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The Department of Financial Services


Division of the State Fire Marshal

FIREFIGHTERS SUPPLEMENTAL COMPENSATION PROGRAM

QUARTERLY REPORT

BUREAU OF FIRE STANDARDS & TRAINING

	
	QUARTER:
	 FORMCHECKBOX 
  1ST
	
	 FORMCHECKBOX 
  2ND
	
	 FORMCHECKBOX 
  3RD
	
	 FORMCHECKBOX 
  4TH
	
	YEAR
	
	

	
	(JAN-MAR)
	
	(APR-JUN)
	
	(JUL-SEP)
	
	(OCT-DEC)
	

	

	Name ofEmploying Agency

	
	
	(000) 000-0000

	name ofAuthorized Agent of employing agency
	
	employing agency Telephone #

	
	
	
	00000

	employing agency Mailing Address
	City
	State
	ZIP CODE

	NOTE:  Submit this form to: Bureau of Fire Standards & Training, 11655 NW Gainesville Road, Ocala, Florida  34482-1486 within 10 business days of the last day of the quarter.

 The following information must be in alphabetical order and typed or printed legibly.

	FIREFIGHTER’S NAME
	CERTIFICATE NUMBER
	AMOUNT OF SUPPLEMENTAL COMPENSATION PAID DURING REPORTING QUARTER

	1.
	
	000-00-0000
	$000.00

	2.
	
	000-00-0000
	$000.00

	3.
	
	000-00-0000
	$000.00

	4.
	
	000-00-0000
	$000.00

	5.
	
	000-00-0000
	$000.00

	6.
	
	000-00-0000
	$000.00

	7.
	
	000-00-0000
	$000.00

	8.
	
	000-00-0000
	$000.00

	9.
	
	000-00-0000
	$000.00

	10.
	
	000-00-0000
	$000.00

	TOTAL AMOUNT PAID BY EMPLOYING AGENCY THIS QUARTER:
	$000.00
	This is page
	
	of
	
	pages

	I hereby certify that the above information is true and accurate and meets the requirements of s. 633.382, F.S. for reimbursement. 

	
	
	
	
	

	Signature of  Authorized Agent
	
	Title 
	
	Date

	








DFS-K4-1065  REV 03/01, ________________

Adopted in Rule 69A-37.089
DFS-K4-1065  REV 03/01, ________________

[image: image1.png][image: image2.wmf]