ] Marriage (O Birth
shange: 4 oyer-Aged Dependent [ Terminate Employment  [J Return of Alternate Insurance [ Loss of Coverage

[ Divorce [ Location O Employee # [ Other
Change | INew Name: (1 New Physician Name/ID:
?fgéest W [J New Phone #:

Plan Covérage Type Requested: (1 Add Health [Delete Health [1Change Plan: Indicate Plan #

Coverage Level Requested: (qEmployee [J*Employee & Spouse [ *Employee & One Dependent [J*Employee & Children LI Family

*When available

& Dependent Change | CIFSA Change
Complete

Complete Section D |

Sction C | (] Other Change:

Section C: Flexible Spending Account (FSA) Changes

[0 Add Health Care FSA

1 Add Dependent Care FSA

1 wish to Terminate and/or Sto
Program with a Final Payroll

Pay my FSA Health Care
eduction Date of.

[J | wish to Terminate and/or Stop Pay my FSA Dependent Care
Program with a Final Payroll Deduction Date of:

71 wish to Change the Annualized Amount of my

Health Care FSAto: §

[ | wish to Change the Annualized Amount of my Dependent Care
FSAto: §

Payroll Deduction
Amount $:

Effective Date:

Payroll Deduction Effective Date:

| Amount $:

| wish to change my Payroll Frequency to: [ Weekly [JBi-weekly [1Monthly [ Bi-monthly {3 Other

Section D: Dependent inform

ation Attach separate sheet, if additional space is needed, with dependent information, sign & date.

@ | Relation Z Ethnicity optional
3 mi Last Name: | % foYou |8 < |Dependent Gjrclg a);l that apply.
ax . ‘ ; = = - = = | .| A) Asian/Pacific Islander
=& If different than Social = _|=|9° 8 Physician s15lele : ;
eg! ém lovee %Security Number:] Birth Date: %’,’ golzd Name/ID %.‘3 é E é '(3: %IaqglsAfrlca}nlAn&encan
p=pu pioy - Li28|x%]8 HMO only og|ZH ariobean Isiander
2C'  FirstName, MI. | | g E 2|88 21D =19 |H) Hispanic
L= ‘ . SO 8 S B| 318 & N)Native American
< | * 5= (37| W) White
T
D 5 O OO0 A B CHNW
= 5 D, O0g A B CHNW
| Y 5 {u] O0[C]A B CHNW
{ ! ! 0| olo/o/lAa B CHNW

1 L
*If you indicated "O" in “Relation to You" above for any dependents, please explain here:

Section E: Other Health Insurance Information This section must be completed for claims processing a

nd Prior Coverage Information

In addition to this

poli\c:)/, do d/ou or your dependents have any other insurance qovera’ge (including BCBSF plans) that will be in effect after this
ClYes - [ Pha

coverage begins? No BCBSF Contract # Medicare rmacy /MedicareD#
Complete the following only if this is the first time you or your dependents: (1) are enrolling for health insurance with this employer, &2&cur_renﬂy have health
coverage; and/or (3) have any health coverage in the past 12 months that this coverage replaces OR you can attach a Certficate of Creditable Coverage.

Prior Heath Carrier Name:

Contract #: [[Eﬁective Date:

Prior Employee Hire Date: jCancel Date: List names of all family members that were covered, including yourself:
Section F: Change Authorization and/or FSA Participation

FSA Program Terms on the back of this form.

Change Authorization and/or Participation in the
a statement of claim

| have read, understand, and agree to the

| understand that any person who knowing
or an application containing any false, incol

ly and with intent to injure,

defraud, or deceive any insurer files

mplete, or misleading

information is guilty of a felony of the thi

rd degree.

