COBRA NOTIFICATION LETTER (Sample)
 

NOTICE TO EMPLOYEES
Important Information On Group Insurance
C.O.B.R.A. Continuation
	TO:  (name) and all covered dependents
	DATE:  November 19, 1997

	 

	ADDRESS:

	CITY, STATE, ZIP


 

It is important that all covered individuals read this notice carefully.  In addition if there is a covered dependent not living at the above address, please provide the appropriate address so that a notice can be sent to them as well.

Due to the separation of your employment with COMPANY X on November 03, 1997, your group medical-vision/dental insurance will expire on November 30, 1997.  However, you have the option to retain this coverage at your own expense, for a period not to exceed 18 months (through 05/31/99).   Each covered individual has separate election rights and may elect independently or as a group.  If coverage is elected and carried through the entire 18 month period you will be provided with information on your rights to conversion to an individual policy.

In addition there are certain situations where the maximum coverage period may be extended. 

Social Security Disability: 
If the Social Security Administration determines that a qualified beneficiary was disabled within 60 days from the date of the qualifying event according the Title XVI of the Social Security Act the maximum coverage period can be extended to a total of 29 months.  In addition there is an increase to the premium amount for those covered under this provision.  This extension applies only to the disabled individual.   It is the qualified beneficiaries responsibility to obtain this determination and provide a copy of the Social Security Determination to Mary Smith within 60 days of the date of determination and before the initial 18 month period expires.  It is also the qualified beneficiaries responsibility to notify Mary Smith within 30 days of a final determination that they are no longer disabled.

Secondary Events: 
If during the initial 18 month period a second event takes place (divorce, legal separation, death, Medicare entitlement, or a dependent child ceasing to be a dependent) then the initial 18 months can be extended to a total of 36 months.  If a secondary event occurs it is the qualified beneficiaries responsibility to notify Mary Smith in writing, within 60 days of the second event and before the initial 18 month period expires. 

Under COBRA regulations you have 60 days from the loss of coverage date or the date of this letter (whichever is later) to elect continuation of your benefits.  If it is your intention to continue your group medical-vision/dental insurance, please sign below and return the election form, with the premium payment(s) due, on or before January 29, 1998.  Your coverage will be cancelled during the election period but will be reinstated when the completed election form and appropriate premium payment(s) have been made, as described in the following paragraph, provided those actions have occurred within the allowable timeframe.

 

 

	(name)
	November 19, 1997


 

Upon election of continuation of this coverage, it will be your responsibility to pay the monthly premium to COMPANY X.  You will NOT receive a monthly bill for this coverage.  Your monthly payment should be made payable to COMPANY X and is due on the FIRST DAY OF EACH MONTH. There is a 30 day payment grace period from the first day of each month.  Failure to make timely payments will result in the cancellation of your coverage.  The rates are as follows:

(not available in all areas)

Carrier X Health Plans:
	 
	 
	 
	 
	 

	 
	PPO Plan
	(Med/Vis only)
	POS Plan
	(Med/Vis Only)

	Single Participant
	213.39
	190.64
	183.66
	160.91

	2 Participants
	420.16
	372.38
	348.76
	300.98

	3 Participants
	495.35
	438.47
	410.35
	353.47

	4 Participants
	570.54
	504.56
	471.94
	405.96

	5 or more participants
	645.73
	570.65
	533.53
	458.45


Your continuation rights apply to the health plan option you have been a participant of, you may not switch health plan options unless the option you are participating in is not available in your area or during the annual Open Enrollment period.

C.O.B.R.A. participants shall have the ability to add or delete dependent coverage under the terms of the policy.  Changes to dependent coverage may include an increase/decrease in the monthly premium amount.  You will be notified of plan or coverage changes and the open enrollment period including any premium changes that occur.

This notice is a summary of each qualified beneficiaries rights to elect continuation coverage, not a description of the benefits under the policy.  Please retain a copy of this form for your records.  To insure that you receive accurate and timely information regarding your continuation rights, please notify the plan administrator immediately of any address change for you and your dependents.  If you have any questions regarding the information contained in this form, please call Mary Smith in the Human Resources Department - (510) 555-1212.

