                        UnitedHealthcare                                                   Date Printed: {current date} 

P.O. Box 22409
Louisville, KY 40252
Phone: (866) 214-2980 Fax: (502) 326-5303

COBRA CONTINUATION COVERAGE ELECTION NOTICE 
{Qualified Beneficiary’s full name}




Qualification Date: {QE date}

 
{Qualified Beneficiary’s address}
Notification Date: {current date}
{Qualified Beneficiary’s City, State and Zip}                             


AYUDA ADICIONAL PARA LOS EMPLEADOS QUE HABLAN ESPAÑOL: 
Este aviso contiene información importante acerca de su derecho a continuar con su cobertura de salud. Si necesita ayuda, por favor, póngase en contacto con UnitedHealthcare COBRA al teléfono 1(866) 747-0048 y pida que le transfieran con un Representante del Servicio al Cliente que hable Español.
Please carefully review the information in this notice as it contains important information about your right to continue your group benefit coverage. You have had an event, {event reason code translation}, that will result in loss of coverage under the {client name} group benefit plan(s). Under provisions of the Consolidated Omnibus Budget Reconciliation Act of 1985, this is a qualifying event that will entitle you, your covered spouse and dependent child(ren), if any, to elect to continue coverage (known as "COBRA coverage") under the plan for up to{based on the event} months from the date of your qualifying event. Each of the following individuals is entitled to elect to continue coverage he or she was enrolled in under the Plan. If a family member was covered the day before the qualifying event and is not listed below, please add that information to the enclosed Election Agreement. 

Participant’s full name

Participant’s Dependents

Relationship

Participant’s Dependents

Relationship

Participant’s Dependents

Relationship

Participant’s Dependents

Relationship

If you elect to continue your coverage under the Plan, your continuation coverage will begin on the Effective Date shown below. The enclosed Election Agreement must be returned to UnitedHealthcare no later than the Election End Date of {last day for election}. If you do not return the completed Election Agreement by this date, you will lose your right to elect continuation coverage. 
Billing Period:  99/99/9999-99/99/9999

Effective Date:  99/99/9999
 
Election End Date:  99/99/9999
Carrier


 Description 

Amount Due

Bill Cycle

Eligible Dates 


{Plan Listing

Tier Level

$ 999.99          

1 Month

99/99/9999

{Plan Listing

Tier Level

$ 999.99          

1 Month

99/99/9999

{Plan Listing

Tier Level

$ 999.99          

1 Month

99/99/9999

{Plan Listing

Tier Level

$ 999.99          

1 Month

99/99/9999    

With Severance










Carrier


 Coverage 

Severance Rate

Bill Cycle

Eligible Dates 


{Plan Listing

Tier Level

$ 999.99          

1 Month

99/99/9999

{Plan Listing

Tier Level

$ 999.99          

1 Month

99/99/9999

{Plan Listing

Tier Level

$ 999.99          

1 Month

99/99/9999

{Plan Listing

Tier Level

$ 999.99          

1 Month

99/99/9999    

This notice provides important information concerning your rights and what you have to do to continue your coverage under the Plan. If you have any questions concerning the information in this notice or your rights to continue coverage, please contact UnitedHealthcare. 
Please note: If your election contains coverage for your dependents confirmation of the demographics and the social security number of the dependent(s) is required to complete your enrollment.
IMPORTANT INFORMATION ABOUT YOUR RIGHT TO COBRA CONTINUATION COVERAGE
IMPORTANT - Other important information about your rights is provided to you on the following pages. Continuation coverage is offered subject to your eligibility. UnitedHealthcare may terminate your continuation coverage retroactively if you are determined to be ineligible for coverage. 

What is continuation coverage? 
Federal Law requires that most group plans (including this plan) give employees and their families the opportunity to continue their benefit coverage when there is a Qualifying Event that would result in a loss of coverage under an employer's plan. Depending on the type of event, Qualified Beneficiaries can 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. The covered employee, spouse, and dependent children who were covered the day before the qualifying event are considered Qualified Beneficiaries under the Plan.  

