Employee Benefits Solutions Inc.

COBRA NOTIFICATION FORM
Employer:                                 


         Fax To: COBRA Dept  (508) 830-3810
Type of Qualifying Event (Check one event, unless there is a termination of a Medicare covered employee, then check second and fifth event):
	
	Death of Covered Employee

	
	Termination of Covered Employee (other than by reason of gross misconduct) 
This includes Voluntary termination of employment by employee

	
	Reduction of hours of Covered Employee

	
	Divorce or Legal Separation of Covered Employee

	
	Covered Employee's entitlement to Medicare Benefits

	
	Disabled Individual who has sent notice of his/her Social Security

	
	Disability Determination

	
	Dependent Child ceasing to be a Dependent under the Plan's Terms


	Date of Qualifying Event
	
	Date of Premium Paid Through
	


	Covered Employee Name:
	

	Address:
	

	Social Security Number:
	

	Date of Birth:
	

	Date of Hire:
	
	Original Plan Effective Date:
	

	Employee Phone Number:


	Employee Currently Covered by Medicare?
	Yes
	
	No
	
	Don’t Know
	


	Name of Covered Spouse or Covered Significant Other:

	Address:
	

	Social Security Number
	
	Date of Birth
	

	

	Name of Covered Dependents:
	

	Address:
	

	Social Security Number
	
	Date of Birth
	


Employee is Currently Covered and Entitled to (List Plan Name):

	Medical
	Plan Name:
	Enrollment (please circle)

Individual             2-Person            Family

	Dental:
	Plan Name:
	Enrollment (please circle)

Individual             2-Person            Family


Please note that the Employer is responsible for terminating coverage with the insurance carrier(s) upon the last day of employment.  Employee Benefits Solutions will notify the Employer if and when to reinstate coverage.
	Plan Administrator Signature:
	
	Date:
	

	Printed Name & Title:
	


THIS COMPLETED FORM SHOULD BE FAXED TO EMPLOYEE BENEFITS SOLUTIONS, INC. WE WILL NOTIFY THE INDIVIDUAL OF THE COBRA RIGHTS PROMPTLY.

