Camden Benefits Group Inc.

ELECTION FORM FOR HEALTH CARE CONTINUATION COVERAGE UNDER THE

 CAMDEN BENEFITS GROUP INC. PLAN

As explained in the notice of rights accompanying this form, you may elect health care continuation coverage under the Plan.  If you would like to elect continuation coverage, please read and sign this form and return it to the Plan Administrator, c/o Human Resources Department, as soon as possible.  If you do not return this election form within 60 days of the date the attached notice is mailed (or, if later, within 60 days of the date you would lose health care coverage), you will lose your right to elect coverage.  If you do not return this form, then, within 45 days after your election, you must pay a premium for the period of coverage from the date your coverage would otherwise terminate to the date of this election, in addition to any future monthly premium that becomes due during the 45-day period.  If you fail to pay this premium, as well as any other monthly premium in a timely fashion, your coverage will terminate. 

If you are interested in continuing any of your benefits, new enrollment forms are enclosed and must be completed and returned with this form.

CHECK ANY COVERAGE(S) YOU WISH TO ELECT TO CONTINUE.  YOU WILL BE DEEMED TO HAVE WAIVED YOUR RIGHT TO ELECT TO CONTINUE ANY COVERAGE(S) WHICH IS / ARE NOT CHECKED.  (If a monthly premium is not listed, coverage is unavailable).

Type of Health Coverage





Monthly Premium

(   Medical:  _______________________






(      (   Medical Only 





_______________

                (   (   Medical incl. dental and vision 



_______________

                (   (   Medical incl. dental (no vision available)

_______________


(      (   Medical incl. vision (no dental available)

_______________

(   
(   Dental:  






_______________

(   
(   Vision:  







_______________

(   
(   Prescription Drug:  





_______________
(   
(   Other: ______________        




_______________


(   Health Flexible Spending Account

 

(Amount currently available is $__________).  If less than zero continuation coverage



not available.  If greater than zero, continuation coverage available only for remainder



of HFSA year.


Premium amounts change from time to time and you will be notified of any change in this premium amount.  Premium payments are generally due within 30 days of the first day of each month of coverage.  If any premium payment is not received by the Plan Administrator on time, coverage will terminate and may not be recommenced. 

The maximum period of coverage for which you are eligible is explained on the accompanying notice of rights.

Continuation health care coverage would be first effective ________________ and is provided subject to your eligibility.  The Plan Administrator reserves the right to terminate COBRA coverage retroactively if an individual is determined to be ineligible for coverage.

I understand that if I fail to pay any premium payment in a timely fashion, this coverage will terminate.  I also agree to inform the Plan Administrator if I or a member of my family am/is or become(s) covered under another group health plan or entitled to Medicare. 
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CHECK ONE:
___ I elect family continuation coverage under the Plan for the following individuals:

_____________________________________________________________________
_____________________________________________________________________

(Note:  Available only for individuals who were covered under the Plan at the time of the event).

___  I elect continuation coverage under the Plan only for myself.

___  I waive my right to continuation coverage under the Plan.

I HAVE READ THIS FORM AND THE NOTICE OF RIGHTS ACCOMPANYING THIS FORM AND I UNDERSTAND MY RIGHTS TO ELECT CONTINUATION COVERAGE. 

SIGNATURE : _______________________________________________

DATE:              _______________________________________________

PLEASE PRINT, USING INK:


Name:                              ___________________________________________




Social Security Number:   ___________________________________________




Address:                           ___________________________________________

    

      
                                         ___________________________________________ 

  

 
Telephone                        (             ) ___________________________________

SEND TO:
Plan Administrator

RECEIVED BY PLAN ADMINISTRATOR:  Date: ______________ By: ___________________________
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