
Pennsylvania Mini-COBRA Election Notice 
Date: [ENTER DATE OF THE NOTICE]
Dear:  [IDENTIFY QUALIFIED BENEFICIARY BY NAME] 
This notice contains important information about your right to continue your health care coverage in the [ENTER GROUP HEALTH PLAN NAME] (the Plan).  Please read the information contained in this notice very carefully. 
To elect continuation coverage, follow the instructions on the following pages to complete the enclosed Continuation Coverage Election Form and submit it to us.

If you do not elect continuation coverage, your coverage under the Plan will end on [ENTER DATE] due to:

Qualifying Event: [END OF EMPLOYMENT VOLUNTARY; END OF EMPLOYMENT INVOLUNTARY; DIVORCE OR LEGAL SEPARATION; DEATH OF EMPLOYEE; ENTITLEMENT TO MEDICARE
REDUCITON IN HOURS OF EMPLOYMENT; LOSS OF DEPENDENT CHILD STATUS]
Individual(s) Affected by Qualifying Event (Referred to as “Qualified Beneficiaries”):


[LIST EACH BENEFICIARY ELIGIBLE FOR CONTINUATION COVERAGE]
Important Dates:


Qualifying Event Date: [ENTER QUALIFYING EVENT DATE]

Date Coverage Lost:  [ENTER DATE COVERAGE IS LOST]

Date Continuation Coverage Starts (if elected):  [ENTER DATE CONTINUATION COVERAGE STARTS]
Date Continuation Coverage Expires: [ENTER DATE CONTINUATION COVERAGE EXPIRES]

Date for Postmark or Receipt of Election Form:  [ENTER LAST DAY TO ELECT CONTINUATION COVERAGE]
Continuation coverage will cost [ENTER FULL PREMIUM PLUS THE PERMITTED 5% ADMINISTRATIVE FREE] for each of the nine months of continuation coverage.  The initial premium payment is due with the Election Form.  Important additional information about payment for continuation coverage is included in the pages following the Election Form.  

Please send the election form by [DATE] to:
[COMPANY REPRESENTATIVE NAME]
[ADDRESS]
[ADDRESS]
[ADDRESS]
If you have any questions, please contact [COMPANY REPRESENTATIVE] at [PHONE NUMBER].
Sincerely,
PA Mini-COBRA Continuation Coverage Election Form
[INSERT COMPANY NAME] 



Mail to: [COMPANY NAME]








[COMPANY REPRESENTATIVE NAME]








[ADDRESS]













[CITY, STATE ZIP]

	SUMMARY


1. Employee Name:


[NAME]
2. Covered Beneficiaries:

[COVERED BENEFICIARIES NAMES]
3. Home Address:


 [ADDRESS]
4. Qualifying Event:


[QUALIFYING EVENT]
5. Qualifying Event Date:

[QUALIFYING EVENT DATE]
6. Last Day of Current Coverage:


[LAST DAY OF COVERAGE]
7. First Day Without Current Coverage:

[FIRST DAY WITHOUT COVERAGE]
8. Continuation Coverage Notification Date:

[NOTIFICATION DATE]
9. Last Day to Elect (Postmark) Continuation Coverage: 
[LAST DAY TO ELECT CONTINUATION COVERAGE]
	MONTHLY PREMIUMS


      Insurance Plan

[INSERT PLAN AND PRICE OPTIONS]
	PA MINI-COBRA ELECTION 


I (We) elect continuation coverage in the [INSERT COMPANY NAME] Group Health Plan (the Plan) as indicated below:
	List All Covered Beneficiaries to Insure 
	Date of Birth
	Social Security No.
	Selected Plan(s) From Insurance Plans Above
	Premium As Shown Above

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


______________________________________________          _____________________________________
Signature





  Date

______________________________________________


Print Name


______________________________________________
______________________________________________
______________________________________________
______________________________________
Print Address





Telephone number
Important Information about Your Continuation Coverage Rights
What is continuation coverage? 
Pennsylvania law requires this group health insurance coverage give employees and their families the opportunity to continue their coverage for up to nine months when there is a “qualifying event” that would result in a loss of coverage under an employer’s plan.  Depending on the type of qualifying event, covered employees and eligible dependents may include the employee (or retired employee) covered under the group health plan, the covered employee’s spouse and the dependent children of the covered employee.

