SAMPLE NOTICE OF TERMINATION 

OF COBRA COVERAGE

Caution:  This sample document is for a hypothetical employer, and it may not apply to your factual situation.  It is provided for illustrative purposes only, and may not be used “as is” for any purpose.  If you wish to use this sample as a starting point for your own document, advice of legal counsel is required.

ABC COMPANY

1234 Business Street

Baltimore, MD 21201

410-555-5555

January 15, 2005

To:
Jane Doe, Mary Doe and Richard Doe


1234 Cherry Lane


Baltimore, MD 21202

From:
John Smith, Human Resources Manager, acting on behalf of ABC Company, the plan 


Administrator for the ABC Company Welfare Benefits Plan (“the Plan”)

Re:
Notice of Termination of COBRA Coverage

This is notice that COBRA coverage under the ABC Company Welfare Benefits Plan (“the Plan”) ceased on February 28, 2005 for the following individuals:


Jane Doe


Mary Doe


Richard Doe

COBRA coverage is terminating before the maximum period of coverage ends, for the following reason:

□
Required premium was not paid on time
□
Employer ceased to provide any group health plan for its




employees

□
Individual(s) named above became covered under another
□
Individual(s) named above became entitled to a 29-month


group health plan that does not impose any preexisting

maximum coverage period due to disability of a family member


condition exclusion for a preexisting condition of the

and the Social Security  Administration has made a final


individual(s)

determination that the family member is no longer disabled

□
Individual(s) named above became enrolled in Medicare
□
For cause:




________________________________________________




________________________________________________

Page 1 of 2

Claims incurred after the termination date shown above may have been paid on behalf of the individual(s) named above, and premiums may have been paid for COBRA coverage for periods after the termination date.  If that is the case, premiums for periods after the termination date will be refunded, and reimbursement of benefits paid for claims incurred after the termination date will be required.  Premiums will be refunded only after all required reimbursements of benefits have been received.

Under the Plan, the individual(s) named above have the right to enroll in an individual conversion health insurance policy, without providing proof of insurability.  There is a limited time period for enrolling in a policy.  Contact XYZ Insurance Company, 1234 Financial Drive, Baltimore, MD 21201, 410-555-5555 to enroll.

If you disagree with this determination (that is, if you believe that your COBRA coverage should not have been terminated), you may request us to reconsider our decision by filing an appeal as follows:

1. Send a written appeal to John Smith, Human Resources Manager, ABC Company, 1234 Business Street, Baltimore, MD 21201, within 30 days of your receipt of this Notice.

2. Explain why you believe that your COBRA coverage was improperly terminated, including all information that you wish to be reviewed.  Be sure to include your name, current address, and the names of other covered individuals that you wish to include in your appeal.

ABC Company will respond to your appeal within 14 days of its receipt.

If any of the individuals named above does not reside with you at the above address, we request that you immediately notify ABC Company at the address and telephone number below so that we may provide a copy of this Notice to those individuals.

If you have any questions regarding the information in this Notice, you should contact John Smith, Human Resources Manager, ABC Company, 1234 Business Street, Baltimore, MD 21201, 410-555-5555.
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