Continuation coverage is the same coverage that is offered to other participants under the Plan who is not receiving continuation coverage. You will be able to continue with the same benefits you had the day before to your qualifying event. Each qualified beneficiary who elects continuation coverage will have the same rights under the Plan as other participants covered under the Plan; this includes open enrollment and special enrollment rights. Specific information describing continuation coverage can be found in the Plan's summary plan description (SPD), which can be obtained by contacting {client name}.
What Plans am I eligible to continue? 
You and any eligible family members are allowed to continue the Plan(s) you were covered by the day before your qualifying event. 

How long will continuation coverage last? 
In the case of a loss of coverage due to termination of employment or reduction in hours of employment, coverage may be continued for up to 18 months. In the case of loss of coverage due to an employee's death, divorce or legal separation from the employee, the employee's enrollment in Medicare or a dependent child ceasing to be a dependent under the terms of the plan, coverage may be continued for up to 36 months.  Continuation coverage will be terminated before the end of the maximum period if (1) any required premium is not paid on time, (2) if a qualified beneficiary becomes covered under another group health plan that does not impose any pre-existing condition exclusions,  (3) if a qualified beneficiary enrolls in Medicare, (4) if the employer ceases to provide any group health plan for its employees (5) coverage is extended to 29 months due to disability and there is a determination that the individual is no longer disabled. 
Continuation coverage may also be terminated before the end of the maximum period if:

- For any reason the Plan would terminate coverage of a participant not receiving continuation coverage (such as fraud)

- Any required premium is not paid in full, on time

- If you or a family member becomes covered under another Plan which does not impose any pre-existing condition exclusion 

- A qualified beneficiary first becomes entitled to Medicare benefits (under Part A, Part B, or both) after electing continuation of coverage

- The employer ceases to provide any group health plan for its employees

- You wish to voluntarily terminate your continuation coverage; you need to send a request in writing to UnitedHealthcare to process the request. 

How can you extend the length of continuation coverage? 
If you elect continuation coverage, an extension of the 18-month coverage period may be available if a qualified beneficiary is disabled or a second qualifying event occurs. You must notify UnitedHealthcare of a disability or a second qualifying event in order to extend the period of continuation coverage. Failure to provide notice of a disability or second qualifying event may affect the right to extend the period of continuation coverage. 

Disability 
An 11-month extension of coverage may be available if any of the qualified beneficiaries is disabled. The Social Security Administration (SSA) must determine that the qualified beneficiary was disabled at some time during the first 60 days of continuation coverage, and you must notify us of the fact within 60 days of the SSA's determination and before the end of the first 18 months of continuation coverage. All of the qualified beneficiaries who have elected continuation coverage will be entitled to the 11-month disability extension if one of them qualifies. During the 11-month extension you may be required to pay 150% of the premium. If the qualified beneficiary is determined by SSA to no longer be disabled, you must notify us of the fact within 30 days of SSA's determination. 

Second Qualifying Event 
An 18-month extension of coverage will be available to spouses and dependent children who elect coverage if a second qualifying event occurs during the first 18 months of coverage. The maximum amount of continuation coverage available when a second qualifying event occurs is 36 months. Such second qualifying events include the death of a covered employee, divorce or legal separation from the covered employee, the covered employee's Medicare entitlement (if it results in a loss of coverage), or a dependent child ceasing to be eligible for coverage as a dependent under the Plan. You must notify us within 60 days after any second qualifying event which may occur. 

How can you elect continuation coverage? 
You must decide to elect continuation coverage within 60 days from the later of the loss of coverage date, or the notification date of your rights. Each qualified beneficiary has an independent right to elect continuation coverage. For example, both the employee and the employee's spouse may elect continuation coverage, or only one of them. Parents may elect to continue coverage on behalf of their dependent children only. A qualified beneficiary must elect coverage by the date specified on the Election Agreement. Failure to do so will result in loss of the right to elect continuation coverage under the Plan. A qualified beneficiary may change a prior rejection of continuation coverage at any time during the 60-day election period. 

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 law. First, you can lose the right to avoid having pre-existing condition exclusions applied to you by other group health plans if you have more than a 63-day gap in health coverage. Second, you will lose the guaranteed right to purchase individual health insurance policies that do not impose such pre-existing condition exclusions if you do not get continuation coverage for the maximum time available to you. Finally, you should take into account that you have special enrollment rights under federal law. You have the right to request special enrollment in another group health plan for which you are otherwise eligible (such as a plan sponsored by your spouse's employer) within 30 days after you group health coverage ends because of the qualifying event listed above. You will also have the same special enrollment right at the end of continuation coverage if you get continuation coverage for the maximum time available to you. 

