
 

Town of Holliston 

Employee Health Insurance Responsibility Disclosure Form 

You are completing this form because it has been determined that you are eligible to participate in the Town of Holliston’s employer 

sponsored health insurance plan and/or have declined to participate in the Town’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. 

 

Under the Affordable Care Act, employees who are eligible to participate in an employer sponsored health insurance must 

complete this form annually. 

Employee Affidavit 

I hereby affirm, under penalties of perjury, that all of the information provided herein is true to the best of my knowledge.  I also 

understand that if I do not have health insurance I may be responsible for the full costs of all medical treatment, and that I may 

forfeit all or a portion of my Federal and Massachusetts personal tax exemption.  

Employee Signature                                                                                                             Date  

_________________________________________________                                      ___________________________  

03/2023

EMPLOYER SECTION 

Employer Name: Town of Holliston                                                                                                  FEIN: 04-6001184 

Employer Address:  703 Washington Street, PO Box 6737, Holliston, MA 01746_________________________                                                     

 

1. Did you offer a “Section 125 Cafeteria Plan” to this employee?                                                        Yes _X_      No ___ 

2. Did you offer employer sponsored health insurance to this employee?                                          Yes _X_      No ___ 

3. Date a “Section 125 Cafeteria Plan” and employee sponsored health insurance was offered:    04/10/23 for FY24 

4. If you offered sponsored insurance to this employee, what is the dollar amount of the 

     employee’s portion of the monthly premium cost of the least expensive individual health  

     plan offered by the employer to the employee? 

                                                                                      All Employees: FY24- BCBS HD Network Blue $306.80_                                               

   

 

 

 

 

EMPLOYEE SECTION 

Please Print 

Employee First Name _______________________ Middle Initial ______ Last Name_________________________ 

1. Did you accept your employer sponsored health insurance?                         1.   Yes ___   No ___   None Offered ___ 

2. Did you agree to use your employer’s “Section 125 Cafeteria Plan” to purchase health insurance?  

*A Section 125 Plan is not health insurance; it is a way to purchase health insurance on a pre-tax basis. If you are 

enrolling in health insurance, deductions are automatically withheld from your check on a pre-tax basis, with the 

exception of retirees and individuals who are direct billed for their premiums. If you are declining coverage, you 

are also declining to use the “Section 125 Cafeteria Plan”. * 

                  2.  Yes ___   No ___   None Offered __ 

3. Do you have other health insurance?                                                                   3. Yes ___   No ___ 

4. Average number of hours worked per week?                                                    4.   _____________ 

5. Are you a paid elected official, on-call firefighter, or EMT?          5.   Yes ___   No ___ 

      

houlec
Cross-Out
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