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SUBJECT: FIREARMS AT PENSION BOARD MEETINGS 

 

1. OBJECTIVE: 

 

To set forth guidelines for the prohibition of firearms at Police Pension 

Board meetings. 

 

2. AUTHORITY: 

 

The Policy adopted by the Police Pension Board on March 19, 2003 and 

revised on October 8, 2008.  REPEALED BY MOTION ON NOVEMBER 8, 

2012.  

 

3. DIRECTION: 

 

The Executive Director, designated by the Police Pension Board of 

Trustees, serves the Board in the day-to-day operation of the plan. 

 

4. POLICY: 

 

An Applicant for disability pension benefits, and his/her significant other 

and/or family members, are prohibited from carrying firearms to any Police 

Pension Board meeting or hearing at which the application for disability pension 

benefits is to be discussed, including meetings prior to a hearing, at the hearing(s), 

or meetings/hearings post-determination in which the application and/or benefits 

are discussed by the Board (disability pension retiree’s request to the Board for 

information or interpretation, request for additional benefits, recall or re-

examination discussions, etc.). 

   

 Each disability applicant attending a Police Pension Board Meeting to 

discuss their disability pension benefits will be required to wait in the rotunda on 

the ground floor of City Hall until a member of the Board of Trustees supervises 

the applicant passing through the metal detector.  Additionally, applicants and  



CITY OF ORLANDO 

 

POLICE PENSION BOARD 

 

POLICY AND PROCEDURES 

 

POLICY #003 
 

2 
 

 

anyone accompanying him or her may be patted down by an Orlando Police 

Officer upon entry in the hearing conference room.  If a weapon is found, the 

hearing will be suspended and rescheduled for a later date.   

 

5. FORMS: 

 

  None. 

 

6. COMMITTEE RESPONSIBILITIES: 

 

  None. 

 

7. REFERENCE: 

 

Policy adopted by the Police Pension Board at the meeting of March 19, 

2003 and revised by a motion at the October 8, 2008 Pension Board Meeting.  

Policy was repealed on November 8, 2012 by motion due to the policy being 

inconsistent with state law regarding the public's right to carry firearms.   

 

8. EFFECTIVE DATE: 

 

 March 19, 2003 and October 8, 2008. REPEALED ON NOVEMBER 8, 2012. 
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Board of Trustees 
 

Jay L. Smith, Chairman 

 

Michael Fields, Vice-Chair 

 

Martin Carmody, Secretary 

 

Katrina A. Laudeman, Trustee 

 

Frankie Chisari, Trustee 

 

 

Pension Staff 
 

Shannon Hicks, 

Executive Director 

 

Michele Keane, 

Pension Coordinator 

 

 

 

Date 
 
 
Name 
Street  
City, State Zip 
 

Subject: Disability Retiree Annual Reporting 
 
Dear Full Name, 
 
The Police Pension Board’s requirement for the updated “Retiree’s Report of 
Continuing Disability” (pursuant to Special Act and State Statute) is attached for your 
review and completion.  This document is required for your continuing eligibility to 
receive a disability benefit check from the Police Pension Trust Fund.  We are 
requesting information relating to your actual disability injury only.   This form is 
now being sent out annually up to the date you would have reached twenty-five 
years of service.   
 
The above requested documentation should be returned within 30 days of receipt of 
this letter.  Please return all documentation to:  Orlando Police Pension Board 
Attention - Pension Coordinator, City of Orlando, P. O. Box 4990, 4th floor, Orlando, 
FL 32802-4990.  A self-addressed envelope has been provided. The Board will be 
advised as to all retirees’ compliance with this request and, if non-responsive, you 
will be subject to re-examination and possible recall to duty, under the terms of the 
Special Act, or the Board may take the necessary steps to temporarily withhold 
future pension checks until the documentation is provided. 
 
Thank you for responding to this request and please do not hesitate to contact the 
Pension Coordinator at (407) 246-3410 if there are any questions or comments. 
 
Sincerely, 

    
Shannon Hicks 

 
Shannon Hicks 
Executive Director 
 
Attachments 
/mk 
 

http://www.cityoforlando.net/police-pension-fund-links


 
 

RETIREE’S REPORT OF CONTINUING DISABILITY 
 
 
 
 I, ______________________________________________________________, currently  
 
residing at _____________________________________________________________________ 
                                                           (print full street address) 
 
__________________________ ___________ __________ (____)__________________ 
            (city)                   (state)              (zip code)                   (telephone #) 
 
hereby affirm that the following information is true and correct: 
 
1. Have you been employed (full or part-time) during the last 24 months: ____ Yes    ____ No 
 If yes, Employer’s Name: ________________________________________________ 
             Supervisor: ________________________________________________ 
       Position: ________________________________________________ 
      Address: ________________________________________________ 
      Telephone No.: ________________________________________________ 
 
2. With regard to the medical condition which was the basis of my receiving disability from 

the City of Orlando,  I: 
  ______  No longer suffer from this same medical condition. 

 OR ______ Still suffer from this same medical condition, and this condition has: 
  ______  Worsened           ______  Become better        ______ Stayed the same 
 
3. For this condition, I am presently:   
  ______  Not under the care of a physician. 
 OR ______ Under the care of Dr.   ____________________________________ 
                                             (fulll  name of physician) 
 
 _________________________________________________________________________ 
     (complete address of physician) 
 
 Date you last saw this physician:   

______________________________________________ 
 
4. Within the past 24 months, I: 
  ______  Have not been hospitalized as a result of this condition. 
 OR ______  Have been hospitalized as a result of this condition. 
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RETIREE’S REPORT OF CONTINUING DISABILITY 
 
 
 
 
 I  was admitted to __________________________________________________________ 
     (full name of hospital) 
 
 _________________________________________________________________________ 
     (complete address of hospital) 
 
 on __________________, and spent _______days in the hospital. 
      (complete date)            (days) 
 
5. Since my last report to the Board of Trustees, I have: 
  _____  Not undergone surgery. 
 OR _____  Undergone surgery performed by Dr. _______________________________ 
                               (full name of physician) 
 _________________________________________________________________________ 
     (complete address of physician) 
 
 on _____________, at _______________________________________________________ 
  (date)   (name of hospital) 
 _________________________________________________________________________ 
     (complete address of hospital) 
 
6. I am presently taking the following prescription medication related to the medical condition 

which was the basis of my disability (list below; if taking none, so state): 
 _________________________________________________________________________ 
 
 _________________________________________________________________________ 
 
7. Has your physician placed you under any restrictions?  ___ Yes     ___ No 

If yes, please explain: _______________________________________________________ 
 

8. Has your physician given you a future date at which time you might be able to perform any 
type of full or part-time work?  If yes, what is that date and type of work? 

 _________________________________________________________________________ 
 
9. Has Social Security Administration approved your disability claim?  
  ____ Yes     ____ No  ____ Pending 

 If yes, please give date of approval __________________ Monthly benefit: $ ___________ 
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RETIREE’S REPORT OF CONTINUING DISABILITY 
 
 
 
10. ________I am able to perform active duty in the Orlando Police Department.  
 OR 
 _______  I am not able to perform active duty in the Orlando Police Department. 
 
 
Under penalities of perjury, I declare that I have read the foregoing and the facts set forth hereinabove are true to 
the best of my knowledge and belief. 
 
    ______________________________________________________________ 
       (Printed or Typed Name) 
 
    ______________________________________________________________ 
     (Signature)    (Date) 
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ANNUAL SURVIVING SPOUSE UPDATE 
 
 

I________________________________currently residing at___________________________________ 
 (Please print full name) 
 
____________________________________________________________________________________ 
(address) 
 
________________          _____________ _____________  (    ) _____________ 
(city)   (state)  (zip code)  (telephone number) 
 
1. I am the survivor of _____________________________________________ 
    (Name of deceased Police Officer) 
 
2.  I have remarried:  Yes______  No_______ 
 
3.  If remarried, please indicate the date_____________and place__________________. 
 
4. Please list all children under the age of 18 receiving survivor’s pension benefits: 
 
Name of Children   Birth Date   Residence Address 
 
_________________   ____________  ______________________________ 
   (m/d/y)   (city, state, zip code) 
 
__________________  ___________  ______________________________ 
     (m/d/y)   (city, state, zip code) 
 
__________________  ___________  ______________________________ 
     (m/d/y)   (city, state, zip code) 
 
__________________  ___________  ______________________________ 
     (m/d/y)   (city, state, zip code) 
 

I HEREBY SWEAR OR AFFIRM that the information contained in this Annual Surviving Spouse Update 

is true and correct and I understand that I may be subject to criminal and other penalties, including forfeiture 
of the right to receive benefits under the plan, for false, fraudulent and/or misleading oral or written 

statements or withholding or concealing information to obtain any benefit available under the pension plan. 
 