Why would I want to continue the Medical Flexible Spending Account? 
In addition to the opportunity to continue your health care coverage, you also have the right to continuation coverage under the medical reimbursement account of your Flexible Benefit Plan. Continuation rights apply only if at the time of your qualifying event you had a positive balance in your medical reimbursement account. Your rights allow you to extend coverage until the end of the current plan year. Because the maximum amount of reimbursements under the medical reimbursement account must be available at all times during the period of coverage (less prior reimbursements), continuation permits the participant to continue for the maximum period of time originally signed up for. If continuation coverage is not elected, the period of coverage is limited to the time frame in which the employee was a plan participant making required contributions. Upon termination of employment, this participation ceases. An alternative to continuation coverage allows the participant to continue coverage for reimbursement in the medical reimbursement account only for expenses that were incurred prior to the participant's last day of employment. For expense eligibility, all medical reimbursement account claims must be received no later than the time period specified in the Section 125 Flexible Benefit Plan Summary Plan Description. 

How much does continuation coverage cost? 
Generally, each qualified beneficiary may be required to pay the entire cost of continuation coverage. The amount a qualified beneficiary may be required to pay may not exceed 102% of the cost to the group health plan (including both employer and employee contributions) for coverage of a similarly situated plan participant who is not receiving continuation coverage. In the case of an extension of continuation coverage due to a disability, each qualified beneficiary may be required to pay up to 150% of the entire premium. 
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 non-forfeitable 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 (Initial Premium Payment) 
If you elect continuation coverage, the initial premium payment must include full payment from the date you lost coverage under the Plan to the current month’s premium payment. The actual amount of the premium required depends on the date coverage was lost and the date coverage is elected. Some insurance carriers will not reinstate your coverage until the initial premium is made, so you may send a check or money order in the amount of the coverage elected with enclosed remittance slip or pay online. However, you do have 45 days from the date you elect continuation coverage to send the initial premium payment. If you do not make your first payment within those 45 days, you will lose all continuation rights under the Plan. 

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. Under the Plan, these periodic payments for continuation coverage are due on the first day of the month for which coverage is provided. We will send payment invoices indicating the premium amount and due date. 

Grace periods for periodic payments 
Although periodic payments are due on the first of the month, you will be given a grace period of 30 days 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. However, if you pay a periodic payment later than its due date but during its grace period, your coverage under the Plan may be suspended as of the due date and then retroactively reinstated back to the due date when the periodic payment is made. This means that any claim you submit for benefits while your coverage is suspended may be denied and may have to be resubmitted once your coverage is reinstated. 
If you fail to make a periodic payment before the end of the grace period for that payment, you will lose all rights to continuation coverage under the Plan. 

Your payments for continuation coverage should be made payable to UnitedHealthcare and sent to: 
UnitedHealthcare

P.O. Box 713075

Cincinnati, OH 45271-3075      
UnitedHealthcare offers you the ability to make premium payments through Electronic Funds Transfer (EFT) directly from your checking or savings account. If you decide to sign up for automatic withdrawals, they will continue as the premiums come due until either cancelled by submitting the request in writing or by canceling insurance coverage(s). To take advantage of this easy payment process, go to uhcservices.com to fill out the form and mail it to the address on the form.

UnitedHealthcare offers you the option to make a payment directly from your checking or savings account. To take advantage of this easy non recurring payment process, go to uhcservices.com and click on the link to complete the banking information for your payment.


Keep your Plan Informed of Address Changes 
In order to protect your family's rights, you should keep UnitedHealthcare and the Plan Administrator informed of any changes in the addresses of family members. You should also keep a copy, for your records, of any notices you send. 
UnitedHealthcare




Customer Care Center

P.O. Box 22409  




Toll Free: (866) 214-2980

Louisville, KY 40252


  
Fax: (502) 326-5303  
Email: cobra_kyoperations@uhc.com 

uhcservices.com





For more information 
For more information about your rights under ERISA, including COBRA, the Health Insurance Portability and Accountability Act (HIPAA), and other laws affecting group health plans, contact the U.S. Department of Labor's Employee Benefits Security Administration (EBSA) in your area or visit the EBSA website at www.dol.gov/ebsa.  State and local government employees should contact HHS-CMS at www.cms.hhs.gov/COBRAContinuationofCov/ or NewCobraRights@cms.hhs.gov. 
For general information regarding your plan’s COBRA coverage or for specific information related to your plan’s administration of the ARRA Premium Reduction or to notify the plan of your ineligibility to continue paying reduced premiums, contact  

