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A Resolution to Adopt the Provisions of Chapter 48 (N.J.S.A. 52:14.17.38) Under Which a 
Public Employer May Agree to Pay for the SHBP and/or SEHBP Coverage of Certain Retirees.

BE IT RESOLVED:

1.	 The____________________________________________ 	 _____________________________ 	
Corporate Name of Employer	 SHBP/SHEBP Employer Location Number

hereby elects to adopt the provisions of N.J.S.A. 52:14-17.38 and adhere to the rules and regulations pro-
mulgated by the State Health Benefits Commission and School Employees’ Health Benefits Commission to 
implement the provisions of that law.

2.	 This resolution affects employees as shown on the attached Chapter 48 Resolution Addendum.  
It is effective on the 1st day of __________________________ , ____________.

	 Month	 Year

3.	 We are aware that adoption of this resolution does not free us of the obligation to pay for post-retirement 
	 medical benefits of retirees or employees who qualified for those payments under any Chapter 88 Resolution  
	 or Chapter 48 Resolution adopted previously by this governing body.

4.	 We agree that this resolution will remain in effect until properly amended or revoked with the SHBP and/or 
	 SEHBP.  We recognize that while we participate with the SHBP and/or SEHBP, we are responsible for providing  
	 the payment for post-retirement medical coverage as listed in the attached Chapter 48 Resolution Addendum  
	 for all employees who qualify for this coverage while this resolution is in force.

5.	 We understand that we are required to provide the New Jersey Division of Pensions & Benefits (NJDPB)   
	 complete copies of all contracts, ordinances, and resolutions that detail post-retirement medical payment  
	 obligations we undertake. We also recognize that we may be required to provide the NJDPB with information  
	 needed to carry out the terms of this resolution.

I hereby certify that the foregoing is a true and correct copy of a resolution duly adopted by the:

	_____________________________________________________________________     ____/____/_____
Corporate Name of Employer	 mm	 dd	 yyyy

	 ______________________________________________________________________________________________________________________
		  Street Address	 City	 State	 Zip Code

	 _____________________________________________________________
	 Area Code	 Telephone Number

	 _______________________________________________________ 	 ______________________________
Signature 	 Official Title

	 ________________________________ 	 ________________________________________________
Number of Employees	 Employer’s State Employer Identification Number (EIN) 

Mail Completed Resolution to: 	 New Jersey Division of Pensions & Benefits
	 Health Benefits Bureau
	 P.O. Box 299
	 Trenton, NJ 08625-0299

State Health Benefits Program (SHBP) 
School Employees’ Health Benefits Program (SEHBP)

RESOLUTIONH
R

-0
42

6-
09

19

Please complete page 2 of this form.
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