
 

 
2023 HEALTH INSURANCE BUY OUT PROGRAM 

 ENROLLMENT FORM 
 

 

***Please note:  Deadline for completed forms is December 21, 2022*** 

 

EMPLOYEE NAME 

 

 

 

ADDRESS 

 

 

 

SOCIAL SECURITY NUMBER 

 

 

RFMH WORK LOCATION 

 

 

RFMH START DATE 

 

 

 

HEALTH INSURANCE PLAN (at time of 

cancellation) 

 

INDIVIDUAL OR FAMILY COVERAGE? 

 

 

DATE COVERAGE BEGAN 

 

 

ALTERNATIVE HEALTH COVERAGE 

 

 

EFFECTIVE DATE OF HEALTH INSURANCE 

CANCELLATION 

 

_____ / ______/ _______  

 
 

I have read and understand the Summary of Provisions for the Research Foundation for Mental 

Hygiene’s Health Insurance Buy-Out Program.  I understand that if I elect to terminate my 

participation in the RFMH health insurance program, I may receive a payment as described in 

the Summary of Provisions, provided I meet all the qualification requirements.  I understand that 

if I decide to rejoin the Health Plan during 2023, I will forfeit, in full, reimbursement for the 

Buy-Out Program, and I will be subject to the rules and regulations for reinstatement in the health 

insurance plan.  

 

 

 

        /        /20 
Employee Signature                                              Date 

 

 

 

        /        /20 
RFMH Personnel Signature                                 Date 