UnitedHealthcare




Customer Care Center

P.O. Box 22409  




Toll Free: (866) 214-2980

Louisville, KY 40252


  
Fax: (502) 326-5303  
Email: cobra_kyoperations@uhc.com 

uhcservices.com
If you are denied treatment as an “Assistance Eligible Individual” you may have the right to have the denial reviewed.  For more information regarding reviews or for general information about the ARRA Premium Reduction go to: www.dol.gov/COBRA or call 1-866-444-EBSA (3272)

Medicaid and the Children’s Health Insurance Program (CHIP) 

Offer Free Or Low-Cost Health Coverage To Children And Families

If you are eligible for health coverage from your employer, but are unable to afford the premiums, some States have premium assistance programs that can help pay for coverage.  These States use funds from their Medicaid or CHIP programs to help people who are eligible for employer-sponsored health coverage, but need assistance in paying their health premiums. 
If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, you can contact your State Medicaid or CHIP office to find out if premium assistance is available.  

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents might be eligible for either of these programs, you can contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or www.insurekidsnow.gov to find out how to apply.  If you qualify, you can ask the State if it has a program that might help you pay the premiums for an employer-sponsored plan.  

Once it is determined that you or your dependents are eligible for premium assistance under Medicaid or CHIP, your employer’s health plan is required to permit you and your dependents to enroll in the plan – as long as you and your dependents are eligible, but not already enrolled in the employer’s plan.  This is called a “special enrollment” opportunity, and you must request coverage within 60 days of being determined eligible for premium assistance.  

If you live in one of the following States, you may be eligible for assistance paying your employer health plan premiums.  The following list of States is current as of May 3, 2010.  You should contact your State for further information on eligibility –

	ALABAMA – Medicaid
	CALIFORNIA – Medicaid

	Website: http://www.medicaid.alabama.gov

Phone: 1-800-362-1504


	Website: http://www.dhcs.ca.gov/services/Pages/

TPLRD_CAU_cont.aspx

Phone: 1-866-298-8443

	ALASKA – Medicaid
	COLORADO – Medicaid and CHIP

	Website: http://health.hss.state.ak.us/dpa/programs/medicaid/
Phone (Outside of Anchorage): 1-888-318-8890

Phone (Anchorage): 907-269-6529


	Medicaid Website: http://www.colorado.gov/

Medicaid Phone: 1-800-866-3513

CHIP Website: http:// www.CHPplus.org

CHIP Phone: 303-866-3243

	ARIZONA – CHIP
	

	Website: http://www.azahcccs.gov/applicants/default.aspx

Phone: 602-417-5422


	

	ARKANSAS – CHIP 
	FLORIDA – Medicaid

	Website: http://www.arkidsfirst.com/

Phone: 1-888-474-8275
	Website: http://www.fdhc.state.fl.us/Medicaid/index.shtml

Phone: 1-866-762-2237



	GEORGIA – Medicaid
	MONTANA – Medicaid

	Website: http://dch.georgia.gov/ 

    Click on Programs, then Medicaid

Phone: 1-800-869-1150
	Website: http://medicaidprovider.hhs.mt.gov/clientpages/

clientindex.shtml

Telephone: 1-800-694-3084



	IDAHO – Medicaid and CHIP
	NEBRASKA – Medicaid

	Medicaid Website: www.accesstohealthinsurance.idaho.gov
Medicaid Phone: 208-334-5747

CHIP Website: www.medicaid.idaho.gov
CHIP Phone: 1-800-926-2588
	Website: http://www.dhhs.ne.gov/med/medindex.htm

Phone: 1-877-255-3092



	INDIANA – Medicaid
	NEVADA – Medicaid and CHIP

	Website: http://www.in.gov/fssa/2408.htm

Phone: 1-877-438-4479


	Medicaid Website:  http://dwss.nv.gov/

Medicaid Phone:  1-800-992-0900

CHIP Website: http://www.nevadacheckup.nv.org/

CHIP Phone: 1-877-543-7669



	IOWA – Medicaid
	

	Website: www.dhs.state.ia.us/hipp/

Phone: 1-888-346-9562


	