 

COMPANY X

777 Park Ave.

Anywhere, CA 99999

PPO/POS Plan Name

POLICY #012345

 

__________________________________

COBRA ADMINISTRATOR

 

Copyright © OneStop HR, Inc. 1998
 

COBRA NOTIFICATION LETTER (Sample)
 

NOTICE TO EMPLOYEES
Important Information On Group Insurance
C.O.B.R.A. Continuation
	TO:  (name) and all covered dependents
	DATE:  November 19, 1997

	 

	ADDRESS:

	CITY, STATE, ZIP


 

It is important that all covered individuals read this notice carefully.  In addition if there is a covered dependent not living at the above address, please provide the appropriate address so that a notice can be sent to them as well.

Due to the separation of your employment with COMPANY X on November 03, 1997, your group medical-vision/dental insurance will expire on November 30, 1997.  However, you have the option to retain this coverage at your own expense, for a period not to exceed 18 months (through 05/31/99).   Each covered individual has separate election rights and may elect independently or as a group.  If coverage is elected and carried through the entire 18 month period you will be provided with information on your rights to conversion to an individual policy.

In addition there are certain situations where the maximum coverage period may be extended. 

Social Security Disability: 
If the Social Security Administration determines that a qualified beneficiary was disabled within 60 days from the date of the qualifying event according the Title XVI of the Social Security Act the maximum coverage period can be extended to a total of 29 months.  In addition there is an increase to the premium amount for those covered under this provision.  This extension applies only to the disabled individual.   It is the qualified beneficiaries responsibility to obtain this determination and provide a copy of the Social Security Determination to Mary Smith within 60 days of the date of determination and before the initial 18 month period expires.  It is also the qualified beneficiaries responsibility to notify Mary Smith within 30 days of a final determination that they are no longer disabled.

Secondary Events: 
If during the initial 18 month period a second event takes place (divorce, legal separation, death, Medicare entitlement, or a dependent child ceasing to be a dependent) then the initial 18 months can be extended to a total of 36 months.  If a secondary event occurs it is the qualified beneficiaries responsibility to notify Mary Smith in writing, within 60 days of the second event and before the initial 18 month period expires. 

Under COBRA regulations you have 60 days from the loss of coverage date or the date of this letter (whichever is later) to elect continuation of your benefits.  If it is your intention to continue your group medical-vision/dental insurance, please sign below and return the election form, with the premium payment(s) due, on or before January 29, 1998.  Your coverage will be cancelled during the election period but will be reinstated when the completed election form and appropriate premium payment(s) have been made, as described in the following paragraph, provided those actions have occurred within the allowable timeframe.

 

 

	(name)
	November 19, 1997


 

Upon election of continuation of this coverage, it will be your responsibility to pay the monthly premium to COMPANY X.  You will NOT receive a monthly bill for this coverage.  Your monthly payment should be made payable to COMPANY X and is due on the FIRST DAY OF EACH MONTH. There is a 30 day payment grace period from the first day of each month.  Failure to make timely payments will result in the cancellation of your coverage.  The rates are as follows:

(not available in all areas)

Carrier X Health Plans:
	 
	 
	 
	 
	 

	 
	PPO Plan
	(Med/Vis only)
	POS Plan
	(Med/Vis Only)

	Single Participant
	213.39
	190.64
	183.66
	160.91

	2 Participants
	420.16
	372.38
	348.76
	300.98

	3 Participants
	495.35
	438.47
	410.35
	353.47

	4 Participants
	570.54
	504.56
	471.94
	405.96

	5 or more participants
	645.73
	570.65
	533.53
	458.45


Your continuation rights apply to the health plan option you have been a participant of, you may not switch health plan options unless the option you are participating in is not available in your area or during the annual Open Enrollment period.

C.O.B.R.A. participants shall have the ability to add or delete dependent coverage under the terms of the policy.  Changes to dependent coverage may include an increase/decrease in the monthly premium amount.  You will be notified of plan or coverage changes and the open enrollment period including any premium changes that occur.

This notice is a summary of each qualified beneficiaries rights to elect continuation coverage, not a description of the benefits under the policy.  Please retain a copy of this form for your records.  To insure that you receive accurate and timely information regarding your continuation rights, please notify the plan administrator immediately of any address change for you and your dependents.  If you have any questions regarding the information contained in this form, please call Mary Smith in the Human Resources Department - (510) 555-1212.

 

COMPANY X

777 Park Ave.

Anywhere, CA 99999

PPO/POS Plan Name

POLICY #012345

 

__________________________________

COBRA ADMINISTRATOR

Copyright © OneStop HR, Inc. 1998
 