I am attaching a photocopy of my current driver’s license. 
 
 
 

______________________________ 

(Signature and Date) 

http://www.cityoforlando.net/police-pension-fund-links
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Board of Trustees 
 

Jay L. Smith, Chairman 

 

Michael Fields, Vice-Chair 

 

Martin Carmody, Secretary 

 

Katrina A. Laudeman, Trustee 

 

Frankie Chisari, Trustee 

 

 

Pension Staff 
 

Shannon Hicks, 

Executive Director 

 

Michele Keane, 

Pension Coordinator 

 

 

 

Date 
 
 
Names 
Street  
City, State Zip 
 

Subject: Disability Retiree Annual Reporting 
 
Dear Full Name, 
 
The Police Pension Board’s requirement for the updated “Retiree’s Report of 
Continuing Disability” (pursuant to Special Act and State Statute) is attached for your 
review and completion.  This document is required for your continuing eligibility to 
receive a disability benefit check from the Police Pension Trust Fund.  We are 
requesting information relating to your actual disability injury only.   This form is 
now being sent out annually up to the date you would have reached twenty-five 
years of service.   
 
The above requested documentation should be returned within 30 days of receipt of 
this letter.  Please return all documentation to:  Orlando Police Pension Board 
Attention - Pension Coordinator, City of Orlando, P. O. Box 4990, 4th floor, Orlando, 
FL 32802-4990.  A self-addressed envelope has been provided. The Board will be 
advised as to all retirees’ compliance with this request and, if non-responsive, you 
will be subject to re-examination and possible recall to duty, under the terms of the 
Special Act, or the Board may take the necessary steps to temporarily withhold 
future pension checks until the documentation is provided. 
 
Thank you for responding to this request and please do not hesitate to contact the 
Pension Coordinator at (407) 246-3410 if there are any questions or comments. 
 
Sincerely, 

    
Shannon Hicks 

 

Shannon Hicks 
Executive Director 
 
Attachments 
/mk 
 

http://www.cityoforlando.net/police-pension-fund-links
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POLICE OFFICER PENSION PLAN  

BackDROP Administrative Procedure  
 

 

BackDROP Calculations, Distributions & Interest Calculations 

◼  If the 1st of the month retirement effective date falls in the middle of a pay period then 

the seventy-eight (78) pay period final average salary computation will begin as of the 

last complete pay period.  [Example: If a Police Officer retires on November 1st and the 

pay period runs from 10/29/97 through 11/11/97, this pay period would not be used for 

the final average calculation but the prior pay period would be the starting point of the 

calculation (pay period 10/15/97 through 10/28/97)]. 

◼ The BackDROP aggregate benefit will earn interest as provided for in the Police Officer 

Pension Plan – 8% simple interest compounded annually, unless otherwise agreed. 

◼ A BackDROP participant has sixty (60) days from termination of employment to make 

election as to how the BackDROP account balance shall be distributed.  If the 

“Distribution of Accumulated BackDROP Funds” election form has been submitted prior 

to the BackDROP participant’s termination of employment or within thirty (30) days 

following termination of employment, the City of Orlando will make distribution of the 

BackDROP account balance within sixty (60) calendar days from the participant’s 

termination of employment.  If the “Distribution of Accumulated BackDROP Funds” 

election form is submitted at anytime after the thirtieth day following the participant’s 

date of termination, the City of Orlando will make distribution of the BackDROP account 

balance within thirty (30) calendar days from the date when the “Distribution of 

Accumulated BackDROP Funds” election form is submitted. 

◼  During those sixty (60) days and up until the sixtieth day following termination of 

employment, the BackDROP account shall be adjusted to reflect earnings up until the day 

that the BackDROP account is distributed in full.  Interest earnings will not be calculated 

after the sixtieth day from termination.  Therefore, it is in the BackDROP participant’s 

best interest to turn in his/her “Distribution of Accumulated BackDROP Funds” election 

form prior to terminating City employment. 

 

Witnessing/Notarizing Forms 
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◼ All BackDROP forms must be witnessed by a disinterested party, not beneficiary.  If a 

BackDROP applicant appears in person, the Benefits Specialist processing the paperwork 

will require a sufficient form of identification (driver’s license or other form of picture 

I.D.). 

 

◼ If a BackDROP participant changes his/her beneficiary and returns the form via mail, the 

form must be notarized.  

 

Verification by Accounting 

  

◼ As with normal retirement calculations,  pension calculations and the BackDROP account 

balance calculations will be verified prior to any type of distributions. 

  

Spousal Benefits 

  

◼ In the case of a BackDROP, a surviving spouse will  be entitled to survivor benefits only 

if the spouse was married to the BackDROP participant prior to the BackDROP effective 

retirement date.  [Example:  If a Police Officer decides to make his/her BackDROP 

retirement effective December 1, 1997, but was married on January 20, 1998, the spouse 

will not be entitled to a monthly pension benefit.] 

 

 

 

 

 

 

 



POLICE OFFICER'S PENSION FUND 

APPLICATION FOR RETIREMENT BENEFITS 

A      Member Name  _________________________________________ Member SSN ______-_____-_____________ 

  Position Title    _________________________________________ Birth Date ______/______/___________ 

 Home Mailing   _________________________________________ Work Phone (      )_____________________ 

 Address   ______________________________________ Home Phone  (      )_____________________ 

  ______________________________________ Date of Hire _____/______/_____________ 

B   Type of Retirement: (Check One) 

(    ) NORMAL SERVICE RETIREMENT 

 [Benefits commence at age 47 if you have at least 10 years of service, and immediately if you have at least 20 years of service]. 

My last day of work will be ____________________________________ (date). 

DEFERRED RETIREMENT OPTION PLAN Back(DROP) RETIREMENT 

 [Must have at least 21 years of service.] 

 (   ) BackDROP effective ____________________________________ (date). 
     Note:  Persons electing BackDROP retirement must also complete "BackDROP" Election Form and BackDROP Disclosure Statement. 

DISABILITY RETIREMENT 

 (   ) Line of Duty 
 (   ) Non-Line of Duty 

  Note:  Persons requesting disability retirement must also complete Application for Disability Benefits. 

C 
Payment Options (Check One) 

See EXPLANATION OF OPTIONAL FORMS OF PAYMENT OF RETIREMENT BENEFITS 

(    ) OPTION 1 - Member’s Life, but 120 monthly payments guaranteed to designated beneficiary for the remainder of the 120 

payments. 

(    ) OPTION 2 - Member’s Life - 75% to surviving spouse and minor children 

(    ) OPTION 2B- For Member retiring on non-line of duty disability with at least 10 years of service, Member's life with 65% to 

surviving spouse and minor children. 

(    ) OPTION 3 – Single Life Annuity: (Member’s Life Only) 

  OPTION 4 – Member & Joint Pensioner Benefit with: 

(   ) [A]  100% to survivor 

(   ) [B]  75% to survivor 

(   ) [C]  66-2/3% to survivor 

(   ) [D] 50% to survivor 

D    ___________________________________________________   _________________________________________ 

 Complete Name of Current Spouse      Date of Marriage 

   ___________________________________________________    _________________________________________ 

 Spouse's Social Security Number      Date of Birth 

Unmarried Children under age of 18 

 _____________________________________________  _______________________________________________ 

 Name     DOB  Name  DOB 

 _____________________________________________  _______________________________________________ 

 Name  DOB  Name  DOB 

E   A member selecting OPTION 1should complete and file with the Board of Trustees a "Post-Separation Death Designation of 

Beneficiary Form for Remainder of 120 Monthly Benefits". 

