
 

 
 
 
 
 
 
Date: 
 
 
 
 
 
Dear                                       :    
       
Your Benefits Continuation Plan allows you to continue health benefits for yourself and your covered 
dependents, if any, for a period of up to 18 months from the Qualifying Event Date of______________.                    
Your coverage can commence on ___________________, the first day after your coverage for the regular  
group  benefits ends due to Termination.  If you or qualified dependents were disabled at the time of your 
Qualifying Event Date, or become disabled  within sixty days of that date, you may be eligible for an 
extension of eleven or more months of coverage.  
 
If you would like to continue receiving these benefits, please complete the enclosed Enrollment Form and 
return it to the address stated on the form, no later than_________________.  Also, if not all members of 
your family wish to continue coverage, please call the telephone number below to obtain information. 
 
The total premiums due are shown on the attached Premium Computation Form.  You should pay the total 
premium due at the time you send in the Enrollment Form, in order to complete your enrollment.  However, 
you are allowed to delay the premium payment for up to forty-five days after you have signed, dated and 
submitted your Enrollment Form.  Any claims submitted for expenses incurred following the date of the 
Qualifying Event may be held in suspense until all premiums, which are due, have been paid. 
 
Future premiums are due each month thereafter, and should be mailed on or before the due date. Failure to 
pay premiums by premium due dates may terminate your participation in the Continuation Plan. 
 
Continuation coverage may terminate early if you, your spouse or dependent child(ren) become covered, 
after the election date, under another plan that does not contain any exclusion or limitation for any of your 
pre-existing conditions.  Also, please be aware that any break in continued coverage of more than sixty-
three days may cause loss of coverage portability. 
 
If you have any questions, please contact__________________at______________during regular business 
hours. 
 
 
Sincerely, 
 
 
 
 
 
 
 
 
 
 
 
 

 



 

 
   BENEFITS CONTINUATION PLAN ENROLLMENT FORM 
 
 
 
PQB NAME:    
ADDRESS: 
 
TELEPHONE: 
EMPLOYEE: 
BRANCH: 
 
QUALIFYING EVENT:   
 
LIST ELIGIBLE PERSONS TO BE COVERED: (PERSONS PREVIOUSLY COVERED ONLY) 
 
NAME LAST              FIRST            MIDDLE  BIRTHDATE SEX SOC. SEC. #                
___________________________________   ____________ ____ ________________              
___________________________________      ____________ ____ ________________         
___________________________________        ____________ ____ ________________       
___________________________________         ____________ ____ ________________      
___________________________________       ____________ ____ ________________ 
        
Plan Description                           Coverage  Premium                                      
-----------------------------------------------------------        -------------------------- ----------------------                           
      PQB   $     
      PQB and Family  $    
----------------------------------------------------------- -------------------------- ---------------------- 
                                                                      
______________________________________________________________________________  
 
I HEREBY REQUEST ENROLLMENT IN THE HEALTH BENEFITS CONTINUATION PLAN FOR 
MYSELF AND ELIGIBLE QUALIFIED DEPENDENTS LISTED ON THIS FORM AND AGREE TO 
PAY THE PREMIUM AS REQUIRED.  I UNDERSTAND THAT CONTINUATION COVERAGE 
WILL TERMINATE UNDER SEVERAL CIRCUMSTANCES, INCLUDING:  THE DATE I OR A 
CONTINUED DEPENDENT BECOME COVERED UNDER ANOTHER GROUP HEALTH PLAN, 
BECOME ENTITLED TO MEDICARE, OR ON THE DATE ON WHICH THE GROUP HEALTH 
PLAN ENDS.  I ALSO UNDERSTAND THAT IF I WAS DISABLED WITHIN 60 DAYS OF THE 
COBRA QUALIFYING EVENT, I MAY BE ELIGIBLE FOR EXTENDED CONTINUATION 
COVERAGE, AND THAT ANY BREAK IN CONTINUED COVERAGE OF MORE THAN SIXTY-
THREE DAYS MAY CAUSE LOSS OF COVERAGE “PORTABILITY”.                         
 
_______________________________________   DATE:______________ 
Signature 
 
NOTE:  In order to be enrolled in the Health Continuation Plan this ENROLLMENT FORM must be 
received no later than__________________. 
 
Please send completed form to: 
     
 
 
 
 
 
 

 



 

 FAMILY MEMBER ENROLLMENT FORM 
 
 
 
ATTN:  All eligible family members of     
 
 
 
Please elect the coverage you desire under our Health Benefits Continuation Plan by indicating the 
appropriate selection (ACCEPT or DECLINE) and signing in the space provided. 
 
