COBRA ELECTION FORM (Sample)
 

I,  _______________ (name), elect to continue my group medical-vision/dental insurance, at my own expense.  I am aware that I have 60 days from the loss of coverage date or the date of this letter in which to elect continuation of benefits.   And 45 days from that election date to pay the entire premiums due.  I also understand that I will not receive a monthly bill and it is my responsibility to make timely payments, within the stated grace period each month.

Coverage Expiration Date:  November 30, 1997

Coverage Confirmation:
Election Period Expires:  January 29, 1998

Current Coverage:
PPO Plan

Medical/Vision and Dental (with no dependent coverage)

Changes:
 

Please provide the name AND social security numbers of all individuals to be covered under your health plan.

	Name
	Social Security Number

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


 

Any changes in my health plan coverage are shown above, otherwise my coverage is to remain as it is currently held.

Name____________________________________

Address _________________________________

_________________________________________

 

Signature_________________________________

Date_____________________________________

For additional information call Mary Smith, your COBRA Administrator, Company X, (510) 555-1212 .
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