Notice of Unavailability of COBRA Coverage

(Based on Notice of Initial Event)

(This notice should not be used without review by legal counsel.)

Date of Notice: _______________

TO:
___________________________________________________________________ 
FROM: PLAN ADMINISTRATOR 

Address:
__________________________________________________________________________
Address: __________________________________________________________________________
________________________
Telephone Number: ___________________________________________

On __________(date)____________ the Plan Administrator of the [Enter name of group health plan] (the Plan) received a notice indicating the following information [Check appropriate box]:
Notice of Event 

· Divorce from covered employee

· Legal separation from covered employee
· Cessation of dependent child status under the Plan
Under provisions of the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA), the event listed above could be a qualifying event that would usually entitle you and your dependent child(ren), if 
any, to elect COBRA continuation coverage under the plan for up to 36 months from the date of that event, but only if the event is a qualifying event (i.e., you were covered by the Plan before the event, the event caused you (or your dependent child(ren), if any) to lose coverage under the Plan, and you complied with the notice procedures established by the Plan for notifying the Plan Administrator of the event.

COBRA Coverage Is Unavailable

The Plan Administrator has determined that in this case, COBRA continuation coverage is not available to you (and any dependent child(ren)) and the event identified above is not a qualifying event for COBRA purposes because:  [Explain reasons for denying COBRA continuation coverage (e.g., spouse not otherwise covered by the plan prior to divorce, dependent child(ren) not otherwise covered by plan, qualifying event notice provided too late or not in accordance with procedures and there is not enough information to determine whether the qualifying event occurred or the plan under which coverage would otherwise be required, etc.)]
Therefore, you and your dependent child(ren), if any, are determined to be ineligible for COBRA coverage and coverage under the Plan will terminate effective_________________

Procedure for Review of Benefits Denial

If you believe that your rights to continuation coverage have been improperly denied, you may request a review of the plan administrator’s decision.  [Outline procedures for review process. According to the DOL ‘s preamble to final regulations, the group health plan claims procedures would not necessarily apply to an appeal of denial of eligibility for COBRA coverage unless the claim relates to a specific claim for benefits.]

For More Information

If you have any questions about this notice, please contact the Plan Administrator at (ADDRESS and TELEPHONE NUMBER).

Notice of Unavailability of COBRA Coverage

(Based on Notice of Second/Multiple Event)

(This notice should not be used without review by legal counsel.)

TO:
___________________________________________________________________ 
FROM: PLAN ADMINISTRATOR 

Address:
__________________________________________________________________________
Address: __________________________________________________________________________
________________________
Telephone Number: ___________________________________________

On __________(date)____________ the Plan Administrator of the [Enter name of group health plan] (the Plan) received a notice indicating the following information [Check appropriate box]:
Notice of Second Event (ie., an event that followed an initial qualifying event that was a termi​nation or reduction in hours of employment):
· Divorce from covered employee

· Legal separation from covered employee

· Cessation of dependent child status under the Plan

· Death of covered employee

· Employee’s Medicare entitlement

Under provisions of the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA), the event listed above could be a multiple qualifying event that would usually entitle you and your dependent child(ren), if any, to elect to extend COBRA continuation coverage under the Plan for up to a total of 36 months from the date of the original qualifying event (which was a termination or reduction in hours of employment), but only if the second event would have caused the qualified beneficiary to lose coverage under the Plan if the first qualifying event had not occurred. Also, you must notify the Plan within 60 days after a second qualifying event occurs if you want to extend your continuation cover​age.

COBRA Coverage Is Unavailable

The Plan Administrator has determined that in this case, an extension of COBRA continuation cover​age under the multiple qualifying event rule is not available to you (and any dependent child(ren)) and the event identified above is not a second qualifying event for COBRA purposes because:  [Explain reasons for denying COBRA continuation coverage (e.g., spouse not otherwise covered by the plan prior to divorce, dependent child(ren) not otherwise covered by plan, qualifying event notice provided too late or not in accordance with procedures and there is not enough informa​tion to determine whether the qualifying event occurred or the plan under which coverage would otherwise be required, etc.)]

Therefore, you and your dependent child(ren), if any, are determined to be ineligible for COBRA coverage and coverage under the Plan will terminate effective ___________-

Procedure for Review of Benefits Denial
If you believe that your rights to continuation coverage have been improperly denied, you may request

a review of the plan administrator’s decision. [Outline procedures for review process. According to

DOL ‘5 preamble to final regulations, the group health plan claims procedures would not neces​sarily apply to an appeal of denial of eligibility for COBRA coverage unless the claim relates to

a specific claim for benefits.]
For More Information
If you have any questions about this notice, please contact the Plan Administrator at (ADDRESS and

TELEPHONE NUMBER).

Notice of Unavailability of COBRA Coverage

(Based on Notice of Disability Determination)

(This notice should not be used without review by legal counsel.)

Date of Notice: _____________

TO:
___________________________________________________________________ 
FROM: PLAN ADMINISTRATOR 

Address:
__________________________________________________________________________
Address: __________________________________________________________________________
________________________
Telephone Number: ___________________________________________

On _________(date)
, the Plan Administrator of the [Enter name of group health plan] received a notice intending to indicate that the Social Security Administration had determined that the individual named was disabled for Social Security purposes.

Under provisions of the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA), an 11-month extension of coverage may be available if any of the qualified beneficiaries is determined by the Social Security Administration (SSA) to be disabled. The disability has to have started at some time before the 60th day of COBRA continuation coverage and must last at least until the end of the 18-month period of continuation coverage. In addition, notice of the SSA disability determination must be pro​vided to the Plan Administrator within the time frames set forth in the Plan’s summary plan description (SPD) and general COBRA notice.

COBRA Coverage Extension Is Unavailable

The Plan Administrator has determined that in this case, an extension of COBRA continuation cover​age is not available to you (and your spouse and any dependent child(ren)) because: [Explain rea​sons for denying COBRA continuation coverage extension (e.g., deficiency in SSA determina​tion, individual was not covered by the Plan, SSA determination not provided within proper time frame required by Plan and previously explained to participants and beneficiaries, etc.)]

Therefore, you and your spouse and dependent child(ren), if any, are determined to be ineligible for an extension of COBRA continuation coverage due to a disability determination and coverage under the Plan will terminate effective___________-

Procedure for Review of Benefits Denial

If you believe that your rights to continuation coverage have been improperly denied, you may request a review of the plan administrator’s decision. [Outline procedures for review process. According to DCL ‘s preamble to final regulations, the group health plan claims procedures would not neces​sarily apply to an appeal of denial of eligibility for COBRA coverage unless the claim relates to a specific claim for benefits.]

For More Information

If you have any questions about this notice, please contact the Plan Administrator at ADDRESS and TELEPHONE NUMBER).