Employee Signature:

Date:

Employer Signature:

l Date:

AA’A:;//

£ idan A

/- /¥-09



HRH TPA Services
Administered by: Hunt Insurance Group, Inc.
P. O. Box 12969
Change RequeSt Form Tallahassee, F1. 32317
800-763-4868 FAX: 850-385-2124

| Subscriber Information

Emplovee Last Name = Middle Initial ‘ Group #:
_ | o

Social Security Number Employer Name r Job Location/Department
J - OKALOOSA COUNTY SHERIFE'S OFFICE |
| | J
| L] Termination of Coverage =~ =~ =~ = & <& S o : . =y ]
[ Last Day Worked: r Date Coverage Terminated: Reason for Termination: Date Returned: |
i Effective Date of Change: ‘ Eligible for COBRA: [_| Yes
[ ] No

COBRA Election of Covera Coverase Elected:

X Sihg]e [ ] Other 4 Date ofTenhination:
[_] Family

aét D’ay Worked
9/19/2008

Déte éoverége
Continued:
9/20/2008

L] Changes S - aaa.. . s |
Change Employee’s Name To Change Job Location To: Plan Change: Pther:
Reason: U] Marriage [ ] Divorce [ ] Other:

1] Address Change =~
Change Employee’s Address To:

l City, State, Zip Code:

L
L] Life ,lnsuréiaceChange . ‘ . 1 o e ~ i
Change Employee Class To: Change Amount of Life Insurance To: Effective Date:
Ehange Beneficiary To: Relationship: J Effective Date:
—
L] Dependent Change ; sk e : _ \ ]
[ ] Add Due To: [ 1 Delete Due To: DATE OF OCCURRENCE:
[ ] Birth [] Divorce Other Group Coverage:
] Adoption [ ] Death Do you or your dependents have other insurance
3 Marriage [] Retirement coverage? Yes ] No U]
[} Student Verification [] Loss of Eligibility If yes, who is covered and with what company?
[] Other [ ] Other
First & Last Name Social Security Number | Date of Birth | Relationship | Sex
/| i l
/__ l 1
/ / | |
/7 | J !

*1f new dependent has other coverage(s). please fill out a prior coverage affidavit form.

(e /70 .-j%/u.{"a . 7 / 7/ Z’K

C:\Documents and Settingsismitha\Desktop\Forms, etc\Health Change Request Form.doc



PLEASE CHaNGE STATUS T2 KETIPEE.

BlueCross BlueShield : i ; Py

& of Florida L HANKS / Health-_. Financial Change Application

2 o . Anndoparaany Licensas ol . ' z - Please type or write clearly in black or blue ink.
Biue Croes and Biue Shiald Association W

Section A: Current Information

Group Name'DKHLoOSA SHEK!FF OFFICE lGroup#z (pglCI(o lDIVISlon#Z \]Package#:
Empl l Effective Date of Coverzage:li Date of Event: 7-)-1D
Section B: Coverage Change information

1 Adoption ] Death [J Leave of Absence/Layoff (] Moved from Service Area
éﬁgﬁon_for [ Open Enroliment [J Section 125 [ Marriage (I Birth

9€: ] Over-Aged Dependent [ Terminate Employment [ Return of Alternate Insurance  [J Loss of Coverage

J Divorce 0 Location O Employee # _ﬂ,:ﬁ@_—’—égé:
Change ‘[ ] New Name: ] New Physician Name/ID:
%?ge"':eSt E CINew Address: [l T New Phone #

Pian Coverage Type Requested: [ Add Health [Delete Health [1Change Plan: Indicate Plan#

9%;989‘/;%’&?9‘1“95‘3‘1: ClEmployee C1*Employee & Spouse [1*Employee & One Dependent [1*Employee &Children L Family

["JDependent Change | CJFSA Change '
Co?np/ete Sectior? D | ~ Complete Section C [J Other Change:

Saction C: Flexible Spending Account (FSA) Changes

[J Add Health Care FSA EAdd Dependent Care FSA
11 wish to Terminate and/or Stop Pay my FSA Health Care [ 7 | wish to Terminate and/or Stop Pay my FSA Dependent Care
Program with a Final Payroll eduction Date of: ] Program with a Final Payroll Deduction Date of:
[11 wish to Change the Annualized Amount of m | wi C t ized A d
st 10 e Fg e Yy O Fvsvﬂ Ot:o$ hange the Annualize mount of my Dependent Care
Payroll Deduction Effective Date: | Payroll Deduction 'Effective Date:
Amount $: Amount $: |

| wish to change my Payroll Frequency 0! 01 Weekly (O Bi-weekly [ Monthly [J Bi-monthly 1 Other