	KANSAS – Medicaid
	NEW HAMPSHIRE – Medicaid

	Website: https://www.khpa.ks.gov

Phone: 800-766-9012


	Website: http://www.dhhs.state.nh.us/DHHS/

MEDICAIDPROGRAM/default.htm

Phone: 1-800-852-3345 x 5254

	KENTUCKY – Medicaid
	NEW JERSEY – Medicaid and CHIP

	Website: http://chfs.ky.gov/dms/default.htm

Phone: 1-800-635-2570


	Medicaid Website: http://www.state.nj.us/humanservices/

dmahs/clients/medicaid/

Medicaid Phone: 1-800-356-1561

CHIP Website: http://www.njfamilycare.org/index.html

CHIP Phone: 1-800-701-0710



	LOUISIANA – Medicaid
	

	Website: www.dhh.louisiana.gov/offices/?ID=92

Phone: 1-888-342-6207
	

	MAINE – Medicaid
	NEW MEXICO – Medicaid and CHIP

	Website: http://www.maine.gov/dhhs/oms/

Phone: 1-800-321-5557


	Medicaid Website: http://www.hsd.state.nm.us/mad/index.html

Medicaid Phone: 1-888-997-2583

CHIP Website: 

http://www.hsd.state.nm.us/mad/index.html

      Click on Insure New Mexico

CHIP Phone: 1-888-997-2583



	MASSACHUSETTS – Medicaid and CHIP
	

	Medicaid & CHIP Website: http://www.mass.gov/MassHealth

Medicaid & CHIP Phone: 1-800-462-1120


	

	MINNESOTA – Medicaid
	NEW YORK – Medicaid

	Website: http://www.dhs.state.mn.us/

    Click on Health Care, then Medical Assistance

Phone: 800-657-3739


	Website: http://www.nyhealth.gov/health_care/

medicaid/

Phone: 1-800-541-2831



	MISSOURI – Medicaid
	NORTH CAROLINA – Medicaid

	Website: http://www.dss.mo.gov/mhd/index.htm

Phone: 573-751-6944


	Website:  http://www.nc.gov
Phone:  919-855-4100



	NORTH DAKOTA – Medicaid
	UTAH – Medicaid

	Website: http://www.nd.gov/dhs/services/medicalserv/medicaid/

Phone: 1-800-755-2604


	Website: http://health.utah.gov/medicaid/

Phone: 1-866-435-7414



	OKLAHOMA – Medicaid
	VERMONT– Medicaid

	Website: http://www.insureoklahoma.org

Phone: 1-888-365-3742


	Website: http://ovha.vermont.gov/

Telephone: 1-800-250-8427



	OREGON – Medicaid and CHIP
	VIRGINIA – Medicaid and CHIP

	Medicaid Website: http://www.oregon.gov/DHS/healthplan/index.shtml

Medicaid Phone: 1-800-359-9517

CHIP Website: http://www.oregon.gov/DHS/healthplan/app_benefits/

ohp4u.shtml

CHIP Phone: 1-800-359-9517


	Medicaid Website:  http://www.dmas.virginia.gov/rcp-HIPP.htm

Medicaid Phone:  1-800-432-5924

CHIP Website: http://www.famis.org/

CHIP Phone: 1-866-873-2647



	PENNSYLVANIA – Medicaid
	WASHINGTON – Medicaid

	Website: http://www.dpw.state.pa.us/partnersproviders/medicalassistance/doingbusiness/003670053.htm

Phone: 1-800-644-7730


	Website:  http://hrsa.dshs.wa.gov/premiumpymt/Apply.shtm

Phone:  1-877-543-7669



	RHODE ISLAND – Medicaid
	WEST VIRGINIA – Medicaid

	Website: www.dhs.ri.gov

Phone: 401-462-5300


	Website:  http://www.wvrecovery.com/hipp.htm

Phone:  304-342-1604



	SOUTH CAROLINA – Medicaid
	WISCONSIN – Medicaid

	Website: http://www.scdhhs.gov

Phone: 1-888-549-0820


	Website: http://dhs.wisconsin.gov/medicaid/publications/p-10095.htm

Phone: 1-800-362-3002



	TEXAS – Medicaid
	WYOMING – Medicaid

	Website: https://www.gethipptexas.com/

Phone: 1-800-440-0493
	Website: http://www.health.wyo.gov/healthcarefin/index.html

