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PRIVATE 

Name of Employer  __________________________

Employee Name                                                          Social Security #  ___________________________           Home Address                                                             Date of Birth    ______________________________                                                                
      A.
Current Health Care Coverages Available for Continuance

· Employee Only

· Family Coverage



Coverage Termination Date:  ______________                       

      B.
Qualifying Event (check appropriate event)  
Date of Qualifying Event:                        
· Termination of employment for any reason other than gross misconduct.


· Reduction in hours of employment.





· Death of covered employee.






· Divorce or legal separation of covered employee.


· Covered employee becomes entitled to Medicare benefits.


· Dependent child ceases to be a dependent under definition of employer's plan.

      C.  Continuance Options & Initial Monthly Rates (to be determined).

	Plans
	Employee Only
	Dependents Only
	Employee & Family

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	


1.  Indicate below which of the shaded Plan numbers you wish to choose and mark the appropriate “type” box:    Plan #                                Type:     (  Employee Only          (   Dependents Only        (     Family

·   No Coverage Elected

2.  List all persons, including yourself, below for whom continued coverages is desired.

                                                                                                                                                              Relationship

Name


                                         Birth Date         Sex
 Social Security #
  to Employee

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                                                                                                                                            
3.  Your first payment must be received within 45 days of the date you sign this election form. Your first payment should include premiums from the date of the qualifying event (shown in item B above) through the date of payment.

Signature                                                                            

Date      ______________                                                               

PLEASE READ ALL INFORMATION CAREFULLY BEFORE RETURNING THIS FORM.

WHO CAN CONTINUE COVERAGE?

If your coverage terminates due to terminating employment (except for gross misconduct) or due to a reduction in hours, you can continue coverage for yourself, your spouse, and your children (provided they were covered under the plan before termination).

Your spouse and children can continue coverage, if:


1) you die, or


2) you and your spouse are divorced or legally separated; or


3) you become eligible for Medicare and your spouse does not.

Your children can continue coverage, if


1) they reach the maximum age; or


2) they get married; or


3) you and your spouse both become eligible for Medicare.

HOW LONG CAN COVERAGE BE CONTINUED?

If continuation is due to your termination of employment or reduction in hours of employment, the maximum continuation is 18 months.  Otherwise, the maximum continuation is 36 months.

Even though you are no longer eligible to be covered under Group Name Here Employee Health Plan as of                        , you have the option to continue your benefits under the plan beyond this date.  If you have dependents who were covered under the plan, you also have the option to continue their benefits.

You have 60 days from the date of this notice to notify us of your election.

If you elect this option, the benefits will be continued until:

· the expiration of 18 months;

· in the case of each person, he/she becomes covered under any other


  group health plan (as an employer or otherwise);

· in the case of each person, he/she becomes entitled to Medicare benefits;

· you fail to pay the monthly charge for this coverage on time; or

· our Employee Health Plan is no longer in force;

Your election options (which are restricted to the plan you were in when you terminated, or the equivalent plan without dental coverage) and the current monthly costs are shown on the reverse side of this notice.  Your first payment should include premiums for all months from the date of the qualifying event (shown in item B on the front) through the date of payment. All subsequent payments are due on the 1st of the month covered.

If your first payment, or any subsequent monthly payment, is not received on time, you will lose your option to continue coverage.

IMPORTANT:

1.  Should you have any questions, please call               (801) 274-8100              .

2.  We must receive completed copy of this notice by                                      .

3.  We must receive your first payment within 45 days following the date you sign this form.  Make checks

     payable to         Group Name Here      .

4.  This form, and all subsequent premiums should be sent to:

Name: 


Group Name Here



Attn: COBRA Dept.
Address: 

802 E. Winchester Road # 250

City, State Zip: 
Salt Lake City, UT 84107

NOTICE / ELECTION OF 


CONTINUATION OF HEALTH 


AND DENTAL COVERAGES