Section D: Dependent Information Attach separate sheet, if additional space is needed, with dependent information, sign & date.

o Refation | | thnicity optional
2., , | toYou |—|@ £ (Dependent| &irc/e 2 that a
o /flc-j?f?; E:th;'in | Social w8 Physician B 2] 3] | A Asian/Paciic Islander
=t n | & —=|5l2 S|B|12 g - '
e,gl amployes | Security Number:|  Birth Date: %a cloi=2 enelp 8282 %'ggyb‘;f;'ga.g@n“g,gﬁ‘?a“
%8! First Name, M.| | 2 E 318 MO only g 3| |1 Hispani
iv|| ML ! &1518|°15 2|3 B 2| N) Native American
< | | l le =1 ) White
! m} OjOi0jA B CHNW
1 ; ' = Olojola B C H N W
—‘_L_’J_r___-_lr | | =] OO0 A B CHNW
| | OO0AB CHNW

| i i i
*If you indicated "O" in “Relation to You” above for any dependents, please explain here:

Section E: Other Health Insurance Information This section must be completed for claims processing and Prior Coverage Information
In addition to this polig, dca/ou or your de%endents have any other insurance coverage (including BCBSF %ans) that will be in effect after this
coverage begins? CYes [INo CBSFContract# ___ Medicare harmacy /Medicare D#______———

Complete the following only if this is the first time you or your dependents: g]) are enrolling for health insurance with this employer; gz&cur_rently have health
coverage; and/or (3) have any health coverage in the past 12 months that this coverage replaces OR you can attach a Certfficate of Creditable Coverage.

Prior Heath Carrer Name: Contract #: %Eﬂ"ective Date:

Prior Employee Hire Date: |Cancel Date: List names of all family members that were covered, including yourself
i

Section F: Change Authorization and/or FSA Participation .
I have read, understand, and agree to the Change Authorization and/or Participation in the FSA Program Terms on the back of this forn

1 understand that any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of clain
or an application contalning any false, incomplete, or misleading information is gulity of a felony of the third degree.

Employee Signature: | Date:

I
Employer Signature: W




‘\_/\_/ ~—
HRH TPA Services
Administered by: Hunt Insurance Group, Inc.
P. O. Box 12969
Change Request Form Tallahassee, FL 32317

800-763-4868 FAX: 850-385-2124

Subscriber Information

yee Last Name i Middle Initial Group #:
OKA

i jitv Number Employer Name Job Location/Department
OKALOOSA COUNTY SHERIFF'S OFFICE

[] Termination of Coverage
Last Day Worked: Date Coverage Terminated: Reason for Termination: Date Returned:
Effective Date of Change: Eligible for COBRA. [} Yes
D No
[T] COBRA Election of Coverage. - Coverage Elected:
_XI Retirement- L . L ‘ B , -
Last Day Worked: Date Coverage 4 Single [] Other Date of Termination:
9/30/2007 Continued: Family
10/1/2007 SGbaas
T ReAzne s
[ ] Changes
Change Employee’s Name To: Change Job Location To: Plan Change: Other:
Reason: [] Marriage [1 Divorce [J Other:
| Address Change

Change Employee’s Address To:

City, State, Zip Code:

[] Life Insurance Change

Change Employee Class To: Change Amount of Life Insurance To: Effective Date:
Change Beneficiary To: Relationship: Effective Date:
[] Dependent Change
] Add Due To: [] Delete Due To: DATE OF OCCURRENCE:
(] Birth O Divorce Other Group Coverage:
] Adoption [l Death Do you or your dependents have other insurance
(] Marriage [J Retirement coverage?  Yes[ ] No[]
(] Student Verification [ Loss of Eligibility If yes, who is covered and with what company?
(] Other [ other
First & Last Name Social Security Number | Date of Birth Relationship Sex
/ /
/ /
/ /
/ /
*1f new dependent has other coverage(s), please fill out a prior coverage affidavit form. ) .
Gnmai W