Telephone: 307-777-7531




To see if any more States have added a premium assistance program since May 3, 2010, or for more information on special enrollment rights, you can contact either:

U.S. Department of Labor 
U.S. Department of Health and Human Services


Employee Benefits Security Administration
Centers for Medicare & Medicaid Services

www.dol.gov/ebsa 
www.cms.hhs.gov                                           

1-866-444-EBSA (3272)
1-877-267-2323, Ext. 61565 

{if state of residence = “MN”} Minnesota COBRA Premium Subsidy

You may also qualify for the Minnesota COBRA Premium Subsidy. This subsidy pays 35% of the COBRA premium for eligible individuals. To qualify, you must:

· Sign up for COBRA health care coverage

· Be eligible for the federal COBRA subsidy

· Meet the income and asset limits for a Minnesota health care program

If you qualify for the state subsidy, the state will pay it directly to the employer of plan administrator. For more information on the Minnesota subsidy or to get an application:

· Go to www.dhs.state.mn.us/healthcare/COBRA or

· Call the Minnesota Department of Human Services at (615) 431-3480 or toll-free at (888) 702-9968.

IMPORTANT 
Applying for the Minnesota subsidy does not affect your rights and responsibilities under federal COBRA law and state continuing coverage law (Minnesota Statute, § 62A.17). If you want COBRA coverage, you must sign up for it within the time period stated on the COBRA notice from your former employer. 

While your application for the Minnesota subsidy is being reviewed, you must pay any COBRA premiums that are due. If you do not pay the premium, you will lose your eligibility for COBRA coverage. The state cannot reimburse you for premiums that you may have to pay before becoming eligible for the state subsidy.

{if state of residence = “CA”} State of California - CONTINUATION COVERAGE EXTENSION NOTICE 
A California law, Assembly Bill 1401, requires that the COBRA eligibility period for medical coverage be extended to a total of 36 months from the original event date. The extension may be provided to individuals who exhaust their federal COBRA eligibility period, normally 18 months or, in the case of an individual certified by the Social Security Administration as disabled, 29 months. To be eligible for this extension your federal COBRA coverage must have started on or after January 1, 2003. 

Premiums 
An eligible beneficiary electing extended medical continuation coverage may be required to pay 110% of the applicable premium under the group plan. In the case of a qualified beneficiary who is determined to be disabled pursuant to Title II or Title XVI of the United Sates Social Security Act, an amount not greater than 150% of the premium under the group plan. 

Extended Eligibility Period 
You are eligible for the extended coverage until: 

a) The required premium payments are not paid when due. 

b) You, your spouse or dependent child(ren), if any, become covered by another group health plan, even if the coverage provided is less favorable than your COBRA coverage.

c) You, your spouse or dependent child(ren), if any, become entitled to Medicare. 

d) Your former employer ceases to maintain any group health plan(s). 

The California Department of Health Services will pay the private health insurance premiums for certain persons losing employment under the following circumstances: 

For Persons Eligible for Medi-Cal 
Medi-Cal beneficiaries who have high-cost medical conditions may qualify for the Health Insurance Premium Payment Program (HIPP) provided they: 

(a) Have a Medi-Cal share-of-cost of $200.00 or less. 

(b) Have a high cost medical condition for which the average monthly cost is twice the amount of the monthly health insurance premium.
(c) Have current health insurance coverage, or a COBRA continuation or a conversion policy in effect or available.
(d) Have filed an application in a timely manner, allowing sufficient time to process the application and start payment of premium.


You do not qualify if: 

(a) Your insurance policy is issued through the Major Risk Medical Insurance Program (MRMIP). 

(b) You qualify for Medicare. 

(c) You are enrolled in a Medi-Cal related pre-paid health plan, San Mateo County Health Plan, Santa Barbara County Health Initiative, or a County Medical Service Program.


To enroll in HIPP or to inquire about requirements call this toll free number 1-866-298-8443 between 8:00 a.m. and 5:00 p.m. Monday -Friday. 

