






[Company Name]
[Company Address]
[City, State, ZIP Code]
[Phone Number]
[Date]
[Employee's Name]
[Employee's Address]
[City, State, ZIP Code]
RE: Notice of Right to Elect COBRA Continuation Coverage
Dear [Employee's Name],
This notice contains important information about your right to continue your health care coverage under the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA). Please read this letter carefully.
Qualifying Event
Our records show that you are entitled to elect COBRA continuation coverage due to the following qualifying event:
· Qualifying Event: [Termination of Employment/Reduction of Work Hours/Other Qualifying Event]
· Date of Qualifying Event: [Date of the Event]
· Effective Date of Coverage Loss: [Date of Loss of Health Coverage]
COBRA Coverage Options
Under COBRA, you have the option to continue the same coverage you had prior to the qualifying event. This includes medical, dental, vision, and/or other health plans, subject to your prior enrollment. The coverage will be identical to what is offered to current employees.
Duration of COBRA Coverage
Your COBRA continuation coverage will be available for [18 months/36 months], depending on your qualifying event and circumstances. Should you experience a second qualifying event, you may be eligible for an extension.
Cost of COBRA Coverage
While COBRA allows you to continue your health care coverage, you are required to pay the full premium for the coverage, including the portion previously paid by the employer, plus an additional 2% administrative fee. Your monthly premium will be:
· Plan Name: [Health Plan Name]
Total Monthly Premium: [$Amount]
Due Date: [Date]
You are responsible for paying these premiums directly to [COBRA Administrator/Employer], and payment instructions are provided below.
How to Elect COBRA
To elect COBRA continuation coverage, please complete and return the enclosed COBRA Election Form by [Election Deadline Date]. You have 60 days from the date of this notice or the date your coverage would otherwise terminate, whichever is later, to make your election.
Please send your completed election form to:
[COBRA Administrator Name]
[Administrator Address]
[City, State, ZIP Code]
[Phone Number]
[Email Address]
Payment Instructions
Your first payment must be made within 45 days after you elect COBRA coverage. You will not receive coverage until payment is received.
Please make your payment to [Payment Address/Online Portal Information] and ensure it is submitted by [Due Date]. Failure to make timely payments will result in termination of your COBRA continuation coverage.
Future Changes in Coverage
You have the right to add or drop dependents during open enrollment or special enrollment periods, subject to the terms of the plan. Additionally, should your circumstances change (e.g., Medicare entitlement or coverage under another group health plan), you must notify us promptly.
Contact Information
If you have any questions regarding your COBRA continuation rights, please contact [COBRA Administrator/Employer] at:
[COBRA Administrator/Employer]
[Phone Number]
[Email Address]
[Office Hours]
Thank you for your attention to this important matter.
Sincerely,
[Name of Plan Administrator]
[Title]
[Company Name]

Enclosures: COBRA Election Form, Plan Information, Payment Instructions