Attachment 4A 007B
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F A member selecting OPTION 4 must designate a joint pensioner (only one). 

 

Name of Joint Pensioner:                       Relationship:       

 

Street Address:                        Date of Birth:       

 

City/State/Zip:                         Social Security #:      
 
 

 

Authorization/Approvals 

 

 

 

G      SIGNED:____________________________________________________        DATE: _____________________ 

                                                    (Do Not Print) 

 

 

 

Employer Certification 

 

H    MUST BE COMPLETED BY EMPLOYER:  I certify that _________________________________________________ was employed by the 

City of Orlando Police Dept and will enroll in the         BackDROP Program  or         terminate employment or has terminated employment on 

___________________________________. 

 
 

___________________________________________     ______________________     (       ) ____________________   _________________ 

Signed (authorized personnel)                                                          Position                                      Telephone                                 Date 
 

 

 
 

 

 Original:  Employee Benefits  cc:  Pension Board   cc: Employee 
 

 
 

 

REV 02/21/2024 
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BackDROP DISCLOSURE STATEMENT 

The purpose of this statement is to assure the Police Officers’ Pension Board and the City that you understand 

some of the most critical aspects of the Back Deferred Retirement Option Program (BackDROP).  It is not 

intended to cover all details of BackDROP.  You should refer to the Police Officers’ Pension Plan for more 

specific details. 

In exchange for my participation in the BackDROP, I acknowledge and agree to the following: 

1. I have read and understand the BackDROP provisions included in the Police Officers’ Pension Plan.

2. I understand that BackDROP participation may result in serious tax implications upon the distribution of

BackDROP funds.  Therefore, I understand that I have the opportunity to seek advice from a

professional tax advisor, and understand that the Trustees and administrative staff of the Pension Fund,

although providing some general information, cannot and have not rendered tax, legal, or financial

planning advice to me on the effect BackDROP will or may have on the taxation of any benefit I may

receive under the Pension Fund.

3. I meet the eligibility requirements of BackDROP as set forth in the Police Officers’ Pension Plan.

I have completed 21 years of credited service as a full-time police officer with the City of Orlando and

am eligible for a service retirement pension.

4. I understand that the election of, and participation in the BackDROP benefit is irrevocable.

5. I understand that the retroactive retirement date I have selected as my BackDROP retirement date is

binding and establishes the determination of my lump sum and periodic benefits under the benefit

formula of the Plan.

6. I understand that on the effective date of my BackDROP participation,(employment termination date)

that I will be considered a “retiree” or “retired Police Officer” for pension purposes, except for

eligibility for cost-of-living increases.

7. I understand that the retroactive retirement date elected for BackDROP is irrevocable once I

have terminated employment, and may not be a date earlier than the date upon which I first became

eligible for a service retirement pension, and cannot be a retroactive date more than 36 months prior to

the date of  termination of employment.

 Initial Here:___________ 

8. As of the effective date of my participation or entry into BackDROP, (first day of the month following

the last day the member is in an active pay status prior to retiring) my surviving spouse and surviving

Attachment 4A 007C
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children will not be eligible for death benefits under section 8 (in line of duty) and section 10 (not in line 

of duty) of the terms of the Police Officers’ Pension Plan. 

 

9. I understand that my pension benefit levels shall be determined and fixed as of the retroactive date of 

retirement and my BackDROP participation, and no additional contributions will be made in my behalf 

to the Police Officers’ Pension Fund or in any other City Pension program.     

        

10. I understand that there may also be provisions of the applicable collective bargaining agreement that 

may be effective during and because of my BackDROP participation.  

 

11. I understand that for interest calculation purposes, I will earn interest on my BackDROP account for 

whole months completed in BackDROP prior to my termination date.  The BackDROP account will 

accrue earnings at 8% simple interest compounded annually, unless otherwise agreed. 

 

12. I understand that if I select the BackDROP that the amount of my contributions made between 

retroactive retirement date and my employment termination during the BackDROP shall not be refunded 

or credited to me. 

 

13. I understand that at least 60 calendar days prior to the end of my BackDROP participation (or separation 

from service as a Police Officer) I must give Employee Benefits written notice of such separation in 

order to timely receive monthly pension benefits and the BackDROP account balance; and that I must 

complete all appropriate paperwork such as tax, insurance and distribution forms.  Distributions of 

BackDROP Funds will occur within 30 days of receipt by Employee Benefits of the Distribution of 

Accumulated BackDROP Funds Form.       

 

By signing this document, I attest to understanding all of the above statements. 

 

____________________________     _____________________  

Employee Signature       Date 

 

____________________________     _____________________ 

Print Name        Employee Number 

 

____________________________ 

Employees SSN (Last 4 digits) 

 

____________________________     _______________________ 

Witness Signature        Date  

 

____________________________     _______________________ 

Witness’ Printed Name    
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    BACKDROP ELECTION FORM 

TO: City of Orlando and Police Officers’ Pension Board of Trustees 

I, ____________________________, (print name) hereby make the irrevocable election to participate in the 

Back Deferred Retirement Option Plan (BackDROP), in accordance with the provisions in the Police Officers’ 

Pension Plan governing the BackDROP.  I will no longer be a participant in the Police Officers’ Pension Fund, 

and my retirement pension benefits, including credited service and average monthly salary, shall be determined 

and fixed upon the date I enter the BackDROP (date elected below). 

BackDROP: 

I elect a retroactive retirement date, and thereby request that my pension benefit and credited service be 

determined upon a retirement date of  ____________________ (must be the first of a month).  This retroactive 

date cannot be earlier than the date upon which you first became eligible for a service retirement pension, and in 

no event shall this date be more than 36 months prior to the date of the BackDROP election.  Additionally, my 

combined years of credited service and time in the BackDROP cannot exceed 360 months (except with the 

eligibility exception of provisions provided in Section 28 #5a).  My last paid day at the City will be 

___________________(a copy of your retirement letter that is sent to the Police Chief needs to be provided to 

Employee Benefits). 

Notice must be given in, writing, to Employee Benefits at least 60 Calendar days prior to the end of my 

BackDROP participation (or separation from Service as an Orlando Police Officer in order to process your 

BackDROP request in a timely manner.  You should also check with your department and the Civil Service 

section for their required deadlines. 

The election that I have made above is irrevocable once I sign this election form, and submit this document to 

the Police Officers’ Pension Board of Trustees. 

_______________________________ _____________________________ 

Signature Date 

_______________________________ ______________________________ 

Social Security Number Employee Number 

______________________________ ______________________________ 

Witness Date 

Attachment 4A 007D
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DISTRIBUTION OF ACCUMULATED BackDROP FUNDS 

I, __________________________, (print name) make the following selection for distribution 

of my accumulated BackDROP benefits (check only one option). 

1. Rollover the entire pre-tax balance to another eligible retirement plan (as permitted by

law) such as:  an IRA, annuity from an insurance company, or such other rollover

vehicle.  Please send my accumulated BackDROP balance to:

_____________________________________________(name of plan)

Make check payable to:____________________________________________________ 

________________________________________________________________(address) 

____________________________________________________________(city/state/zip) 

_____________________________________________________________(account no.) 

Type of account:   IRA  Other Eligible Plan 

2. Rollover the pre-tax balance to no more than two eligible retirement plans (as permitted

by law) such as: an IRA, annuity from an insurance company, or such other rollover

vehicle.