For Persons Disabled by HIV/AIDS 
Under the Ryan White Comprehensive AIDS Resources Emergency (CARE) Act of 1990, persons unable to work because of disability due to HIV/AIDS and who are losing their private health insurance may qualify for the Health Insurance Continuation Program (CARE/HIPP) provided they: 

(a) Are currently covered by a health insurance plan, which includes coverage for outpatient drug
prescriptions, and then can be converted to a COBRA/OBRA plan.
(b) Have a total monthly income below 400 percent of poverty. 

For additional information on CARE/HIPP, please call: 
Northern California AIDS Hotline 1 800 367 2437 (English or Spanish) Southern California AIDS Hotline 1 800 922 2437 (English) 1 800 922 2438 (Multi-Language) 

ELECTION AGREEMENT

In order to process your enrollment / payment timely – Enroll online or return this enrollment form 

Participant’s full name 






Qualification Date: {qualifying event date}
The primary qualified beneficiary may elect to continue coverage on behalf of all eligible dependents which were covered the day before the qualifying event. If the primary qualified beneficiary has declined coverage, a dependent (or legal guardian) may elect independent coverage. Each eligible family member may elect coverage independently by completing a separate copy of this ELECTION AGREEMENT. 
UnitedHealthcare offers you the ability to enroll online to save you time and money.  To take advantage of this easy enrollment process, login to uhcservices.com and register as a user.  If you enroll online, you do not need to return this form. You must enroll by {last day for election} or you and all eligible family members will lose your right to continuation coverage. 
I (we) elect the coverage(s) that I have checked below for myself and my eligible dependents, if any: 
	Check for
elections
	Carrier
	Coverage

	
	Plan Listing
	Tier Level

	
	Plan Listing
	Tier Level

	
	Plan Listing
	Tier Level

	
	Plan Listing
	Tier Level


DEPENDENT INFORMATION 
Should you decide to elect individual coverage for any of your dependents, for example spouse only or child only, the follow information must be provided in order to complete the enrollment process.  If any of the information is not provided, this could possibly delay your enrollment and eligibility.  
Name (Last, First MI) 


Date of Birth 

Gender 

Relationship 

Soc.Sec. # 
Participant’s Dependent 


Date of Birth

Gender

Relationship

xxx-xx-3333

Participant’s Dependent 


Date of Birth

Gender

Relationship

xxx-xx-3333

Participant’s Dependent 


Date of Birth

Gender

Relationship

xxx-xx-3333

Participant’s Dependent 


Date of Birth

Gender

Relationship

xxx-xx-3333

If a spouse and/or dependent was covered under the plan(s) prior to the qualifying event, but not listed, please provide their information.
	Name (Last, First MI)
	Date of Birth
	Gender
	Relationship
	Social Security #

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please note, in order for you to enroll your dependents, the social security number for that dependent must be provided.  If the child is less than six months of age, you will be required to provide the social security number on or before six months of age.

ELECTION AGREEMENT – (Continued)
In order to process your enrollment / payment timely – Enroll online or return this enrollment form

Participant’s full name 






Qualification Date: {qualifying event date}
Important:  If you fail to notify UnitedHealthcare or your plan of becoming eligible for other group health plan coverage or Medicare AND continue to pay reduced COBRA premiums, you could be subject to a fine of 110% of the amount of the premium reduction.  
Eligibility is determined regardless of whether you take or decline other coverage.  However, eligibility for coverage does not include any time spent in a waiting period.
I have read the NOTICE OF RIGHT TO ELECT COBRA CONTINUATION COVERAGE and understand my election rights. I agree to notify UnitedHealthcare or if I or any covered dependents become covered by another group health plan or entitled to Medicare or have a change of address. 

