v Larry Ashley, Okaloosa County Sheriff

1250 Eglin Parkway * Shalimar, Florida 32579-1234

Phone: (850) 651-7410 * Email: sheriff@sheriff-okaloosa.org

Date: July 27, 2011
OCSO11CAD105437

Public Records Request: OCSO Health Insurance Coverage (Change Form 09302010)
From: Michael Barnes

On July 23, 2011 the OCSO received the following request for public records. The
agency response is in bold.

Major Peacock: 1 respectfully request that the name of the person who
made the attached change request to the OCSO health insurance coverage
on September 30, 2010 be provided to me. The requested information
does not violate any public records exemption whereby | am your agency
to disclose the names or addresses in aggregate, compiled, or list form.

If OCSO is unable to satisfy my request, please provide me a written
statement explaining with particularity the reasons for a conclusion by the
agency that the records are exempt.

See attached document.

The Okaloosa County Sheriff’s Office is accredited by the
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”
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Section D: Dependent Information Atiach separate sheet, if additional space is nesded, with dependent information, sign & date
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in addition 1o this policy, do you or your dependents have any other insurance covera}ge (including BCBSF plans) that will be in effect after this
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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 felgny of the third degree.
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