Please send _____% of my accumulated BackDROP balance to:

_________________________________________________________(name of  plan) 

Make check payable to:_______________________________________________________________________________

___________________________________________________________________________________________(address)

_______________________________________________________________________________________(city/state/zip)

________________________________________________________________________________________(account no.) 

Type of account:  IRA   Other Eligible Plan

Please send _____% of my accumulated BackDROP balance to:

_________________________________________________________(name of  plan) 

Make check payable to:_______________________________________________________________________________

___________________________________________________________________________________________(address)

_______________________________________________________________________________________(city/state/zip) 

________________________________________________________________________________________(account no.)

Type of account:  IRA   Other Eligible Plan

Please send _____% of my accumulated BackDROP balance to:

_________________________________________________________(name of  plan) 

Make check payable to:______________________________________________________________________________

___________________________________________________________________________________________(address) 

Attachment 4A 007E



 

City of Orlando Police Pension Board • 400 South Orange Avenue, 4th Floor • P. O. Box 4990 • Orlando, FL  32802-4990 

Phone 407.246.3410 / Fax 407.246.3183 • cityoforlando.net/police-pension-fund-links REV 03/14/2024 

 

______________________________________________________________________________________(city/state/zip) 
 

_______________________________________________________________________________________(account no.) 

Type of account:  IRA   Other Eligible Plan 

 

(No more than two IRAs) 

 
*****Percentages must equal to 100% 

 

3. A full and single lump sum distribution minus a 20% Federal Income Tax withholding 

(check made payable to myself). 

 Check desired method of payment:  

 I will pick up the check, 

 I would like the check mailed 

 
____________________________________________________________________________________(name) 

 
__________________________________________________________________________________(address) 

 

______________________________________________________________________________(city/state/zip) 

OR 
 I would like the check direct deposited to the same financial institution 

where I currently have my payroll deposited (direct deposits can only be 

done on the same day of a normal paycheck). 

 4. Partial rollover to the above named eligible retirement plan (s) (___%) and partial lump 

sum distribution to myself (___%). 

 **Both percentages must be whole percentages totaling 100% 

**Please use the space available in sections 1 & 2 above to provide the necessary 

information.  

 
The distributions of my accumulated BackDROP benefits may be subject to penalties, income tax withholding, or 

other withholding or liabilities required by law.  

 

Should I die before my accumulated BackDROP benefits are paid out in full, any remaining accumulated 

BackDROP benefits shall be distributed in accordance with my latest Designation of Beneficiary or Beneficiaries 

Accumulated BackDROP Benefits form.  This distribution shall be in addition to monthly pension benefits, if any, 

payable in accordance with the Police Officers’ Pension Plan.  

 

I understand if no selection is made by me within sixty (60) days from my separation/termination of employment 

with the Orlando Police Department, then the balance in my accumulated BackDROP benefits will be distributed 

to me in a full and single lump sum distribution.  

 

_________________________________ _____________________ 

Signature     Date 

 

_________________________________ _____________________ 

Social Security Number    Employee Number  
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_______________________________  ___________________     

Witness’ Signature     Date 

 

_______________________________ 

Witness’ Printed Name     
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DESIGNATION OF BENEFICIARY OR 

BENEFICIARIES FOR ACCUMULATED BACKDROP BENEFITS 

If I, _______________________________________(print name), should die before my accumulated 

BackDROP benefits are paid out in full, I designate the following person(s) to be my beneficiary(ies) of any of 

my accumulated BackDROP benefits.   

1. Primary Beneficiary Name:______________________________________     _______%

Relationship:______________________ SSN (Last 4 digits)

_____________________

Beneficiary’s Address:_____________________________________________________

City:________________________ State:____________________ Zip Code:__________

2. Primary Beneficiary Name:_____________________________________       _______%

Relationship:______________________ SSN (Last 4 digits)_____________________

Beneficiary’s Address:_____________________________________________________

City:________________________ State:____________________ Zip Code:__________

3. Primary Beneficiary Name:______________________________________     _______%

Relationship:______________________ SSN (Last 4 digits) _____________________

Beneficiary’s Address:_____________________________________________________

City:________________________ State:____________________ Zip Code:__________

4. Primary Beneficiary Name:_____________________________________       _______%

Relationship:______________________ SSN (Last 4 digits)_____________________

Beneficiary’s Address:_____________________________________________________

City:________________________ State:____________________ Zip Code:__________

In the event that any of the foregoing named primary beneficiaries predecease me, then the portion payable to 

that person(s) shall be payable to _________________________.  [If you designate more than one (1) primary 

beneficiary, you may designate that the surviving primary beneficiary(ies) shall receive the predeceased primary 

beneficiary(ies) share(s) or you may designate the contingent beneficiary(ies) to receive the predeceased 

primary beneficiary(ies) share(s).] 

Attachment 4A 007F



 

City of Orlando Police Pension Board • 400 South Orange Avenue, 4th Floor • P. O. Box 4990 • Orlando, FL  32802-4990 

Phone 407.246.3410 / Fax 407.246.3183 • cityoforlando.net/police-pension-fund-links                REV 03/14/2024 

 

5. Contingent Beneficiary Name:________________________________      __________% 

Relationship:_____________________  SSN (Last 4 digits) ______________________ 

Beneficiary’s Address:_____________________________________________________ 

 City:_______________________ State:_____________________ Zip Code:__________ 

 

6.      Contingent Beneficiary Name:________________________________      __________% 

Relationship:_____________________  SSN (Last 4 digits)______________________ 

Beneficiary’s Address:_____________________________________________________ 

 City:_______________________ State:_____________________ Zip Code:__________ 

 

7. Contingent Beneficiary Name:________________________________      __________% 

Relationship:_____________________  SSN (Last 4 digits) ______________________ 

Beneficiary’s Address:_____________________________________________________ 

 City:_______________________ State:_____________________ Zip Code:__________ 

 
You may add additional primary beneficiaries, but the sum of the percentages for all primary beneficiaries must equal 100%.   You may also add additional contingent 
beneficiaries, but the sum of the percentages for all contingent beneficiaries must equal 100%.  Unless otherwise directed, contingent beneficiaries will receive only that 

percentage designated for the primary beneficiaries that happen to predecease them. 

 
This designation will continue to be effective unless I submit a new designation of beneficiary(ies) using the appropriate form adopted by the Trustees.   
 
I understand that if any designated beneficiary predeceases me it would be best if I complete and file with Employee Benefits a new Designation of Beneficiary or 

Beneficiaries for Accumulated BackDROP Benefits form. 

 

_________________________________   _________________________ 

Employee’s Signature      Date 

 

_________________________________   __________________________ 

Employee’s SSN (Last 4 digits) Employee Number 

 

_________________________________   __________________________ 

Witness’ Signature      Date 

 

________________________________ 

Witness’ Printed Name 

              

 

 

 







 

      REV. 

03/24/2024 

ORLANDO POLICE PENSION BOARD                                                                             400 S. ORANGE AVENUE 

TELEPHONE (407) 246-3410          P.O. BOX 4990 

                                                                                                                                                ORLANDO, FL 32802-4990 

 
 AUTHORIZATION TO RELEASE MEDICAL, PSYCHOLOGICAL 

 AND EMPLOYMENT INFORMATION 

 (including PROTECTED HEALTH INFORMATION) 

 

I, ________________________________________,hereby authorize any health plan,  physician, health care professional, 

hospital, clinic, laboratory, pharmacy, medical facility, health care provider or other person who has attended, examined, 

or furnished medical services to me (“My Providers”) to disclose my entire medical record and any other protected health 

information concerning me to:  
the Orlando Police Pension Board, or their authorized representatives (including Florida Hospital and Florida 

Hospital Centra Care), and any medical provider to whom I am referred for an Independent Medical Examination. 

 

The protected health information authorized for release is as follows: 

any and all information with respect to any illness or injury, medical history, diagnosis, consultation, prescriptions, or 

treatments and copies of all hospital or medical records pertaining thereto, including but not limited to intake 

questionnaires, reports, x-rays, diagnostic tests, films, charts, and other documents of every kind and description including 

psychiatric reports and/or evaluations and drug or alcohol use information. 

 

I further hereby authorize full and complete disclosure of the records of educational institutions, military agencies/units, 

U.S.Veteran’s Administration, current and former employers or any other person to furnish complete copies of all records 

of every kind or nature, including but not limited to reports, findings, charts, documents, x-rays, diagnostic tests, films and 

evaluations, concerning my medical history, diagnosis, treatment or care, and my employment. 

 

The protected health information to be disclosed under this authorization is for the purpose of:  This information for which 

I am authorizing disclosure will be used for the following purpose:  To facilitate the Board of Trustees of the Fund in the 

carrying out its duty to review, discuss and determine my application for disability retirement.  I hereby waive the right of 

confidentiality of medical/health records and other medical evidence in the custody of the Board of Trustees or elsewhere.  

