	COBRA Plan Information

	ACCOUNT NAME: 
	     

	ADDRESS:
	     

	PHONE: 
	     
	FAX:
	     

	HUMAN RESOURCES CONTACT  (please include title):
	     

	 HUMAN RESOURCE’S E-MAIL ADDRESS:
	     

	TYPE OF PLAN (i.e. Medical, Dental, Vision, FSA, HSA, etc.):
	     

	INSURANCE CARRIER NAMES:
	Medical:
	     
	Dental:
	     
	Vision:
	     

	INSURANCE CARRIER ADDRESS: 
	     

	INSURANCE CARRIER PHONE #:
	     

	INSURANCE CARRIER NUMBERS:
	Medical:
	     
	Dental:
	     
	Vision:
	     

	CURRENT PLAN YEAR 
	From: 
	     
	Through:
	     

	WHEN DOES COVERAGE END:
	 FORMCHECKBOX 
 The end of the month in which the Qualifying Event (QE) happened

	
	 FORMCHECKBOX 
 Midnight the day of the Qualifying Event (QE)

	CURRENT YEAR PREMIUMS (EBS will calculate the 2% administration fee)

	Plan #:       
HSA     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Plan #:       
HSA     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Plan #:       

	Plan #:       

	

	MEDICAL PREMIUMS
	MEDICAL PREMIUMS
	DENTAL PREMIUMS
	VISION PREMIUMS
	Section 125 PLAN

	Plan Options
	Monthly

Premiums
	Plan

Options
	Monthly

Premiums
	Plan

Options
	Monthly Premiums
	Plan

Options
	Monthly

Premiums
	Is FSA offered to EE?

 FORMCHECKBOX 
 Yes _________   
 FORMCHECKBOX 
 No  _________

	EE
	$     
	EE
	$     
	EE
	$     
	EE
	$     
	

	EC
	$     
	EC
	$     
	EC
	$     
	EC
	$     
	

	ES
	$     
	ES
	$     
	ES
	$     
	ES
	$     
	

	FAM
	$     
	FAM
	$     
	FAM
	$     
	FAM
	$     
	

	

	***PLEASE ATTACH AN ADDITIONAL PLAN INFORMATION SHEET FOR ADDITIONAL PLANS (IF REQUIRED)***

	
	
	
	

	
	
	
	

	Authorized Signature:
	
	Date:
	


[image: image1.jpg]



214 North Main Street


Administered by



P: 319-752-8462
Burlington, Iowa 52601

     Employee Benefit Systems


F: 319-758-8562