Continuation coverage is the same coverage, with no break in coverage, that the Plan gives to other participants or beneficiaries under the Plan who are not receiving continuation coverage.  Each qualified beneficiary who elects continuation coverage will have the same rights under the Plan as other participants or beneficiaries covered under the Plan.


Who is eligible, and how long will continuation coverage last?

Employees and eligible dependents who have been continuously insured under the group policy or for similar benefits under any group policy which it replaced, for the three consecutive months ending with the employee’s termination by a qualifying event.  Continuation coverage is not available if:

(1) the employee or eligible dependent is eligible for coverage under Medicare; 


(2) the employee or eligible dependent fails to verify that he is ineligible for employer-based group health insurance as an eligible dependent; 

or 

(3) the employee or eligible dependent is or could be covered by any other insured or uninsured arrangements that provides hospital, surgical or major medical coverage for individuals in a group and under which the person was not covered immediately prior to the termination of the employee’s group coverage (excluding Medicaid, CHIP – the Children’s Health Insurance Program, and adultBasic).  

Coverage may be continued for up to nine (9) months.  However, if any of these three events happens after continuation coverage has begun, eligibility for coverage ends, and the employee or eligible dependent is required to provide written notice to the administrator within fourteen (14) days that coverage should not occur.

In addition, continuation coverage will end:

(1) if the employee or eligible dependent fails to make timely payment of a required premium contribution; 

or

(2) if the group coverage is terminated.  

How can you elect continuation coverage?
To elect continuation coverage, each covered employee or eligible dependent must complete the Continuation Coverage Election Form and furnish it according to the directions on the Form.  Unless an eligible dependent’s election otherwise specifies, election of continuation coverage by an eligible dependent will be deemed an election of continuation coverage on behalf of any other eligible dependent who would lose coverage by reason of the qualifying event.  

In considering whether to elect continuation coverage, you should take into account that a failure to continue your group health coverage will affect your future rights under federal and state law.  First, you can lose the right to avoid having preexisting condition exclusions applied to you by other group health plans if you have a 63-day gap in health coverage; election of continuation coverage may help prevent such a gap.  Second, you will lose the guaranteed right to purchase individual health coverage that does not impose a preexisting condition exclusion if you do not elect continuation coverage for the maximum time available to you.  Finally, if you have a right to a conversion policy under section 621.2 of the Insurance Company Law of 1921 (40 P.S. §756.2), you will lose the right to a conversion policy if you do not elect continuation coverage for the maximum time available to you.

How much does continuation coverage cost?
Continuation coverage will cost [ENTER FULL PREMIUM PLUS THE PERMITTED 5% ADMINISTRATIVE FREE].  The initial premium payment is due with the Continuation Coverage Election Form.
[If employees might be eligible for trade adjustment assistance, the following information must be added: The Trade Act of 2002 created a tax credit for certain individuals who become eligible for trade adjustment assistance and for certain retired employees who are receiving pension payments from the Pension Benefit Guaranty Corporation (PBGC).  Under the tax provisions, eligible individuals can either take a tax credit or get advance payment of 65% of premiums paid for qualified health insurance, including continuation coverage.  ARRA made several amendments to these provisions, including an increase in the amount of the credit to 80% of premiums for coverage before January 1, 2011 and temporary extensions of the maximum period of COBRA continuation coverage for PBGC recipients (covered employees who have a nonforfeitable right to a benefit any portion of which is to be paid by the PBGC) and TAA-eligible individuals. 