I further understand that such records will be discussed during one or more public meetings and will become public 

record.  I understand that the Board of Trustees will rely upon this waiver. 

 

This authorization will expire at the end of my disability case before the  Board.   I understand that I have the right to revoke 

this authorization, in writing.  I understand that a revocation is not effective to the extent that any of My Providers have 

already relied on this authorization to disclose information about me.  I further understand that if I refuse to sign this 

authorization to release my complete medical records or revoke this authorization, my application for disability pension will 

not be able to be processed and may result in adverse employment consequences. 

 

I understand that a refusal to sign this authorization will not result in a denial of health care by My Providers. 

I further understand that once the protected health information is disclosed, it may be re-disclosed to individuals or 

organizations that are not subject to the federal HIPAA privacy regulations. 

 

A copy of this executed authorization shall be considered as effective and valid as the original. 

 

 
 

 

 

 



 

 

 

 

 

I HAVE FULLY READ AND UNDERSTAND THIS AUTHORIZATION FOR RELEASE OF INFORMATION. 

    

______________________________________  ___________________________ 

NAME OF PATIENT (Print)   DATE     

 

 

 

_____________________________________  ___________________________            _______________ 

NAME OF PATIENT (Signature)             PATIENT’S SSN (Last 4 digits) DATE OF BIRTH 

 

________________________________________            _____________________________ 

NAME OF WITNESS (Print) NAME OF WITNESS (Signature) 
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GUIDELINES AND INFORMATION SHEET 

FOR 

APPLICATION FOR POLICE DISABILITY PENSION 

 

1. Application for Disability Pension, whether line of duty or non-line of duty, shall be on the application form 

provided.  Each application will be considered and determined by the Pension Board on the application's 

own merits. 

 

2. All information must be submitted, and all questions answered fully and accurately on the form provided. 

 

3. The burden is on the applicant to provide, at the applicant’s expense, complete documentation in support 

of the application, including reports from physician(s) on the form provided, physicians' office notes, 

reports of hospitalization and/or surgery, test results, and other medical information pertaining to the 

medical, psychiatric or psychological condition for which the disability pension is sought.   

 

4. Guidelines for the supporting documentation (“application package”) are as follows: 

 

A. The application package should be organized into a 3-ring notebook binder in the order set forth in the 

Table of Contents (Item 5) in this packet. Each new section should be separated and marked with a tab and 

EACH PAGE must be consecutively numbered at the top right-hand corner of each page. If the disability is 

based on multiple injuries/illnesses, Tabs 2-12 shall be completed for each injury/illness, but included in 

one notebook.  If no documents exist for a particular section, please provide a statement to that effect under 

the appropriate Tab number.  Once complete, compile a second notebook in another 3-ring notebook.  The 

application package will also be copied onto two thumb drives.  

B. Tab 1 – Application for Disability Retirement – your completed and signed application. 

C. Tab 2 – Copy of Initial Accident/ Injury Report(s) (in chronological order).  

D. Tab 3 – Hospitalization/Surgical Reports (in chronological order) – provide a copy of all such documents 

that pertain to your injury/medical condition. 

E. Tab 4 – Physician Notes from every doctor you have seen regarding your disability injury (in chronological 

order) with the exception of Centra Care doctors. All physician records should be in chronological order, 

starting with the earliest date of treatment.   

F. Tab 5 – Florida Hospital Centra Care Records – (in chronological order) provide a copy of the ENTIRE 

medical file of Centra Care including but not limited to ALL medical records, reports, office notes, 

treatment plans, test results, etc. 

G. Tab 6 – Diagnostic Reports (in chronological order) – provide reports of x-rays, MRIs, CT Scans, nerve 

conduction studies, EEGs, EKGs, etc. 

H. Tab 7 – Pre-employment physical. 

I. Tab 8 – Any other supporting documentation. 

J. Tab 9 – Authorization to Release Medical Information  

K. Tab 10 – Certification of Completion 

L. Tab 11 – Completed Physician’s Report from Primary Physician.  The Physician’s Report(s), prepared 

on the form provided by the City, shall not be dated more than 60 days prior to the date of 

submission of the application package or the Board will not consider it/them evidence. The Report and 

the medical documentation should not be sent directly to the Board but should be included in your 

package. 

M. Tab 12 – Independent Medical Evaluation – provide a section divider and Tab number for the future IME 

report. 
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PROCEDURES 

 

1 The application package must be submitted within thirty (30) calendar days of the date the 

application is filed. Two notebooks in two (2) three-ring binders and two (2)copies of the notebooks 

should be submitted on thumb drives. It is not the responsibility of the Pension Board to secure the 

information on behalf of the applicant; the applicant has the affirmative obligation to secure and provide 

all necessary supporting documentation in a timely fashion. 

 

2. The two (2) completed application package notebooks  and two (2) copies of the complete notebook 

on thumb drives in the format mandated by the Pension Board and on the forms provided by the Pension 

Board shall be filed with the Pension Coordinator, 4th Floor, Orlando City Hall.  Upon receipt, the Pension 

Coordinator will review the notebook(s) and add the document to the OneDrive.  The Pension Board will be 

notified of the receipt and the Board Attorney will review the notebook for completeness.  Once the 

attorney is satisfied with the contents, the Pension Coordinator will arrange for Centra Care to have a 

courier pick up the notebook and begin the process of securing a doctor to perform the Independent Medical 

Examination “IME”. 

 

3. Each applicant must submit to an Independent Medical Examination with a medical doctor 

selected by Centra Care.  If an IME cannot be scheduled in a reasonable amount of time, the Board may 

allow a treating physician to complete the IME. 

 

 4. Depositions may be taken, upon proper notice to the parties, in accordance with the format in 

Rule 1.310 of the Florida Rules of Civil Procedure.  Testimony for the hearing may be by deposition and 

must be submitted in advance in order to give the Board more time for review and consideration. 

  

 5. After submission of the application package notebooks, requests for medical records, past or 

present employment records or workers compensation records, and notices of depositions shall be in 

writing with a copy to the other party (Applicant or Applicant’s Counsel, or Department’s Counsel c/o 

City Attorney’s Office, City of Orlando) with a copy to the Pension Coordinator, 4th floor, Orlando City 

Hall.  

 

6. All evidentiary materials, case histories, additional medical reports, depositions, etc. must be 

submitted to the Pension Coordinator, with copies to the applicant or applicant’s counsel and the Police 

Department Advocate, no later than seven calendar days prior to the scheduled Disability Hearing.  If 

materials are not submitted by that time, a Motion to Continue must be filed and the hearing may be 

rescheduled upon good cause shown.  Any rebuttals or responses to documents would need to be filed 

within three business days.   

 

 7. Upon receipt of the report from the Independent Medical Examination an initial hearing will be 

scheduled by the Board with all parties.  

 

 8. The Pension Board will generally schedule a hearing on the application upon agreement of the 

applicant (or applicant’s counsel) and the Police Department’s counsel, but such hearing shall be scheduled 

within sixty (60) calendar days after receipt of the IME report by the applicant (or applicant’s counsel) and 

Police Department’s counsel.  

 

 9. The Pension Board may require the applicant to submit to further consultations and/or examinations 

by physicians selected by the Board, with the cost thereof to be borne by the Board.  This option, purely at 

the discretion of the Board, shall not be construed to relieve the applicant from the burden of providing 

sufficient evidence in support of the application.  
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 10. The applicant is entitled to be represented by legal counsel of applicant's choosing, and at applicant's 

expense, in the presentation of the application for disability retirement.  If the applicant is to be represented 

by legal counsel, such attorney must file a Notice of Appearance with the Pension Coordinator, 4th Floor, 

Orlando City Hall with a copy of such notice to the Board Attorney.  The Police Department is also entitled 

to be represented by legal counsel or a departmental advocate.  The Board may choose to retain outside 

counsel to act as the Advocate to represent its interests.   

