Camden Benefits Group Inc.

EMPLOYEE NOTICE OF QUALIFYING EVENT UNDER THE 

CAMDEN BENEFITS GROUP INC. PLAN

(Termination or Reduction in Hours of Employment)

To:  
 ______________________________

From:  
 Plan Administrator

Date of Notice: 
_______________________________

The Plan Administrator of the Plan has been notified that your health care coverage listed on the attached election form under the Plan will terminate as of _______________, because of a termination of employment (for reasons other than gross misconduct) or a reduction in hours of employment.  You have the right to elect to continue health care coverage under the Plan for up to 18 months from the date of termination or reduction in hours of employment by completing the attached election form and submitting that form to the Plan Administrator by the date 60 days from the date this notice is mailed, or the date 60 days from the date coverage terminates, if later. 

This same Notice is being sent separately to each other individual who will lose coverage because of this event.  However, if applicable, an employee may elect coverage for a spouse and dependent children and a spouse may elect coverage for an employee and dependent children.

If you elect to continue coverage, you must pay the entire cost of the coverage, on an after-tax basis in monthly installments.  The current amount of this premium and the due date for payment are explained in the attached election form. However, the premium may change in the future. 

If you elect coverage, it will last for as long as 18 months (except for health flexible spending account coverage which never lasts longer than the end of the HFSA year in which the continuation coverage begins) beginning on the date of termination or reduction in hours or employment.  If, at the time of termination or reduction in hours of employment (or for 60 days after continuation coverage begins) you, your spouse, or your dependent children, if any, are classified by the Social Security Administration as being disabled for Social Security purposes, the 18-month period is extended, at an increased premium, for up to 29 months.  This extension applies only if you notify the Plan Administrator within 60 days of a disability determination, and before the end of the 18-month period.

The 18-month period also may be extended for the following reasons:

1. Death of employee, divorce, legal separation, or change in dependency status.   If one of these events occurs during the 18-month initial coverage period, the coverage period for an employee’s spouse and dependent children if any, can be extended for up to 36 months from the initial qualifying event.  This extension only applies if the spouse/ dependent children notify the Plan Administrator of the subsequent event within 60 days of the subsequent event.
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2. Employee’s Medicare entitlement.  If the employee becomes entitled to Medicare before the initial qualifying event, the spouse and dependent children, if any, may receive extended coverage for up to the greater of (a) 36 months from the date of the employee’s Medicare entitlement, or (b) 18 months from the initial event.  If the employee becomes entitled to Medicare after the initial event, but within 18 months thereafter, the spouse and dependent children, if any, may receive extended coverage for up to 36 months after the initial event. 

3. Retirees in Bankruptcy.  Special rules apply that extend coverage for certain retirees and their surviving spouses in an employer bankruptcy situation.  Please contact the Plan Administrator if you would like information on these rules.

Your health care continuation coverage will end before the maximum period for a number of reasons:  including:

1. Your failure to pay the required premium in a timely fashion.

2. After the date of your continuation coverage election, you become covered under another group health plan, that does not contain any exclusion or limitation for any pre-existing condition you may have, or you become entitled to Medicare.

3. The termination of all of the sponsor’s group health plans.

4. If coverage was extended to 29 months due to disability, a determination that the disability no longer exists.

NOTE:  Federal law requires that you inform the Plan Administrator of any final determination that you are no longer disabled. 

To be sure that you receive the necessary information concerning your rights, you should keep the Plan Administrator informed of any address changes. 

Note that continuation coverage under the Plan is provided subject to eligibility and all of the applicable terms of the Plan.  The Plan Administrator reserves the right to terminate continuation coverage retroactively if an individual is determined to be ineligible for coverage for any reason. 

This Notice is a summary of your rights and obligations under the federal health care coverage continuation laws.  It is not intended to inform you about any of the details of the Plan.  You should refer to the Plan document and its Summary Plan Description for this information.  If you have any specific questions, please contact the Plan Administrator at the telephone number or address listed.  Note that the Plan Administrator and its representatives do not have the authority to modify the terms of the Plan.  Therefore, if the terms of the Plan and a response given to you by the Plan Administrator or its representatives conflict, the Plan document will control.
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