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Town of Somerset 

Health Insurance Buy-Out Election Form 
 

PLEASE READ ENTIRE DOCUMENT BEFORE COMPLETING THIS FORM. - PRINT CLEARLY  

 

 

Social Security Number 
 
 
Insured Name   First   MI   Last 
 
 
Street Address 
 
 
City    State    Zip Code 
 
 

Please initial each section and sign on page two (2) 
 

1. I hereby elect to cancel my Town of Somerset sponsored group health insurance plan. I elect to receive a 
taxable monetary allowance in lieu of a Town of Somerset sponsored group health insurance plan per my 
contract. I understand the allowance will be paid weekly/bi-weekly in equal installments. I understand I 
must be a town employee to receive these payments and have been actively covered under a Town of 
Somerset group health insurance plan for the past 12 months. I understand taxes will be withheld from 
these payments.  

 
I have compared the non-town health insurance coverage I will be covered under (after the effective date 
below) against my Town coverage. The coverage is comparable. 

 
I understand the Town of Somerset requires 30 days’ notice to cancel my group health insurance and 
stipends will not be paid until after payroll deductions stop. Health coverage will always end on the 1st 
day of the following month after an employee elects to cancel.      

_______________ (Initial) 
 

2. I understand I may cancel this election only: 
a. during annual enrollment periods; or 
b. after involuntary loss of my other coverage through no fault of my own; or 
c. if a significant change occurs in other health insurance coverage; or 
d. if a change occurs in family circumstances such as marriage, divorce, birth or adoption of a 
child, or   the termination of your spouse or partners employment- causing you to lose health 
insurance coverage (coverage must be terminated within 30 days of qualifying event). 
 

If you elect to participate in this plan and one of the above events occurs you will be able to re-enroll and 
resume your health insurance through the Town of Somerset. In the rare occasion a qualifying event 
occurs and health insurance is reactivated during the time a stipend has been paid out. The employee will 
be responsible for reimbursing the town for that part of the stipend.       

              

     _______________ (Initial) 

3. To qualify for a Stipend 

 

 The “Health Insurance Opt Out Stipend” must be in your current/active employment contract.  
 You must have other non-town health insurance coverage that is comparable to the health 

insurance you now receive through the Town  
 You must provide the Treasurers Office “proof of insurance” from your new provider 
 You must be actively enrolled in one of the Town’s insurance plans to opt out 
 You must have been enrolled for at least 12 months prior to the commencement of the period of 

non-coverage (“Cancellation Effective Date” on page 2). 
 Employee must be an active employee receiving a regularly scheduled paycheck to receive a 

stipend.   
_______________ (Initial) 
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4.  Under the terms of the Buy-out program in your contract, eligible town employees who have 
comparable, non-town health insurance coverage may cancel their Town health coverage. The town 
agrees to pay taxable stipends to eligible employees via equal weekly/biweekly installments through 
payroll. Installment amount will be $_______________. 

 

Your Stipend will be based on the plan you had for the longest period of time if there was a change in the 
past year. (Individual or Family)    
         _______________ (Initial) 

 

 

INSTRUCTIONS 

 
To process this request, INITIAL all sections, SIGN below, and have both your Department Head and 
your Departmental Payroll Administrator sign below to acknowledge they have been notified of this 
change.   
 
Please return this form to the Treasurers Office at least 30 days prior to cancellation of coverage. 
THE STIPEND WILL NOT TAKE EFFECT UNTIL ALL REQUIRED INFORMATION IS RETURNED TO 

TREASURERS OFFICE (Health Insurance Opt Out Form must be signed by all parties and 

returned with required supporting documentation). 
 
_____________________________________________________    _________________________________________ 

 

Signature of Insured       Date 
 

 
 
 
 
 
 
 
 
 
 
 
 
-------------------------------------------------------------------------------------------------------------------------- 
TOWN USE ONLY 

 

 
 

 

 

 

                                                                                  

 
 

 

 

 

 

Copy to Town Accountant/Finance Director    

          Date 

 
Date Received:  ___________________________ 
 
 
Cancellation Effective Date: ___________________________ 
 
 
Approved By:    ___________________________ 
     Treasurer/Collector 

 
 
______________________________       
 Department Head   Date 
 
 
______________________________     
 Department Payroll    Date 
 
 
 