 

 11. The applicant may appear at the hearing(s) in person.  The Board may take testimony, under oath, 

from the applicant, from the Department representatives, and other witnesses and may consider any other 

relevant evidence. The applicant shall be responsible for ensuring the appearance of witnesses at the 

hearing. Such witnesses are subject to examination and cross-examination by legal counsel for the applicant 

and the Department.  Members of the Board and the Board’s legal counsel shall also be entitled to ask 

questions of the witnesses. 

 

 12. The Board shall determine, based upon competent substantial evidence, whether the applicant has 

proven by a preponderance of the evidence the member’s entitlement to a disability pension.  Entitlement 

shall be based on the provisions governing the pension fund. 

 

 13. The hearing is a formal, quasi-judicial proceeding.  The strict adherence to the rules of procedure 

and evidence shall not be required.  The Board, by majority vote of members present, may grant the request 

as presented, deny the request as presented, or grant a type of disability retirement other than as requested, 

or take any other action in accordance with state and local laws. 

 

 14. If the Board denies the applicant a pension, the applicant may seek review by way of certiorari in 

the Ninth Judicial Circuit Court. 

 

 15. If the disability retirement is granted, the Board shall specify the date on which such retirement is 

effective and direct the Board Attorney to prepare a Final Order reflecting the Board’s decisions.  If the 

disability retirement is not granted, the Board Attorney will be directed to prepare a Final Order reflecting 

the Board’s decision.   Employee Benefits will be tasked with making the necessary computation of 

monthly benefits and shall authorize the Office of Business and Financial Services to make disbursements 

accordingly.  The Board at the next regular meeting following its decision granting retirement shall confirm 

said computation. 

 

Questions concerning the application process may be directed to the Pension Coordinator (407-246-3410). 

 















DISABILITY HEARING 

MOTIONS FOR BOARD 

I MOVE THAT 

Based upon the evidence and testimony provided there is competent 
substantial evidence  a permanent and total disability, as defined by the 
Police Pension Plan, does/does not exist. 

I MOVE THAT 

Based upon the evidence and testimony provided that the Disability 

injury was directly caused by and attributable to performance of duty 

or was not caused by and attributable to the performance of duty as a 

member of the Orlando Police Department.   

Re-open if light duty exists. 

I MOVE THAT 

Based upon the evidence and testimony provided of the existence 

of a permanent and total disability the Board requests that a Final 

Order reflecting the decision of the board be prepared by the 

Board’s attorney.  In addition, the granted disability pension shall 

comply with Worker’s Compensation offsets as may be required by 

the plan and the effective date of the disability shall be first day of 

month following this hearing or the first day of the month after 

separation from the Orlando Police Department.                      . 

 This hearing has concluded, and we are in recess. 
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Board of Trustees 
 

Jay L. Smith, Chairman 

 

Michael Fields, Vice-

Chairman 

 

Martin Carmody, Secretary 

 

Frankie Chisari, Trustee 

 

Katrina Laudeman, Trustee 

 

 

Pension Staff 
 

Shannon Hicks, 

Executive Director 

 

Michele Keane, 

Pension Coordinator 

 

 

TO:  APPLICANTS FOR DISABIILTY PENSION 
 

SUBJECT: APPLICATION REQUIREMENTS 
 

Attached you will find the following: 
 

1. Guidelines and Information Sheet for Application for Disability Pension 
2. Application for Disability 
3. Physician’s Report Form 
4. Authorization to Release Medical, Psychological and Employment Information 
5. Table of Contents 
6. Applicant’s Certification of Completion 

 
As noted on the Guidelines and Information Sheet (Item 1), it is incumbent on you, the 
applicant, to provide all relevant information which will support your request for a disability 
pension and to provide such information in a format as directed by the Pension Board of 
Trustees. 
 
In order to assist you in this process, the above-listed documents are being provided.  Because 
these cases require a substantial amount of documentation and because the Board of Trustees 
requires uniformity in the process to insure a thorough and fair consideration of all applications; 
you adherence to these requirements is mandatory; this includes use of the forms provided 
without change or alteration.  Failure to so utilize these forms will result in your application 
being considered incomplete and unacceptable for presentation to the Board. 

 
 Please read the “Guidelines and Information Sheet for Application for Disability Pension” and 

other attached documents carefully.  You must first complete and file the “Application for 
Disability Pension.”  Thereafter, you must assemble your “application package” in accordance 
with the Table of Contents (Item 5) and complete the Applicant’s Certification of Completion 
(Item 6), which in effect advises the Pension Board that you have completed your application 
process. 

 
 The original of the completed “Application Package” should be placed in a three-ring notebook, 

in the order following the Table of Contents and including the Applicant’s Certification of 
Completion.  Please submit two (2)) completed copies of the “Application Package” on individual 
thumb drives.  The one (1) original notebook, another copy in a 3-ring notebook and the two 
thumb drives must be filed with the Pension Coordinator, Office of Business and Financial 
Services, 4th Floor, City Hall within thirty (30) calendar days after the date you filed your 
application.  When the Independent Medical Examination (IME) is scheduled, you will be 
notified of the date/time in writing.  Thereafter, you will be notified of the date/time of the 
preliminary disability hearing before the Board of Trustees. 

 
 Questions: Please contact the Pension Coordinator at 407.246.3410. 
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GUIDELINES AND INFORMATION SHEET 

FOR 

APPLICATION FOR POLICE DISABILITY PENSION 

 

1. Application for Disability Pension, whether line of duty or non-line of duty, shall be on the application form 

provided.  Each application will be considered and determined by the Pension Board on the application's 

own merits. 

 

2. All information must be submitted, and all questions answered fully and accurately on the form provided. 

 

3. The burden is on the applicant to provide, at the applicant’s expense, complete documentation in support 

of the application, including reports from physician(s) on the form provided, physicians' office notes, 

reports of hospitalization and/or surgery, test results, and other medical information pertaining to the 

medical, psychiatric or psychological condition for which the disability pension is sought.   

 

4. Guidelines for the supporting documentation (“application package”) are as follows: 

 

A. The application package should be organized into a 3-ring notebook binder in the order set forth in the 

Table of Contents (Item 5) in this packet. Each new section should be separated and marked with a tab and 

EACH PAGE must be consecutively numbered at the top right-hand corner of each page. If the disability is 

based on multiple injuries/illnesses, Tabs 2-12 shall be completed for each injury/illness, but included in 

one notebook.  If no documents exist for a particular section, please provide a statement to that effect under 

the appropriate Tab number.  Once complete, compile a second notebook in another 3-ring notebook.  The 

application package will also be copied onto two thumb drives.  

B. Tab 1 – Application for Disability Retirement – your completed and signed application. 

C. Tab 2 – Copy of Initial Accident/ Injury Report(s) (in chronological order).  

D. Tab 3 – Hospitalization/Surgical Reports (in chronological order) – provide a copy of all such documents 

that pertain to your injury/medical condition. 

E. Tab 4 – Physician Notes from every doctor you have seen regarding your disability injury (in chronological 

order) with the exception of Centra Care doctors. All physician records should be in chronological order, 

starting with the earliest date of treatment.   

F. Tab 5 – Florida Hospital Centra Care Records – (in chronological order) provide a copy of the ENTIRE 

medical file of Centra Care including but not limited to ALL medical records, reports, office notes, 

treatment plans, test results, etc. 

G. Tab 6 – Diagnostic Reports (in chronological order) – provide reports of x-rays, MRIs, CT Scans, nerve 

conduction studies, EEGs, EKGs, etc. 

H. Tab 7 – Pre-employment physical. 

I. Tab 8 – Any other supporting documentation. 

J. Tab 9 – Authorization to Release Medical Information  

K. Tab 10 – Certification of Completion 

L. Tab 11 – Completed Physician’s Report from Primary Physician.  The Physician’s Report(s), prepared 

on the form provided by the City, shall not be dated more than 60 days prior to the date of 

submission of the application package or the Board will not consider it/them evidence. The Report and 

the medical documentation should not be sent directly to the Board but should be included in your 

package. 

