¥ous are conpisting this form beoause voi §fa§§:@ 33 iﬁ&,g‘ari?@;pata W your amploever spousored health
inserahos e aad/or hove declined <o mrﬁﬁga@ SR eEEphrems "Raction 128 Cafctaria Plan™ gt
purchasioy mrrsngamend, & Soerlion 125 P e ﬂ%ﬁfh\ex %%??ﬁwmﬂm\, &% ¥o & sy b purahoes heoith nswrancs
o 8 pre-tax hash. PFor informatinn sbout affordaliiy’ bealth naurancs pptions, vigt the Comoonveesith

Catrigctor af < wwweaneherihconasoiororg .

Emplayears: plezse vomplete Hils sedf tion, See reverss wde for Instructions.
Empioyer Mames TOWN OF MEDTIELD . FEYMN: . 04-6001216
Funplover D/B/ 4
% Emplover Addrsss: 439 M%in Street
2| city | stave | 209 Goder Medfield, MA - 02052
2 .
5
881 1, Did you offer a “Section 125 Cafeterla Plan” to this employee? Yas Mo D
2. bid you offer emiployer sponsered health Insurance 1o this employee? Yas Mo [:J
3. If you offered sponsored Insuranee to this amployes, what 18 the dolls amount
of the employee’s portlon of the monthly presmium cost of the least expensive $__298.99
individual health plan offered by the employsr to the employes? (I did not offer
sponsored insurancs, jeave blank,)
Emp!ayeés: please complete this section. See reverse side for inslrichions.
Employes First Name - Middia Initia
;:i Empia;_raa Last Mama : Suffix (a0, 5K )
2 i .
i | | l
é\‘? - ;
) D D None
1. Did you accept vour employer sponsored health insurance? Yes No Gffared
2, Did you agres to use your smployer’s “Soctfon 125 Cafeteria Plan” l:l B " Nane
to purchass health Inswanca? Yes Mo Offerad
3. Do you have pther health insurance? Yas E] No D

Employvee &iFdavit

1 ‘herzby affirm, under penaltes of periury, that all the formation provided hereln is true to the best of my knowlsdge. I ajso
understand that IFT do aot have haalth insurance I may be respoasible for the fuli costs of il medical traatiment, that 1 may forfeit all or
a partien of my Massachusatts personal fax exemption and be subject fo other penalties pursuant fo M.G.L ¢. 111M, that the Employes
Flealth Insurance Respensibility Disclosura (HIRD) Form contains Information that must be reportad in my Massachusetds tax return,

and that I am reguired to rmaintgin a copy of the slgned HIRD Form,
fate (MM/DD/YY)

R S A S P

The employer must retain this document for three (3) years and make it avallable upon request to the Dlyision of Health Cara
Finance and Pelley and the Divislon of Revenue a3 raqiirad by state regulation 114.5 CMR 18,00, :
. DHCFP-EHIRDID




