NOTICE OF RIGHT TO CONTINUE GROUP HEALTH COVERAGE—COBRA
        The COBRA law intends that this notification be given to each of the covered individual listed below.  Should any of the eligible applicants reside at a different address, you must advise us immediately so that we may send them a notice and election form.

To: (Name of covered employee, spouse and dependent children (if applicable), address)

From: (Name of plan administrator and address)

Date of Notification: (Date)

Availability of continuation coverage
         Cobra continuation coverage is available to covered employees, spouses and dependent children (called qualified beneficiaries) when coverage under a group health plan ceased due to a qualifying event.  You are eligible to elect COBRA continuation coverage due to the following checked qualifying event:

· 1.  The employee’s termination of employment on ___________________________________________

· 2.  The employee’s reduction of employment hours on ________________________________________

· 3.  The employee’s death on _____________________________________________________________

· 4. The employee’s divorce or legal separation, effective _______________________________________

· 5.  The loss of dependent status of a dependent  child as of _____________________________________

· 6.  The employee’s entitlement to Medicare as of ____________________________________________

  Cobra continuation coverage will also be available for dependent children who are born to or place for adoption with a covered employee after termination of coverage under the (name of plan) if the covered employee elects to   continue coverage.
Election of continuation coverage

      Your coverage under the (name of plan) will cease on (date of termination of coverage) due to the reason indicated above unless prior to (date) (which is 60 days after the later of (a) the date coverage will cease or (b) the date of this notice) you complete the enclosed Election Form and send it to the address on the reverse side of the Election Form.

Cost of continuing coverage

       If you elect to continue coverage, you must, within 45 days of your election date, submit to the same address your check to cover the initial premium payment.  The check for this initial premium payment must cover the number of full months from the date of termination (date) to the time of your payment.

       After the initial payment you must submit the same monthly payment on the 1st of each month until you are advised of a general change in the premium amount that applies all participants in the (name of plan).  If you fail to submit the monthly payment within 30 days of its due date, your coverage will cease on that date and cannot be reinstated

       The initial cost for COBRA continuation coverage under (name of plan) is:






MEDICAL
DENTAL
VISION

   1. Employee only: 

$________
$________
$________
   2. Employee/Spouse: 

$________
$________
$________

3. Employee/Child(ren) 

$________
$________
$________

   3. Family: 


$________
$________
$________
  Make Check Payable to: (Name of employer)

        If you respond immediately, you will assure early reinstatement of coverage and minimize claim delays.

Length of coverage

        18 month period—If the event causing the loss of coverage is a termination of employment (other than for reasons of misconduct) or a reduction in employment hours, then you will have the opportunity to continue coverage for an 18 month period starting with (date), the date of the qualifying event.

         Disability Extension- The 18 months of continuation coverage may be extended to 29 months if the Social Security Administration determines that a qualified beneficiary was disabled during the first 60 days of continuation coverage according to Title II or XVI of the Social Security Act.  It is the qualified beneficiary’s responsibility to obtain this disability determination from the Social Security Administration and to provide a copy of the determination letter to (name of plan administrator) within 60 days of the date of determination and before the original 18 months of continuation coverage ceases.  If there is a final determination that the qualified beneficiary is no longer disabled, (name of plan administrator) must be notified within 30 days of the determination by the qualified beneficiary.
          Secondary Events- Another extension of the 18 month period can occur, if during the 18 months of continuation coverage a second qualifying event occurs (divorce, legal separation, and death, entitlement to Medicare, or ceasing to be a dependent child).  If a second qualifying event occurs, then the 18 months of continuation coverage may be extended to 36 months from the date of the original qualifying event.  If a second event occurs, it is the qualified beneficiary’s obligation to notify (name of plan administrator) of the event within 60 days of the event and within the original 18 month period.  In no event, however, will continuation coverage lasts beyond three years from the date of the original qualifying event.
           36 Month Period- If the original qualifying event causing the lass of coverage was the death of the employee, divorce, legal separation, Medicare entitlement, or loss of “dependent status” of a dependent child under the (name of plan), then each qualified beneficiary will have the opportunity to elect 36 months of continuation coverage from the date of the qualifying event.

Termination of Continuation Coverage

            The law allows continuation coverage that has been elected and paid for to be terminated prior to the maximum continuation period for any of the following reasons:

1.  (Name of employer) ceases to provide group health coverage to any of its employees:

2.  Any required premium is not paid in a timely fashion:

3.  A qualified beneficiary becomes covered under another group health plan that does not contain any exclusion or       

     or limitation with respect to any preexisting condition of such beneficiary (other than a exclusion or limitation 

     that may be disregarded under the law:

4.  A qualified beneficiary becomes entitled to Medicare:

5.  A qualified beneficiary who has extended coverage due to a disability is determined by the Social Security 

     Administrator to be no longer disabled:

6.  A qualified beneficiary notifies (name of plan administrator) that he/she wished to cancel continuation coverage.

ELECTION FORM-MUST BE COMPLETED
1.  Qualified Beneficiary’s Name (Last, First, Middle initial)

      __________________________________________________________________________________________
2.  Qualified Beneficiary’s Social Security Number___________________________________________________
3.  Employee’s Social Security Number (If Qualified Beneficiary is Other than Terminated Employee)

     ___________________________________________________________________________________________

4.  Qualified Beneficiary’s Birthdate _______________________________________________________________
5.  Qualified Beneficiary’s Address (Street, City, State, Zip Code)

     ___________________________________________________________________________________________

6.  Phone Number ______________________________________________________________________________
 7.  I request continuation of the following coverage:

[] Medical []  Dental  []  HMO  []  Other Coverage __________________________________________________
    Coverage is for:

    [] Self only [] Self & Spouse []  Self & Child/Children

    []  Spouse & Child/Children  [] Self, Spouse & Child/Children

    []  Spouse only  []  Child Only

8.  If you or any of your dependents are covered under another Group Health Plan, please indicate Type of 

     Coverage, Health Plan Sponsor and Family Members Covered._______________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________

9.  Dependent Qualified Beneficiary Name (Last, First, Middle Initial)

    ___________________________________________________________________________________________

     Dependent Qualified Beneficiary’s Relationship____________________________________________________

     Dependent Qualified Beneficiary’s Social Security Number___________________________________________

     Dependent Qualified Beneficiary’s Birthdate_______________________________________________________
     Full Time Student: [] Yes  []  No

     List Name of School Being Attended ____________________________________________________________

Signature ______________________________________________ Date of Election________________________

INSTRUCTIONS FOR COMPLETING ELECTION FORM

A covered employee or spouse may make an election for any other qualified beneficiary.

Item No. 1- Please complete your name (Name, First, Middle Initial)

Item No. 2- Fill in your Social Security Number

Item No. 3- Fill in the Social Security Number of the employee who originally held the coverage under the group. This should be completed for all qualified beneficiaries other than the terminated employee.

Item No. 4- Your birthdate

Item No. 5- Complete your full address

Item No. 6- Fill in a phone number where you can be contacted

Item No. 7- 8- Enrollment coverage will be the same for all family members unless a separate Election Form is furnished (make copies for extras)

Item No. 9- List family members for whom you are electing continuation coverage. (If more than one, attach sheet with required information listed for each dependent that you are electing coverage for.)  The name, relationship, social security number and birthdate of the dependent should be listed.  The dependent must have been previously covered under the group, unless the dependent is a child born to or placed for adoption with the employee during the continuation period.  Check YES or NO to indicate if the dependent is a full-time student.  If yes, list the name of school being attended.
Sign and date the form and send along with a check for the premium for the coverage period to date to:

(Employer name and address)
