
FIRE DISTRICT # 6
TOWNSHIP OF GLOUCESTER
CAMDEN COUNTY, NEW JERSEY
2025

R-38-25

RESOLUTION OF THE BOARD OF FIRE COMMISSIONERS
FIRE DISTRICT #6, TOWNSHIP OF GLOUCESTER, CAMDEN COLINTY

NEW JERSEY APPROVING EMPLOYEE HEALTH CARE BENEFIT WAIVER
REIMBURSEMENT

WHEREAS. The Board of Fire Commissioners did previously approve a waiver of health

care benefits for employee Adam Craig, as authorized by N.J.S.A 52:14-17 '31 and N.J.S.A.

40A:10-17.1 and

WHEREAS. N.J.S.A 52:14-17.31 and N.J.S.A. 40A:10-17.1 does establish the contracting
unit may pay to an employee an amount, in the discretion of the employee, not to exceed 2570

of the amount saved or a maximum of $5,000.00 per year which ever is less, and

WHEREAS. The Board has determined employee Nicholas Woods is entitled to an amount
of $ 2,87 1.97 for the year 2025.

NOW THEREFORE, it is hereby RESOLVED by the Board of Fire Commissioners, Fire
District # 6, Township of Gloucester, Camden County New Jersey;

I . That payment is hereby authorized to be made to Nicholas Woods, Career Firefighter,
in the amount of $ 2,87 |.97, as a Health Care Benefit Waiver for the year 2025.

DATED:

wn, Chairman

I, Renee Evans, Clerk ofthe Board of Fire Commissioners, do hereby certify that the foregoing
is a true and correct copy ofa resolution duly adopted by Fire District # 6 of the Township of
Gloucester at a regular meeting of the Board of Fire Commissioners held on November 20th
2025

vB^.-;"

\
Renee Evans

Clerk, Board of Fire Commissioners
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PART 2: To be completed by the employ€r. Check one box below.

E We will pay the above employee $- every in place of providing SHBP or
SEHBP coverage. We understand that lhis payment may not be more than 25 percent ol the amount saved by the employer
because of the waiver or $5,000, whichever is loss.

E We requesl reinstatement of this employee's SHBP or SEHBP coverage.

The reinstatement application must be filed within 60 days ol the loss of other health covorage. ll this timetable is followed,
the coverago will be retroactive to the date ol loss. lf the 60 day time limit has passed, the employee must wait until the next
open enrollment period to reenroll.

MAIL COMPLETED APPLICATIONTO: New Jersey Divlsion ot Pensions & Benetits
Health Benelits Bureau
P.O. Box 299
Trenton, NJ 08625-0299

I

State Health Benefits Program (SHBP) 'School Employees' Health Benefits Program (SEl-lBP)

ACTIVE LOCAL GOVERNMENT AND LOCAL EDUCATION EMPLOYEE GROUP

EM PLOYEE COVEHAGE WAIVER/REINSTATEM ENT FORM
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