______________________________________________             _____________________           
__________________________

Signature 






Date 


Phone Number 

______________________________________________             _____________________________________________________

Type of print name




    email address 

UnitedHealthcare offers you the ability to enroll online to save you time and money. To take advantage of this easy enrollment process, go to uhcservices.com and register as a user. 
Otherwise:

Please return this completed Election Agreement to: 

UnitedHealthcare





Customer Care Center

P.O. Box 22409  

 



Toll Free: (866) 214-2980
Louisville, KY 40252




Fax: (502) 326-5303  

  



 

Email: cobra_kyoperations@uhc.com 


www.uhcservices.com
In order to process your enrollment / payment timely – Enroll online or return this enrollment form

                          UnitedHealthcare                                                   Date Printed: {current date} 

P.O. Box 22409
Louisville, KY 40252
Phone: (866) 214-2980 Fax: (502) 326-5303

UnitedHealthcare offers you multiple options for making your payment;

1. UnitedHealthcare offers you the option to make a payment directly from your checking or savings account. To take advantage of this easy payment process, login to uhcservices.com and click on the link to complete the information for your one time payment.

2. Your premium payment must be returned along with the remittance slip for the payment period(s) you are paying. The initial premium payment must include full payment from the date you lost coverage under the plan to the current month's premium payment. Please make your check payable to UnitedHealthcare and mail to the address on the remittance slip below.  

3. UnitedHealthcare offers you the ability to make premium payments through Electronic Funds Transfer (EFT) directly from your checking or savings account. If you decide to sign up for automatic withdrawals, they will continue as the premiums come due until either cancelled by submitting the request in writing or by canceling insurance coverage(s). To take advantage of this easy payment process, go to uhcservices.com, fill out the form and mail it to the address on the form.

Checks returned or EFTs rejected for insufficient funds or checks, which cannot otherwise be cashed, do not constitute payment.  Please note invoices will be mailed to you as a courtesy reminder even if you have signed up for Electronic Funds Transfer.

As not to delay processing of your payment or request for changes do not include correspondences with your payment.  If you do not enroll online, please send all correspondences to: 

UnitedHealthcare




Customer Care Center

P.O. Box 22409  

 


Toll Free: (866) 214-2980

Louisville, KY 40252




Fax: (502) 326-5303  

  



 

Email: cobra_kyoperations@uhc.com 


www.uhcservices.com
If you do not make your payment online, please mail your payment only to:

UnitedHealthcare






P.O. Box 713075

Cincinnati, OH 45271-3075      

· Please cut and return the invoice below and return it with your payment in the enclosed envelope. 

	Participant’s full name



   Client Name: 

Participant’s address 
                              

   Due Date:  {Due Date}      

            Participant’s City, State and Zip                                    Amount Due:  {$ 999.99}

Make Checks Payments to:

UnitedHealthcare

P.O. Box 713075

Cincinnati, OH 45271-3075      

                                    020101000000126406053108000009999900   


DECLINING COVERAGE

Participant’s full name 

Qualification Date: {qualifying event date}
Each family member who was covered on the day before the event who does not wish to elect continuation coverage must sign and date the DECLINATION STATEMENT below. A legal guardian may sign on behalf of a minor child. 

I have read the NOTICE OF RIGHT TO ELECT COBRA CONTINUATION COVERAGE and understand my election rights. I understand that a gap of 63 days in coverage will affect my ability to obtain coverage for pre-existing conditions under another Plan according to the portability provisions of the Health Insurance Portability and Accountability Act of 1996 (HIPAA). I decline all coverage(s) not elected in the ELECTING COVERAGE section. I understand that this declination will be irrevocable after my Election End Date. 

	
	
	
	
	
	
	

	Print Name
	
	Signature
	
	Date
	
	Coverage

	
	
	
	
	
	
	

	Print Name
	
	Signature
	
	Date
	
	Coverage

	
	
	
	
	
	
	

	Print Name
	
	Signature
	
	Date
	
	Coverage

	
	
	
	
	
	
	

	Print Name
	
	Signature
	
	Date
	
	Coverage

	
	
	
	
	
	
	

	Print Name
	
	Signature
	
	Date
	
	Coverage

	
	
	
	
	
	
	

	Print Name
	
	Signature
	
	Date
	
	Coverage

	
	
	
	
	
	
	

	Print Name
	
	Signature
	
	Date
	
	Coverage

	
	
	
	
	
	
	

	Print Name
	
	Signature
	
	Date
	
	Coverage


UnitedHealthcare






Customer Care Center
P.O. Box 22409  






Toll Free: (866) 214-2980

Louisville, KY 40252





Fax: (502) 326-5303  

Email: cobra_kyoperations@uhc.com 



uhcservices.com
111E-03                                                                                                                                                          UnitedHealthcare 

Participant last name – xxx-xx-9999
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