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Dear: _______________________________________________




Date of notice: XX.XX.XX
This notice contains important information about your right to continue your health care coverage in BLUE CROSS BLUE SHIELD OF ILLINOIS through Hanover Township.

Please read the information contained in this notice very carefully.  In order to elect COBRA coverage, follow the instructions below and submit to: Administrator, Hanover Township, 250 S. Route 59, Bartlett, IL 60103.  This form must be submitted 60 days from date on notice or from the date your coverage expires, whichever is later.  
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If you do not elect COBRA continuation coverage, your coverage will be terminated on XX.XX.XX due to:

  End of employment


Reduction in hours of employment
 Death of Employee


 Divorce or legal separation

 Entitlement to Medicare


 Loss of dependent child status

Each person (qualified beneficiary) is listed below:

 Employee ___________________________________XXX-XX-XXXX______________________________________
  Spouse _______________________________________________________________________________________
   Dependent who is losing coverage on day of loss of coverage occurred:

_________________________________________________________________________________________________
If electing COBRA continuation, coverage will begin on XX.XX.XX and will be terminated on XX.XX.XX
The cost for COBRA continuation is based on the current premiums applicable to similarly situated and active employees eligible for UNITED HEALTHCARE OF ILLINOIS coverage.  Your cost to continue the same coverage you have been receiving under the Plan is as follows:

__Pat Wharton

XXX-XX-XXX_____________

XXX_____________

$XXX/XX
_______

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

You do not have to send any payment with the Election Form.  Important, additional information regarding your benefits and payments will be mailed to you should you elect COBRA continuation.   The initial payment must be mailed within 45 days of electing coverage.  Once the premium has been received, the plan will be reinstated retro-actively to the date of the qualifying event.  Failure to submit the enrollment form by the due date and payment by the final date will result in disqualification for COBRA coverage.   If you change carriers and go out of the provider network without a referral before you elect COBRA, these services may not be covered by the new carrier.
Should you require more information on this benefit or your rights, contact the Health Plan Administrator of Hanover Township at (630) 837-0301.
Enclosed: Election of Coverage Form, Waiver Form

Hanover Township COBRA Continuation Plan requires you to pay premiums according to the following schedule, shown below.  You have 60 days from the date of this letter to submit your enrollment in COBRA and an additional 45 days to pay the premium.  This includes all monthly premiums from the date of the qualifying event though the regularly scheduled monthly premium due at the end of the 45 day period.
Qualifying COBRA Event Date

XX.XX.XX
Last Date to submit enrollment

XX.XX.XX
Amount due if paid by


XX.XX.XX

$__XXX.XX __
Amount due if paid by


XX.XX.XX

$__ XXX.XX __
Amount due if paid by


XX.XX.XX

$__ XXX.XX __
Last day to pay all retroactive premiums
XX.XX.XX

$__ XXX.XX _ _
Premiums must be made payable to Hanover Township by a money order, cashier’s check, or personal check, (NO CASH WILL BE ACCEPTED), and mailed to Hanover Township, Health Plan Administrator, 250 S. Route 59, Bartlett, IL 60103.  Include the member’s name and social security number on the check to ensure proper credit.

COBRA COVERAGE WILL NOT BECOME ACTIVE UNTIL THE ENROLLMENT FORM AND PAYMENT IS RECEIVED.
For more information, please consult the Health Plan Administrator or the Employee’s Health Coverage Handbook.


I have read this form and the notice of my election rights and am electing COBRA continuation coverage.  I understand that if I fail to pay any premium payment on time, this coverage will terminate.  I agree to notify Hanover Township if I or any member of my family becomes covered under another group health plan, including Medicare.  I understand that failure to notify your office will result in retroactive termination of COBRA coverage and the loss of my rights to premium refund.  I will also notify Hanover Township in writing of any changes to address changes, plan changes or any change that would result in a change of the premium amount during coverage time.
Signiture________________________________________________________________________________ Date_____/_____/__________

Print Name Clearly_________________________________________________________________________________________________

Address__________________________________________________________________________________________________________

Phone____________________________________________________ Email (optional)__________________________________________

Please indicate coverage:

 New Member Name _______________________________________ SS#___XXX-XX-XXXX

_____
 Yes
 No

 Dependent Coverage – If eligible (Please note if the dependent is seeking coverage)

*Dependents other than spouse or children are ineligible

Name




SS#



Birth Date

Coverage














 Yes
 No














 Yes
 No














 Yes
 No













 Yes
 No













 Yes
 No
Please complete this form and mail to: Health Plan Administrator, Hanover Township, 250 S. Route 59, Bartlett, IL 60103.

Enrollment must be postmarked no later than XX.XX.XX

Having received and reviewed the explanation of your COBRA rights, this notice and waiver form constitutes your decision to waive your COBRA continuation coverage rights.  To make this waiver effective, please fill out the information below.


I _________________________________________, have read the explanations provided to me of my rights to COBRA continuation of coverage and understand the rights that apply under COBRA continuation coverage.  I hereby elect to waive my rights to COBRA continuation coverage.  I understand that by making this election, group health coverage will terminate at midnight on XX.XX.XX.
Signature__________________________________________________________________ Date_____/_____/_______

Print Name Clearly_________________________________________________________________________________

This waiver is effective on the above written date.  It may be revoked in writing at any time before 01.21.09.


This notice constitutes my decision to revoke my waiver of my rights to COBRA continuation coverage, which was made on ____/_____/_______.  I understand that by revoking the waiver, my COBRA coverage period will begin on the date of my original COBRA qualifying event.  I also understand my rights and responsibilities provided under COBRA coverage, as specified in my original COBRA Election Form and Notice of COBRA continuation of coverage rights.

Signature__________________________________________________________________ Date_____/_____/_______

Print Name Clearly_________________________________________________________________________________

Please complete this form and mail to: Health Plan Administrator, Hanover Township, 250 S. Route 59, Bartlett, IL 60103.

Waiver or Revocation of Waiver must be postmarked no later than XX.XX.XX
COBRA Continuation of Coverage Notice


Form 3.2





COBRA Continuation of Coverage





(Date of qualifying event) 	              (18 Months after qualifying event)





(Last day of Coverage)





�





COBRA Coverage Waiver and


Revocation of Waiver Form





COBRA Coverage Election Agreement





�





(Last Date of Coverage)





(Cost for each qualified beneficiary will be required to pay for each option per month of coverage and any other permitted coverage periods)





�





Revocation of COBRA Coverage Waiver





Waiver Agreement








Last Updated 07.01.09

