
RETIREMENT ANNUITY DEDUCTION AUTHORIZATION 
FOR MEDICAL AND DENTAL BENEFITS

P.O. BOx 617 • COnCOrd, nH 03302-0617 • 800.527.5001 • Fax 603.226.2988 • www.HealtHtrustnH.Org

Effective Date _________________________________

retiree’s name ________________________________ social security # ____________________ dOB _____________

Marital status: q single q Married q widowed q divorced q legally separated

spouse’s name ________________________________ social security # ____________________ dOB _____________

address __________________________________________________________________________________________

telephone # ___________________________________

employer name ________________________________

retiree Medical group # _________________________

spouse Medical group # _________________________

dental group # ________________________________

Ht # _________________________________________

Please read and initial one:
____ Group I – Employee and Teacher
  I understand that the amount of the deduction 

hereby authorized to be made from my monthly 
retirement benefit payment shall be the total 
Monthly Rate less any subsidy benefits to which 
I may be entitled. this amount may increase or 
decrease without further notice to me as costs of 
my coverage changes and I hereby authorize said 
additional amounts to be deducted.

____ Group II – Fire and Police
  I understand that the amount of the deduction 

hereby authorized to be made from my monthly 
retirement benefit payment shall be the total 
Monthly Rate less any subsidy benefits to which 
I may be entitled. this amount may increase or 
decrease without further notice to me as costs of 
my coverage changes and I hereby authorize said 
additional amounts to be deducted.

If it is determined by the NHRS that I qualify for the medical coverage subsidy benefit pursuant to RSA 100-A:50-55, said subsidy 
amount will be applied to my medical coverage contribution.  Any remaining amount due after the application of the subsidy benefit will 
be deducted from my monthly retirement benefit payment.

Change in Membership status: If I become divorced I understand that I must notify my former employer of the change in my eligibility 
status for the medical subsidy and that the new Hampshire retirement system reserves the right to recover any subsidy amounts 
paid on behalf of a divorced spouse.

Member/Policy Holder signature ____________________________________________________ date _____________________

spouse signature _______________________________________________________________ date _____________________

wHIte – HealtHtrust       YellOw – HealtHtrust      PInK – eMPlOYer      gOldenrOd – eMPlOYee
Form #Ht003 revision date 6/13

Current Monthly rate as of enrollment

retiree spouse Incapacitated 
dependent

Medical Plan $ $ $

less subsidy amt. $ $ $

subtotal $

dental Plan $

total deduction $

to be Completed by groups that  
Have elected Healthtrust’s retiree Billing services 

MedICal dental

group Pays:

nHrs subsidy:

nHrs additional deduction:

Member Pays:

tOtal:


