
HEALTH BENEFIT OPT-OUT FORM 
 

 
 
Employee Name_________________ Date of Form Completion_____________ 
 
Department____________________ Effective Date of Cancellation__________ 
 
 
 
 
Statement of Election to Participate in Town of East Hartford Health 

Benefit Opt-Out Program 
 
I elect to cancel my health insurance (but not my dental insurance) with the  
 
Town of East Hartford.  The health plan that I will be covered under is offered  
 
through_____________________________________(name of company  
 
offering program).  The name of the plan providing my insurance coverage  
 
is_________________________________________(name of health  
 
insurance carrier).  This plan covers:  _____my spouse _______my family  
 
and ______myself (check all that apply).  Attached is documentation of my  
 
enrollment in the above plan. 
 
 
In exchange for canceling my health insurance, I elect to receive 25% rate of 
return of what the Town saves to be paid in quarterly installments in October, 
January, April and July.  I understand that by accepting the opt-out program, I 
am no longer covered by the Town’s health insurance program.  However, I will 
continue to be covered by the Town’s dental insurance program. 
 
 
___________________________   _________________ 
Employee Signature      Date 
 
___________________________   _________________ 
Witness or Notary      Date 
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