Notice of Termination of COBRA Coverage

Date of Notice ____________________
( Mailed



( Hand delivered
Qualified Beneficiary Information
Name:  Last, First, Middle
Social Security Number
Home Address
Street
City
State
Zip
Date of Birth:
__/__ /____
Marital Status:  (  Single  (  Married
No. of Dependent Children: _____

Date COBRA Coverage Began:  __/__ /____
Policy Number  __________________
Reason for the Termination of COBRA Coverage

On _________(date)
, the COBRA continuation coverage under the [Enter name of group health plan] (the Plan) of the following individuals was terminated:


Name 
Relationship
Policy Number
Type of Coverage

1.)
______________________________________________________________________________

2.)
______________________________________________________________________________
3.)
______________________________________________________________________________

4.) 
______________________________________________________________________________

The reason for termination of the above-referenced COBRA continuation coverage is [Check applicable reason]:

· After the date of your COBRA election, you became covered under another group health plan that does not limit or exclude pre-existing conditions.

· The end of the (circle one) 18 months 29 months 36 months of COBRA continuation coverage.

· Failure to pay the applicable premium in full.

· Failure to pay the applicable premium when due.

· Termination of all of the company’s group health plans.

· After the date of your COBRA election, you became entitled to Medicare.

· Other __________________________________________________ .
Note that effective with the termination date, any medical claims will not be paid by the plan.

In Case of Error

If you believe that the termination date of your continuation coverage is inaccurate, please notify the Plan Administrator immediately. You may request a review of the Plan Administrator’s decision. [Explain procedures for review process.]  If you have any questions about this notice, please contact the Plan Administrator as soon as possible at (ADDRESS and TELEPHONE NUMBER).

Notice of Termination of COBRA Coverage

And Conversion Rights



( Mailed

Date of Notice:  ______________
( Hand delivered

Qualified Beneficiary Information

Name: Last, First, Middle
Social Security Number

Home Address
Street
city
State
Zip
Date of Birth:  __/__ /____

Marital Status: ( Single ( Married

No. of Dependent children: _____
Date COBRA Coverage Began: __/__ /____
Policy Number: ____________

Reason for the Termination of COBRA Coverage

On _________(date)
, the COBRA continuation coverage under the [Enter name of group health plan] (the Plan) of the following individuals was terminated:


Name 
Relationship
Policy Number
Type of Coverage

1.)
______________________________________________________________________________
2.)
______________________________________________________________________________
3.)
______________________________________________________________________________

4.)
______________________________________________________________________________

The reason for termination of the above-referenced COBRA continuation coverage is [Check applicable reason]:

· After the date of your COBRA election, you became covered under another group health plan that does not limit or exclude pre-existing conditions.

· The end of the (circle one) 18 months 29 months 36 months of COBRA continuation coverage.

· Failure to pay the applicable premium in full.

· Failure to pay the applicable premium when due.

· Termination of all of the company’s group health plans.

· After the date of your COBRA election, you became entitled to Medicare.

· Other __________________________________________________

Note that effective with the termination date, any medical claims will not be paid by the plan, unless you convert to an individual policy, as described below.

Right to Convert to an Individual Insurance Policy

Depending on the reason why your COBRA coverage is terminating, you may have the right to convert to an individual health insurance policy as provided by the plan. Eligibility determination, enrollment forms and other information can be requested through the Plan Administrator. Note that if you qualify for the conversion policy, once your continuation coverage ends you have ______ days to submit your application and first premium payment to _______________ insurance company for the conversion policy. [Explain any limitations on ability to convert to individual policy.]

In Case of Error

If you believe that the termination date of your continuation coverage is inaccurate, please notify the Plan Administrator immediately. You may request a review of the Plan Administrator’s decision. [Explain procedures for review process]
For More Information
If you have any questions about this notice, please contact the Plan Administrator as soon as possible at (ADDRESS and TELEPHONE NUMBER).