M. Tab 12 – Independent Medical Evaluation – provide a section divider and Tab number for the future IME 

report. 
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PROCEDURES 

 

1 The application package must be submitted within thirty (30) calendar days of the date the 

application is filed. Two notebooks in two (2) three-ring binders and two (2)copies of the notebooks 

should be submitted on thumb drives. It is not the responsibility of the Pension Board to secure the 

information on behalf of the applicant; the applicant has the affirmative obligation to secure and provide 

all necessary supporting documentation in a timely fashion. 

 

2. The two (2) completed application package notebooks  and two (2) copies of the complete notebook 

on thumb drives in the format mandated by the Pension Board and on the forms provided by the Pension 

Board shall be filed with the Pension Coordinator, 4th Floor, Orlando City Hall.  Upon receipt, the Pension 

Coordinator will review the notebook(s) and add the document to the OneDrive.  The Pension Board will be 

notified of the receipt and the Board Attorney will review the notebook for completeness.  Once the 

attorney is satisfied with the contents, the Pension Coordinator will arrange for Centra Care to have a 

courier pick up the notebook and begin the process of securing a doctor to perform the Independent Medical 

Examination “IME”. 

 

3. Each applicant must submit to an Independent Medical Examination with a medical doctor 

selected by Centra Care.  If an IME cannot be scheduled in a reasonable amount of time, the Board may 

allow a treating physician to complete the IME. 

 

 4. Depositions may be taken, upon proper notice to the parties, in accordance with the format in 

Rule 1.310 of the Florida Rules of Civil Procedure.  Testimony for the hearing may be by deposition and 

must be submitted in advance in order to give the Board more time for review and consideration. 

  

 5. After submission of the application package notebooks, requests for medical records, past or 

present employment records or workers compensation records, and notices of depositions shall be in 

writing with a copy to the other party (Applicant or Applicant’s Counsel, or Department’s Counsel c/o 

City Attorney’s Office, City of Orlando) with a copy to the Pension Coordinator, 4th floor, Orlando City 

Hall.  

 

6. All evidentiary materials, case histories, additional medical reports, depositions, etc. must be 

submitted to the Pension Coordinator, with copies to the applicant or applicant’s counsel and the Police 

Department Advocate, no later than seven calendar days prior to the scheduled Disability Hearing.  If 

materials are not submitted by that time, a Motion to Continue must be filed and the hearing may be 

rescheduled upon good cause shown.  Any rebuttals or responses to documents would need to be filed 

within three business days.   

 

 7. Upon receipt of the report from the Independent Medical Examination an initial hearing will be 

scheduled by the Board with all parties.  

 

 8. The Pension Board will generally schedule a hearing on the application upon agreement of the 

applicant (or applicant’s counsel) and the Police Department’s counsel, but such hearing shall be scheduled 

within sixty (60) calendar days after receipt of the IME report by the applicant (or applicant’s counsel) and 

Police Department’s counsel.  

 

 9. The Pension Board may require the applicant to submit to further consultations and/or examinations 

by physicians selected by the Board, with the cost thereof to be borne by the Board.  This option, purely at 

the discretion of the Board, shall not be construed to relieve the applicant from the burden of providing 

sufficient evidence in support of the application.  
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 10. The applicant is entitled to be represented by legal counsel of applicant's choosing, and at applicant's 

expense, in the presentation of the application for disability retirement.  If the applicant is to be represented 

by legal counsel, such attorney must file a Notice of Appearance with the Pension Coordinator, 4th Floor, 

Orlando City Hall with a copy of such notice to the Board Attorney.  The Police Department is also entitled 

to be represented by legal counsel or a departmental advocate.  The Board may choose to retain outside 

counsel to act as the Advocate to represent its interests.   

 

 11. The applicant may appear at the hearing(s) in person.  The Board may take testimony, under oath, 

from the applicant, from the Department representatives, and other witnesses and may consider any other 

relevant evidence. The applicant shall be responsible for ensuring the appearance of witnesses at the 

hearing. Such witnesses are subject to examination and cross-examination by legal counsel for the applicant 

and the Department.  Members of the Board and the Board’s legal counsel shall also be entitled to ask 

questions of the witnesses. 

 

 12. The Board shall determine, based upon competent substantial evidence, whether the applicant has 

proven by a preponderance of the evidence the member’s entitlement to a disability pension.  Entitlement 

shall be based on the provisions governing the pension fund. 

 

 13. The hearing is a formal, quasi-judicial proceeding.  The strict adherence to the rules of procedure 

and evidence shall not be required.  The Board, by majority vote of members present, may grant the request 

as presented, deny the request as presented, or grant a type of disability retirement other than as requested, 

or take any other action in accordance with state and local laws. 

 

 14. If the Board denies the applicant a pension, the applicant may seek review by way of certiorari in 

the Ninth Judicial Circuit Court. 

 

 15. If the disability retirement is granted, the Board shall specify the date on which such retirement is 

effective and direct the Board Attorney to prepare a Final Order reflecting the Board’s decisions.  If the 

disability retirement is not granted, the Board Attorney will be directed to prepare a Final Order reflecting 

the Board’s decision.   Employee Benefits will be tasked with making the necessary computation of 

monthly benefits and shall authorize the Office of Business and Financial Services to make disbursements 

accordingly.  The Board at the next regular meeting following its decision granting retirement shall confirm 

said computation. 

 

Questions concerning the application process may be directed to the Pension Coordinator (407-246-3410). 
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PHYSICIAN'S REPORT      

 

Date ___________________ 

 

MEDICAL/DISABILITY RETIREMENT APPLICATION OF_________________________________________ 

 

Dear Dr._________________________________ 

    

The above referenced individual has applied to the Pension Board for a disability pension.  This is a separate 

and distinct process from a workers’ compensation claim.  The Board requires specific answers to the following 

questions in order to render a fair and equitable decision on this application.  Your cooperation in thoroughly 

answering these questions is appreciated.  To assist you with these questions, a copy of the current job description 

for a police officer is attached.     

 

If further space is required for any question, please attach additional pages, indicating the question number to which 

the information applies. 

 

The information requested herein should be furnished directly to the applicant (who, in turn, will be assembling 

an application "package" for presentation to the Board).  Please do not send this Physician's Report to the Pension 

Board. 

 

 1. What is the injury/condition for which you saw and/or treated the applicant?  Explain fully. 

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________                

 

 2.     Is the current condition permanent or temporary?  Explain fully. 

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________ 
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3.     Is the condition degenerative?  Explain fully. 

____________________________________________________________________________________________

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

___________________________________________________________________________________________ 

 

 4.     Is the condition/disability partial or total?  Explain fully. 

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________ 

 ____________________________________________________________________________________________ 

 

5. What is the applicant’s current medical status? 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

6. If condition or disability is PTSD or a different psychological or psychiatric health issue, please detail 

the DSM V criteria as follows: 

 

a. Stressor__________________________________________________________________________ 

 

   ________________________________________________________________________________ 

 

b. Intrusion symptoms_________________________________________________________________ 

 

_________________________________________________________________________________ 

 

c. Avoidance________________________________________________________________________ 

 

_________________________________________________________________________________ 

 

d. Negative alterations in cognitions and mood______________________________________________ 

 

_________________________________________________________________________________ 

 

e. Alteration in arousal and reactivity_____________________________________________________ 

 

_________________________________________________________________________________ 

 

f. Duration__________________________________________________________________________ 
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_________________________________________________________________________________ 

 

g. Functional significance______________________________________________________________ 

     

_________________________________________________________________________________ 

 

h. Exclusions________________________________________________________________________ 

 

________________________________________________________________________________ 

 

i. Specifications_____________________________________________________________________ 

 

_________________________________________________________________________________ 

 

 

 NOTE: With reference to Questions 7 through 13, please review and consider the attached Job Description. 

 

 7.   Can the condition be controlled and/or cured by the use of medication? (If YES, specify "control" or "cure", the 

medication, and any known side effects of such medication).  Explain fully. 

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________ 

 ____________________________________________________________________________________________ 

        

 8.  If yes, can the condition be so controlled and/or cured to the extent that the applicant can perform his/her 

duties as a police officer?  Explain fully.

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

 

 9.  Can the condition be controlled and/or cured by surgery?  (If YES, specify "control" or "cure" and the nature 

of the surgery.)  Explain fully.