/DLJ—WC»W; Sy T PoZooe 'M\"("W

C:A\Documents and Setﬁngs\smiﬂla\Desktop\Fonns,etc\Hmhh Change Request Form.doc
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. S HRH
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. v, HRIL Tt A Services

Administered byv: Hunt Insurance Group. Inc.
. ‘ P. 0. Box 12969
Change Request Form Tallahzssee, FL 32317
800-763-4868 FAX: §50-385-2124

| Subscriber Information

‘ 2ol a5t Name = Middle Initial | Group 7
OKA

Social Security Number Employer Name Job Locatioﬁ,v’DepaJmsnt
OKALOOSA COUNTY SHERIFF'S CFFICE

[ ] Termination of Coverage ,
Last Day Worked: Date Coverage Terminated: Reason for Termination: Date Returned:
/ ] .
Efective Date of Change: Eligibie for COBRA: [ ] Yes
[ ] No

[ ] COBRA Election of Coverage Coverage Elected:

X Retirement

Last Day Worked: Date Coverage L | Single g] Other Date of Termination:
12/31/2006 Continued: [ Eapily

1/1/2007 | ot it Spaici

’ 7

D Changes
Change Employee’s Name To: Change Job Location To: Pjan Change:. 1 Other:
Reason: [ | Marriage [ ] Divorce © [ Other:
[ ] Addrcss Change
Change Employee’s Address To:

City, State, Zip Code:

[ ] Life Insurance Change

Change Employee Class To: Change Amount of Life Insurance To: Effective Date:

Change Beneficiary To: Relationship: Effective Date:

l | ] Dependent Change

| ] Add Due To: ~ [_] Delete Due To: DATE OF OCCURRENCE:
[ ] Birth (] Divorce Other Group Coverage:
(1 Adoption o [ 1 Death Do you or your dependents have other insurance
] Marriage [ ] Retirement coverage? Yes| ] Nol]
[ ] Student Verification [] Loss of Eligibility If ves, who is covered and with what company?
L] Other [ ] Other
First' & Last Name Social Security Number | Date of Birth Relationship ‘ Sex
/ / |
/ /
! / /
} / /

*If new dependent has other coverage(s), please fill cut a prior coverage affidavit form.

- y - - ; P o e
. 4 //@ — ,,// I, , /{ . —
L ,/:'///-7‘ LA AL f_J-"//ﬂ/u
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HRH TPA Services
Administered by: Hunt Insurance Group, Inc.
P. O. Box 12969
Change Request Form Tallahassee, FL 32317
800-763-4868 FAX: 850-385-2124

Subscriber Information

yee Last Name m Middle Initial Group #:
OKA

i ity Number Employer Name Job Location/Department
OKALOOSA COUNTY SHERIFF'S OFFICE

[[] Termination of Coverage S .
Last Day Worked: Date Coverage Terminated: Reason for Termination: Date Returned:
Effective Date of Change: Eligible for COBRA: = Yes

No

. Coverage Electeds

[ [:] COBRA Election.of Coverage. .

Last Day Worked: Date Coverage X Single [ ] Other Date of Termination:
6/30/2008 Continued: [[] Family
7/1/2008
| Changes _ : ' .
Change Employee’s Name To: Change Job Location To: Plan Change: Other:
Reason: O Marriage [ Divorce ] Other:

L] Address Change
Change Employee’s Address To:

City, State, Zip Code:
[ ] Life Insurance Change )
Change Employee Class To: Change Amount of Life Insurance To: Effective Date:
Change Beneficiary To: Relationship: Effective Date:
% Dependent Change , ]
Add Due To: L] Delete Due To: DATE OF OCCURRENCE:
[] Birth . [] Divorce Other Group Coverage:
[J Adoption [[] Death Do you or your dependents have other insurance
Marriage o [] Retirement coverage? Yes[ ] No[]
(] Student Verification [ Loss of Eligibility If yes, who is covered and with what company?
[ Other (] other
First & Last Name Social Security Number | Date of Birth Relationship Sex
/ /
/ /
/ /
/ /

*If new dependent has other coverage(s), please fill out a prior coverage affidavit form.