If you have questions about these provisions, you may call the Health Coverage Tax Credit Customer Contact Center toll-free at 1-866-628-4282.  TTD/TTY callers may call toll-free at 1-866-626-4282.  More information about the Trade Act is also available at www.doleta.gov/tradeact.]
When and how must payment for continuation coverage be made?
First payment for continuation coverage

If you elect continuation coverage, your first payment for continuation coverage is due at the same time as the Election Form.  If you do not make your first payment for continuation coverage in full not later than the due date of the Election Form, you will lose all continuation coverage rights under the Plan.  

Your first payment must cover the cost of continuation coverage from the time your coverage under the Plan would have otherwise terminated up to the time you make the first payment.  You are responsible for making sure that the amount of your first payment is enough to cover this entire period.  You may contact [ENTER COMPANY NAME] to confirm the correct amount of your first payment.

Your completed election form and first payment for continuation coverage should be sent to:

[COMPANY NAME]
[COMPANY REPRESENTATIVE NAME]

[ADDRESS]

[ADDRESS]

[ADDRESS]

Periodic payments for continuation coverage

After you make your first payment for continuation coverage, you will be required to pay for continuation coverage for each subsequent month of coverage.  Your payments are due in full by the first of the month for that month of coverage (Example, premiums for coverage in July are due by July 1st).  If you make a periodic payment on or before its due date, your coverage under the plan will continue for that coverage period without any break.  The Plan will not send periodic notices of payments due for these coverage periods.

Periodic payments for continuation coverage should be sent to [ENTER COMPANY NAME] at the address set forth above.

Grace periods for periodic payments

Although periodic payments are due on the dates shown above, you will be given a grace period of 30 days after the first day of the coverage period to make each periodic payment.  Your continuation coverage will be provided for each coverage period as long as payment for that coverage period is made before the end of the grace period for that payment.  

If you fail to make a periodic payment before the end of the grace period for that coverage period, you will lose all rights to continuation coverage under the Plan.

You may [INSERT COMPANY REPRESENTATIVE NAME AND PHONE NUMBER] to confirm the correct amount of your first payment or to discuss payment issues related to the ARRA premium reduction.

Your payment(s) for continuation coverage should be sent to:

[COMPANY NAME]

[COMPANY REPRESENTATIVE NAME]

[ADDRESS]

[ADDRESS]

[ADDRESS]

For more information
This notice does not fully describe continuation coverage or other rights with respect to your coverage.  More information is available from [INSERT COMPANY REPRESENTATIVE NAME, ADDRESS, PHONE NUMBER].  

If you have any questions concerning the information in this notice, your rights to coverage you should contact [INSERT COMPANY REPRESENTATIVE NAME, ADDRESS, PHONE NUMBER].

For more information about your rights under state law, contact: 

Pennsylvania Insurance Department
Toll-free, Automated Consumer Hotline: 1-877-881-6388
Harrisburg Regional Office: (717) 787-2317
Philadelphia Regional Office: (215) 560-2630
Pittsburgh Regional Office: (412) 565-5020
ra-in-consumer@state.pa.us
Keep Your Administrator Informed of Address Changes

In order to protect your and your family’s rights, you should keep [ENTER COMPANY NAME] informed of any changes in your address and the addresses of family members.  You should also keep a copy, for your records, of any notices you send to [ENTER COMPANY NAME]. 

Instructions:  To elect continuation coverage, complete and sign this Election Form and return it to us.  Under Pennsylvania law, you have thirty (30) days after the date of this notice to decide whether you want to elect continuation coverage.  





Send completed Election Form to:  [INSERT COMPANY NAME, REPRESENTATIVE NAME AND ADDRESS]





This Election Form must be completed and returned by mail and be post-marked no later than [LAST DAY TO ELECT CONTINUATION COVERAGE].





If you do not submit a completed Election Form by the due date shown above, you will lose your right to elect continuation coverage.  If you reject continuation coverage before the due date, you may change your mind as long as you furnish a completed Election Form before the due date.





Read the important information about your rights included in the pages after the Election Form.























