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Yes No Offered

Employee Health Insurance Responsibility Disclosure Form 
2011

The Commonwealth of Massachusetts

You are completing this form because you have declined to participate in your employer sponsored health 
insurance plan and/or have declined to participate in the employer’s “Section 125 Cafeteria Plan” pre-tax 
purchasing arrangement. A Section 125 Plan is not health insurance; it is a way to purchase health insurance 
on a pre-tax basis. For information about affordable health insurance options, visit the Commonwealth 
Connector at < www.mahealthconnector.org >.

Employer Name: FEIN:

Employer D/B/A:

Employer Address:

City | State | ZIP Code:

Middle Initial

Employee Signature Date (MM/DD/YY)

 $

Yes No

 

Employee Last Name

Employee First Name

Yes No

Yes No

Employers: please complete this section. See reverse side for instructions.

Employees: please complete this section. See reverse side for instructions.

Town of Hamilton 04-6001168

577 Bay Road, P.O. Box 429
Hamilton, MA 01982

X

X
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Instructions

EMPLOYER INFORMATION

EMPLOYER NAME

FEIN

D/B/A

Employer Address

Question 1

Question 2

Question 3

 

EMPLOYEE INFORMATION

Employee First Name

Employee Last Name

Question 1

Question 2

Question 3

Employee Signature

Note to Employer Regarding Employee Signature

ALTERNATE VERSIONS OF THIS FORM