Ciuee P L.t ¢/30/08  HE.



BlueCross BlueShield Health . ~inancial Change Application
of Florida Oleren b e e

S i Ty ed e o m G
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Section A: Current information

Group Name:;. - e L Group # e Division #  Package #
B p_ UKALCeSA C,Crdi\"T‘-f SHERIEF S SF V72 P cSigL g
Employee ' Effective Date of Coverage: Date of Event; = .
/<

Saction 3: i '

_ Adoption [ Death (2 Leave of Absence/Layoff L Moved from Service Area
Eﬁason_for  Open Enroliment 7 Section 125 I Marriage Z Birth

ange. Over-Aged Dependent [ Terminate Employment [ Return of Alternate Insurance [ Loss of Coverage _

_ Divorce i Location .. i JEmployee#___ _  [XOther (S& 714 1)
Change I New Name: Z New Physician Name/ID:
-Féfgel{eﬂ [JNew Address: A ‘ ) = New Phone #:

a;n Coverage Type Requested: [} Add Health ["Delete Health Change Plan: indicate Plan #

gi(zégg%ié_ﬁeggg%quested: CJEmployee D *Employee & Spouse [T *Employee & One Dependent [ J*Employee & Chi'ldren - FamiLy

[ Dependent Change  T1FSA Change ' N — 7D e e e,
Complete Section D Complete Section C :S\Other Change:( NGE T R CTIREE STATUS

Section C: Flexible Spending Account (FSA) Changes )

[J Add Health Care FSA {3 Add Dependent Care FSA

1 wish to Terminate and/or Stop Pay my FSA Heaith Care - L [ wish to Terminate and/or Stop Pay my FSA Dependent Care
Program with a Final Payroll Deduction Date of: ___ - Program with a Final Payroll Deduction Date of;__

{71 wish to Change the Annualized Amount of my LI I wish to Change the Annualized Amount of my Dependent Care
Health Care FSAto: $ - FSAto: $ 7 o

Payroll Deduction Effective Date: = Payroll Deduction Effective Date:

Amount $:___ Amount $: _

I wish to change my Payroli Frequeﬁéy to: L3 Weekly (] Bi-weekly [ Monthly J Bi-monthly [J Other

I

Section D: Dependent Information Afiach separate sheet, if additional space is nesded, with dependent information, sign & date

@ i Relation | = Ethnicity opfional
2 (D:' Last Name: _toYou ~8 S Dependent &0’ gl that apply.
O ' - | . 58 . £ <3 _ A)Asian/Pacific Islander
S&  Ifdifferent than Social . w =528 Physician 2 éig 5B BI;ck/African American
=5 employee Security Number:| BirthDate: 'y @ Q =2 f\}age/ID & &£ 2 C) Carbbean Islander
o . ‘ 2 2.6 58  HMOony  'o@ = & HHsan
<2 FirstName, M. 8 6 5 % gf 2 28N N;ast?vaenkjmerican
< o ] A 5 2512 W) Wit B
R o i O OO0 ABCHNW
S ! 0, OO ABCHNW
o B e O A B C H N W
= DOHOABCHNW

f
1
i
[
!

|

‘*ﬁlrfrg/’oﬂ indicated "O" in “Relation to You” above for any dependents, please exblain here:

Section E: Other Health Insurance Information This section must be completed for claims processing and Prior Coverage Information
In addition to this policy, do you or your dependents have any other insurance coverage (including BCBSF plans) that will be in effect after this
coverage begins? ['Yes ["No BCBSF Contract# _ ~ Medicare #____ __ L Pharmacy /Medicare D #_._

Complete the foliowing only if this is the first time you or your dependents: (g‘) are enrolling for health insurance with this employer; (fZécur_renﬂy have health
coverage; and/or (3) have any health coverage in'the past 12 months that this coverage replaces OR you can attach a Certificate of Creditable Coverage.

