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The Department of Financial Services


Division of the State Fire Marshal

Firefighters Supplemental Compensation Program
BUREAU OF FIRE STANDARDS & TRAINING

REQUEST FOR DETERMINATION OF ELIGIBILITY

Please type or print  requested information legibly.

	
	
	
	
	
	

	Name  of Firefighter:
	LAST
	FIRST
	M.I.
	
	Maiden Name (If applicable)

	
	
	
	00000

	Home Address
	City
	State
	Zip CODE

	000-00-0000
	
	(000) 000-0000

	
	
	Telephone  #

	

	NAME OF employing agency 

	
	
	(000) 000-0000

	name of Authorized Agent for employing agency
	
	employing agency Telephone #

	
	
	
	00000

	employing agency Mailing Address
	City
	State
	ZIP CODE

	THE FOLLOWING DOCUMENTS MUST ACCOMPANY THIS FORM: 

	1.
	Firefighter’s current official job description, and 

	2.
	​Firefighter’s official qualifying transcript indicating the type of Degree awarded.

	
	

	
	
	

	Name of Institution awarding the qualifying Degree 
	
	Degree awarded

	
	
	

	Signature of applicant
	
	Position Held

	
	
	

	Signature of  employing agency authorized agent
	
	date

	SUBMIT This form and attachments to the: Bureau of Fire Standards & Training,11655 NW Gainesville Road, Ocala, Florida  34482-1486.

	Bureau Use Only
	
	Effective Date:
	
	

	
	01   FORMCHECKBOX 

	02   FORMCHECKBOX 

	03   FORMCHECKBOX 

	
	
	04   FORMCHECKBOX 

	05   FORMCHECKBOX 

	06   FORMCHECKBOX 

	

	
	07   FORMCHECKBOX 

	08   FORMCHECKBOX 

	09   FORMCHECKBOX 

	
	
	10   FORMCHECKBOX 

	11   FORMCHECKBOX 

	12   FORMCHECKBOX 

	

	Recorded by:
	
	
	Date:
	
	








DFS-K4-1057  REV 03/01, ___________
Adopted in Rule 69A-37.086, F.A.C.
DI4-1546
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