Qualifying Events and Continuation Period

To be eligible for continuation coverage, you must have been insured under the employer’s group health insurance policy for at least the last three continuous months. If you employer changed health insurance plans or carriers during that time without a break in coverage and you were enrolled in your employer’s plan continuously for the last three months, you will be eligible. If you have been covered under the employer’s policy for less than three months, or if there was break in coverage during the last three months, you are not eligible for continuation.

The following Qualifying Events entitle otherwise eligible individuals to continue coverage under the employer’s group plan for the lengths of time listed below:

	Qualifying Event
	Continuation Period

	Employee’s termination of employment or reduction in hours
	Employee, spouse, and children may continue for up to 6 months; spouse and children may not continue separately from employee

	Employee’s divorce or legal separation
	Spouse and children may continue for up to 6 months

	Employee’s death
	Spouse and children may continue for up to 6 months


	When Coverage Ends


Your continuation coverage will end before the end of six-month maximum continuation period listed above it any of the following occurs:

· Your continuation premium is not paid on time;

· You become covered under another group health plan;

· You become entitled to Medicare benefits;

· A child no longer qualifies as an eligible dependent (due to age, marriage, loss of student status, etc)

· The group discontinues its health plan.

	Plan Changes or Termination


While it does not currently intend to do so, your employer has the right to change the benefits of its health plan or eliminate the plan entirely. If that happens, any changes to the group health plan will also apply to everyone enrolled in continuation coverage. If you employer terminates the health plan, your continuation coverage will also terminate.

	Enrollment Deadline


To continue coverage, this form must be returned to your employer within 31 days after your last day of coverage under the group policy. The date your election period expires is noted on page 1. If your continuation election form is not returned by the deadline, your coverage will end on the last day you were eligible under the group health policy.

	Dependent Coverage


To continue coverage for your eligible dependents, you must list your family members on the group continuation enrollment application form. If your dependents were not covered prior to the qualifying event, they may not enroll in the continuation coverage at this time. Only newborn children and newly acquired spouses without other group health plan coverage may enroll in the continuation coverage after the qualifying event. Please note that dependent children who no longer qualify for coverage under the group policy (because of age, marriage, loss of student status, etc) are not eligible for continuation coverage.

	Premium Payments for Continued Coverage


The cost of continuation coverage is your responsibility. You must pay your premium to the employer before the first day of each month for which you want coverage. The employer will include your continuation premium with the group’s monthly payment. The insurance company cannot accept premium directly from you. If your premium is not paid on time, your coverage will end. If your coverage is cancelled due to a missed payment, it will not be reinstated for any reason. Premium rates are established annually and may be adjusted if the plan’s benefits or costs change.

State Continuation Notification

I did receive the State Continuation Insurance paperwork regarding continuation of insurance benefits and payment requirements. I understand what continuing of insurance requires. I understand that it is my choice whether or not to continue coverage.

If I opt to continue coverage, I will need to make timely payments by the last day of the month prior for coverage to continue the next month i.e. payment made by the 31st of March for April insurance coverage. The prices for the State Continuation coverage were itemized in the attached letter.

Signed:_________________________________________________________________

Dated:__________________________________________________________________

Witness:_________________________________________________________________

State Continuation Determination Form

_______ I chose to continue my insurance through Company Name on a self-pay 

               for State Continuation.

_______ I do not choose to continue my insurance through Company Name on a 

               Self-pay basis for State Continuation.

Signed:_________________________________________________________________

Dated:__________________________________________________________________

Witness:_________________________________________________________________

(Today’s date)
First Name, Last Name

Address 1

Address 2

Cit, Sate zip code

RE: Member Name: First Name, Last Name

       Projected Termination Date: DD/MM/YYYY

       Member Number: 111-22-3333

       Group: 123456

Dear Employee:

Our records indicate that you will be terminating from our group plan on the date noted above. THIS IS THE ONLY NOTICE YOU WILL RECEIVE.

You may be eligible for continuation of benefits under the State Insurance Code. Please read the enclosed information on page 2& 3.

YOU MUST APPLY AND SEND THE CORRECT PREMIUM AMOUNT WITHIN 31 DAYS OF THE TIME YOUR GROUP PLAN COVERAGE ENDS. See above Projected Termination Date.

Your current monthly premium for group health coverage is: Premium amount here
For more information regarding Continuation or Portability benefits and premium rates please contact our office. 

Sincerely,

Owner Name

Company Name

