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Election Form for Public Safety
Health Insurance Premium Withholding

Program Explanation
The Federal Pension Protection Act of 2006 (PPA) provides that a portion of a retiree’s pension distribution ($3000) may be

excluded from the retiree’s income for federal income tax purposes if certain conditions are met

The PPA and the IRS guidance stipulate that the following conditions apply:

A. The program is limited to retired public safety officers who retired directly from employment (including spouses
and children). Term vested retirees and beneficiaries receiving benefits are not eligible for the program.

B. The retiree must have retired at normal retirement age (age 55 or older) or on disability retirement.

C. Theinsurance premium must be paid directly by the retirement plan on behalf of the individual to the retiree’s
insurance plan (including the city if it administers the plan.).

For qualified retirees who enroll, MFPRSI will direct payments to the retiree’s, spouse’s, or children’s insurance provider or
their city, if the city is collecting the payments.

Participation will continue until the retiree directs MFPRSI in writing to terminate their participation in this program.

To apply for participation, the retiree must provide the information requested on the following pages, sigh the document
as required, and return it to the retirement system.

MFPRSI will initiate the monthly insurance payments on behalf of the retiree.

Please Note: You must include a copy of your most recent invoice or premium statement from your insurance carrier, or
other documentation verifying the current premium amount and the insurance carrier’s name and address.
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Election Form for Public Safety
Health Insurance Premium Withholding
Retiree Information

Member First Name Member Last Name Last 5 Digits of SSN
Street Address

City State Zip

Email Phone

Spouse First Name Spouse Last Name

Health Insurance Provider Information
Please note: Complete spouse information only if choosing to deduct for your spouse from your monthly benefit
and the policy for your spouse is separate from yours.

Insurance Company or Employing City for Member

Remittance Address

Insurance Company for Spouse

Remittance Address for Spouse

Member’s Effective Start Date for PPA Enrollment Spouse’s Effective Start Date for PPA Enrollment
Policy Number for Member Policy Number for Spouse
$ $

Monthly Premium for Member Monthly Premium for Spouse
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Please note: You must include a copy of your most recent Invoice or premium statement from your insurance carrier,
or other documentation verifying the current premium amount and the insurance carrier’s name and address.

Authorization and Signature

1. | hereby authorize the retirement system (MFPRSI) to deduct the monthly premium amount identified above,
from my monthly pension and to pay that amount directly to the insurance company or the city. This will result
in a decrease to the amount of my monthly pension paid directly to me each month.

e Periodically, this amount may be adjusted as MFPRSI is notified of adjustments in the premium amount.

2. lunderstand it is my responsibility to inform MFPRSI of any change related to my premium deduction including,
but not limited to, coverage, insurance company, or premium changes. | freely accept this obligation to notify
MFPRSI.

3. lunderstand that MFPRSI is not responsible for lapsed premiums or lapsed insurance policy coverage or any
other coverage or benefit issues that may arise between my insurance carrier and me or any family member
covered by this program.

4. | take full responsibility for the accuracy and truth of all the information | have provided and certify that | am
eligible to have the designated insurance premiums excluded from my taxable income.

5. lunderstand that amounts deducted from my pension for insurance premiums are intended to be exempt from
federal and state income taxes, but that MFPRSI makes no warranty with respect to the tax effects of this
withholding program.

6. | understand that the maximum amount of insurance premiums excludable from income from all retirement
plans is $3,000 per year in total for myself and any family members.

7. lunderstand that MFPRSI is performing only an administrative function permitted by federal law in withholding
insurance premiums from my monthly pension checks. | understand that any and all tax implications of my
election are my responsibility alone, and | agree that | will make no claim against MFPRSI for consequences of
my election.

8. | hereby authorize MFPRSI and the identified insurance company or city to provide necessary information to
each other concerning this program and the insurance account | have identified herein and the establishment of
the payments.

Member’s Signature Date

Important Legal Notice: | accept all responsibility for truth of the information provided to MFPRSI. In addition, in
consideration of my participation in this withholding program, | agree that MFPRSI, its staff and advisors have no liability
for any additional tax liability, including interest and penalties that may arise from my participation.

| understand that this election and waiver involves my legal rights, and that | am advised to seek competent legal and tax
advice prior to participating in the program. | understand and agree that i have had a full opportunity to have my
guestions answered and to seek outside advice.

Waiver of Claims: By signing this form, | agree that | will not make any legal claim of any kind against MFPRSI, its staff,
its advisors, or my former employer, should my participation in this program result in unexpected tax liability to me,
including interest and penalties. | understand that my ability to participate in this program is a valuable benefit for which
I am willing to agree to this waiver of all claims. | further release MFPRSI, its staff, its advisors and my former employer
from any liability arising from the administration of payments to any insurer under this program.

Member’s Signature Date
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