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

     

 10.  If yes, can the condition be controlled and/or cured to the extent that the applicant can perform his/her duties 
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as a police officer?  Explain fully. 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

  

 11.   a.      Can the condition be controlled and/or cured by means other than medication or surgery (i.e., physical 

therapy, exercise, weight control, stop smoking, diet, counseling, etc.)?  Explain fully. 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

  

   b.       If yes, can the condition be controlled and/or cured to the extent that the applicant can perform his/her 

duties as a police officer?  Explain fully.  

 __________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

 12.  In light of the present condition, what restrictions (if any) would you impose on the individual's activities, 

including continued employment as a police officer (see job description)? 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

 

 13. Does the medical condition render the member (police officer) unfit to perform the required duties of the 

member’s rank? 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

  

 14. Based on the current condition of the applicant is he or she capable of performing the limited duty 

assignments listed below?  If so to what extent?  Please indicate your responses below.   
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 CAN THE APPLICANT:   Yes No Comments 

     
•  Work shift work? ________ ________ _________________________ 

     
•  Work 40 hours a week? ________ ________ _________________________ 

     

•  

Complete police reports by (phone, hand-

written or computer), interview and take 

statements from victims and witnesses 

where no suspect is present.? ________ ________ _________________________ 

     

•  

Respond to non-hazardous calls for 

service including, but not limited to 

investigating traffic crashes and 

processing crime scenes? ________ ________ _________________________ 

     

•  
Ride in a police vehicle and enter and 

exit the vehicle unassisted? ________ ________ _________________________ 

     

•  

Operate a police radio including use of 

handheld microphone or radio with foot 

pedal? ________ _________ _________________________ 

     

•  
Perform general office duties to include 

answering the telephone? ________ ________ _________________________ 
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15. Do you have any personal knowledge OR a professional medical opinion as to whether the disability is 

directly caused by and attributable to the performance of duty as a member of the Police Department?  Explain 

fully. 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

 

 16. Is the condition for which you saw and/or treated applicant related to/the result of/caused by any other 

medical condition, including because of or due to the aggravation of a specific injury, impairment or other 

medical condition pre-existing the member’s employment with the Police Department?  Explain fully. 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

 

 17.   Is the medical condition related to/the result of/any of the conditions referred to below?  

 

Excessive and habitual use by the police officer of drugs, intoxicants, or narcotics; 

 

 Injury or disease sustained by the police officer while willfully and illegally participating in fights, riots, civil 

insurrections or while committing a crime; 

 

Injury or disease sustained by the police officer while serving in any armed forces; 

 

Injury or disease sustained by the police officer after employment has terminated; 

 

    Injury or disease sustained by the police officer while working for anyone other than the city and arising out of 

such employment. Explain fully: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

 __________________________________________________________________________________________

__________________________________________________________________________________________ 
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18.   Is the present condition related to/the result of/caused by any congenital or childhood medical condition?          

 Explain fully: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

 

 19.  Did the impairment or other medical condition for which the applicant is seeking disability benefits pre-

exist the date of employment of the applicant?  

 Explain fully: 

__________________________________________________________________________________________

__________________________________________________________________________________________

_________________________________________________________________________________ 

 __________________________________________________________________________________________ 

20.  What medication or other treatment is presently being prescribed and what is the dosage or treatment?  

Explain fully:   

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

 

 21.    How long has the individual been under your care, for this or any other condition?     

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 __________________________________________________________________________________________

   

22.    In what particular "specialty" area(s)  of medicine do you practice?  Are you Board Certified in those areas? 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 
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23.  Please provide any additional comments or information that you feel is pertinent to the board’s decision.  You 

may attach additional information.   

 

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

___________________________________________________________________________________________ 

 

In addition, the Pension Board will need copies of any and all test results, reports of hospitalization and/or 

surgery, office notes, and any other reports in your chart concerning this individual which should be 

requested by the applicant to be provided to the Board. 

 

The information requested herein should be furnished directly to the applicant (who, in turn, will be assembling 

an application "package" for presentation to the Board).  Please do not send this Physician's Report to the Board. 

 

Thank you for your cooperation. 

 

Orlando Police Pension Board    

 

 

 

        ___________________________________________ 

        Physician’s Signature 

 

        ___________________________________________ 

        Typed or Printed Name of Physician 

 

       _____________________ 

       Date  

 

 

 

      

Attachment:  Police Officer-Job Description    
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
City of Orlando Police Pension Board, 4th Floor • P. O. Box 4990 • Orlando, FL  32802-4990 

Phone 407.246.3410 / Fax 407.246-3183 • cityoforlando.net/pension/police.htm 



 

      REV. 

03/24/2024 

ORLANDO POLICE PENSION BOARD                                                                             400 S. ORANGE AVENUE 

TELEPHONE (407) 246-3410          P.O. BOX 4990 

                                                                                                                                                ORLANDO, FL 32802-4990 

 
 AUTHORIZATION TO RELEASE MEDICAL, PSYCHOLOGICAL 

 AND EMPLOYMENT INFORMATION 

 (including PROTECTED HEALTH INFORMATION) 

 

I, ________________________________________,hereby authorize any health plan,  physician, health care professional, 

hospital, clinic, laboratory, pharmacy, medical facility, health care provider or other person who has attended, examined, 

or furnished medical services to me (“My Providers”) to disclose my entire medical record and any other protected health 

information concerning me to:  
the Orlando Police Pension Board, or their authorized representatives (including Florida Hospital and Florida 

Hospital Centra Care), and any medical provider to whom I am referred for an Independent Medical Examination. 

 

The protected health information authorized for release is as follows: 

any and all information with respect to any illness or injury, medical history, diagnosis, consultation, prescriptions, or 

treatments and copies of all hospital or medical records pertaining thereto, including but not limited to intake 

questionnaires, reports, x-rays, diagnostic tests, films, charts, and other documents of every kind and description including 

psychiatric reports and/or evaluations and drug or alcohol use information. 

 

I further hereby authorize full and complete disclosure of the records of educational institutions, military agencies/units, 

U.S.Veteran’s Administration, current and former employers or any other person to furnish complete copies of all records 

of every kind or nature, including but not limited to reports, findings, charts, documents, x-rays, diagnostic tests, films and 

evaluations, concerning my medical history, diagnosis, treatment or care, and my employment. 

 

The protected health information to be disclosed under this authorization is for the purpose of:  This information for which 

I am authorizing disclosure will be used for the following purpose:  To facilitate the Board of Trustees of the Fund in the 

carrying out its duty to review, discuss and determine my application for disability retirement.  I hereby waive the right of 

confidentiality of medical/health records and other medical evidence in the custody of the Board of Trustees or elsewhere.  

I further understand that such records will be discussed during one or more public meetings and will become public 

record.  I understand that the Board of Trustees will rely upon this waiver. 

 

This authorization will expire at the end of my disability case before the  Board.   I understand that I have the right to revoke 

this authorization, in writing.  I understand that a revocation is not effective to the extent that any of My Providers have 

already relied on this authorization to disclose information about me.  I further understand that if I refuse to sign this 

authorization to release my complete medical records or revoke this authorization, my application for disability pension will 

not be able to be processed and may result in adverse employment consequences. 

 

I understand that a refusal to sign this authorization will not result in a denial of health care by My Providers. 

I further understand that once the protected health information is disclosed, it may be re-disclosed to individuals or 

organizations that are not subject to the federal HIPAA privacy regulations. 

 

A copy of this executed authorization shall be considered as effective and valid as the original. 

 

 
 

 

 

 



 

 

 

 

 

I HAVE FULLY READ AND UNDERSTAND THIS AUTHORIZATION FOR RELEASE OF INFORMATION. 

    

______________________________________  ___________________________ 

NAME OF PATIENT (Print)   DATE     

 

 

 

_____________________________________  ___________________________            _______________ 

NAME OF PATIENT (Signature)             PATIENT’S SSN (Last 4 digits) DATE OF BIRTH 

 

________________________________________            _____________________________ 

NAME OF WITNESS (Print) NAME OF WITNESS (Signature) 
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