The Principal Qualified Beneficiary may accept coverage for all his/her dependents, but only the 
dependents or responsible party(s) may elect to accept or decline coverage which the Principal Qualified 
Beneficiary has declined for himself/herself. Please return this form with the Health Benefits Continuation 
Plan Enrollment Form. 
 
FAMILY MEMBER COVERAGE -  
 
Name                              Relationship Accept/Decline Signature   
-------------------------------------------------------------------------------------------------------------------------------- 
 
________________________ ___________ _____________ _________________________ 
 
________________________ ___________ _____________ _________________________ 
 
________________________ ___________ _____________ _________________________ 
 
________________________ ___________ _____________ _________________________ 
 
________________________ ___________ _____________ _________________________ 
 
________________________ ___________ _____________ _________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  
 

 



 

PREMIUM COMPUTATION FORM 
 
 
Date: 
 
 
 
Principal Qualified Beneficiary:    
 
 
The Health Benefits Continuation Plan requires you to pay premiums according to the schedule shown 
below.   
 
Subsequent premiums are due each month, as shown.  You must pay all initial premiums due within forty-
five days of the day you sign and date the Enrollment Form. 
 
Your Qualifying Event Date: 
Your Last Enrollment Date:   
 
Plan Description                 Coverage  Premium 
------------------------------------------------------            ------------------------- --------------------                          
       PQB   $    
                     PQB and Family  $      
------------------------------------------------------                      ------------------------- --------------------- 
 
 
Schedule of First Payment                                          Premium - Medical  
Amount Due if Enrollment Form Signed   
And Received In Our Office:   
     
Amount Due if Enrollment Form Signed   
And Received In Our Office:   
 
Amount Due if Premium Paid   
                            By....................: 
 
Amount Due if Premium Paid   
                            By....................: 
 
 
 
Premiums must be paid by check or money order.  PLEASE DO NOT SEND CASH. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 

WAIVER LETTER 
 
 
Date: 
 
 
 
RE:  Waiver of Right to Continue Benefits under COBRA Continuation 
 
 
Dear Plan Administrator: 
 
I have received the notification of the right to continue certain covered benefits for myself and my covered 
dependents, if any, and the cost computation form. 
 
At this time, the undersigned Principal Qualified Beneficiary (PQB) waives the right to purchase the 
continuation coverage.  Family coverage, if provided, is also waived by signature of my spouse, if any in 
the space provided below. 
 
In waiving this coverage, I (we), hereby acknowledge that the end of the election period                         , 
my (our), decision will be final and irrevocable.  I (we) also understand that any break in continued 
coverage of more than sixty-three days may cause loss of “portability” of coverage. 
 
Waiver of Medical Coverage 
 
 
______________________________________________ ______________________ 
Signature      Date 
 
 
______________________________________________ ______________________ 
Spouse Signature      Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 

 
 
 
Date: 
 
 

CERTIFICATE OF GROUP HEALTH PLAN COVERAGE 
 
IMPORTANT! This certificate provides evidence of your prior health coverage.  You may need to furnish 
this certificate if you become eligible under a group health plan that excludes coverage for certain medical 
conditions that you have before you enroll.  This certificate may need to be provided if medical advice, 
diagnosis, care, or treatment was recommended or received for the condition within the 6-month period 
prior to your enrollment in the new plan.  If you become covered under another group health plan, check 
with the plan administrator to see if you need to provide this certificate.  You may also need this certificate 
to buy, for yourself or family, an insurance policy that does not exclude coverage for medical conditions 
that are present before you enroll. 
 
Participant Name:     
Participant SSN:      
 
Benefit Plan Name:                            
Level of Coverage:        
Date of First Coverage:                                    
18 Months of Continuous Coverage:                             
Waiting Period Prior to First Coverage:   
Last Day Covered as Active Employee/Dependent:  
Date COBRA Continuation Period Started:           
Date COBRA Coverage Ended:                              
COBRA Coverage Ended Because:                           
 
                                            Orig. Benefit 18 Months Continuation Continuation 
Dependent Name   Start  of Coverage Active Start Benefit End  
-------------------------------------------------------------------------------------------------------------------------------- 
 
 
 
 
 
 
 
 
 
 
Questions about coverage listed above should be directed to__________________at__________________.                                
. 
 
Sincerely, 
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