Prior Heath Carrier Name: Contract #: Effective Date:

Prior Employee Hire Date: ‘ Cancel Date: List names of all family members that were covered, including yourself:

Section F: Change Authorization and/or FSA Participation
I have read, understand, and agree to the Change Authorization and/or Participation in the FSA Program Terms on the back of this form.

I understand that any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim
or an application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.

Employee Signature: Date:

Employer Signature: - . , :
'V/L//L/;L/uv : 79 /d/f}uif/x

Date: ., /o j ~
7 /e / Y
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Administered by: Hunt Insurance Group, Inc. Group Number
2324 Centerville Road Base Salary §
Tallahassee, FL 32308
850-385-3636  800-763-4868 Employee Benefits
FAX: 850-385-2124 Enrollment Application
Please Print
Date of Hire Name of Employer Occupation Social Security Number
OKALOOSA COUNTY SHERIFF Spouse of Anthony Forgione / /

Last Name First Name M.L irth Gender
- - Male [[] Female [X]

Ci Zii Code

Marital Status Home Phone Work Phone County
Single [] Married [ Divorced [] Widowed [X ( ) - « ) - OKALOOSA

If you wish to enroll your eligible dependents, complete the following:

¢ If dependent is a student age 19 or over, verification of full time status will be required from academic institution.

¢ If you are declining enrollment for health coverage for your dependents (including your spouse) because of other health insurance
coverage, you may, in the future, be able to enroll your dependents in this plan, provided that you request enroliment within 30 days after
the coverage terminates.

¢ Ifyou have a new dependent as a result of marriage. birth, adoption, or placement for adoption. you may be able to enroll your dependents,
provided that you request enrollment within 30 days after the marriage. birth, adoption or placement for adoption.

Relationship Last Name First Name MI Secial Security # Date of Birth
Spouse / /
Son [ ] Daughter [ | Forgione /I
Son || Daughter Forgione / /
Son D Daughter ﬁ / /
Son [] Daughter ] / /
Son [ ] Daughter [ ] / /
OTHER GROUP COVERAGE Do you or your dependents have other insurance coverage? Yes No []
If YES, who is covered and with what company?
Name Insurance Company Name & Address Insurance Policy #
Coverage Requests Employee Only Employee & Spouse Employee & Children Family

Health [ | Life []J | Health [] Health [] Health []
Please check the Dental [J] STD[] | Dental [] Dental [] Dentat []
coverages you are Vision [J] LTD[J | Vision [J Vision [ Vision [
selecting for you and Dependent Life  [] | Dep. Life $ Dep. Life $ Dep. Life $
your dependents. Vol. Life $
BENEFICIARY (Life Insurance and AD&D)
PRIMARY:
Name: Relationship: %Share
Name: Relationship: %Share
CONTINGENT:
Name: Relationship: %Share
Name: Relationship: %Share
Authorization

[ hereby apply for the group coverage and authorize deductions from my earnings for the amount required, if any, to cover any contribution for

group coverage for which I am or may be eligible. 1 hereby authorize any person including physicians, hospitals, insurance companies and
service organizations to release for review any information acquired by said persons in the course of, or in connection with my or my
dependents examination or treatment for any purpose including peer review activities.

Yttt Tvgearns™ " T/afeg (rxnee P donll 7/22/98
E{nployee Signature ) Dafe Signed Employer Representative Date Signed

NOTE: Attach Prior Coverage Affidavit or Certificate of Creditable Coverage from previous insurer, if applicable.

White Copy - HIG Pink Copy - Employee Yellow Copy - Employer
06/01/00





