	Current COBRA Participant Information Form

	
	
	Employer Name: 
	     

	Today’s Date:
	     
	Location: 
	     

	

	Reason for COBRA Election:
	
	Date COBRA effective:
	     

	 FORMCHECKBOX 
 Voluntary Termination of Employment
	
	Date of Reduced Hours:
	     

	 FORMCHECKBOX 
 Involuntary Termination of Employment
	
	Date signed election received:
	     

	 FORMCHECKBOX 
  Reduction of Hours
	
	Date initial premium paid:
	     

	 FORMCHECKBOX 
  Involuntary Termination after Reduction of Hours
	
	Date COBRA is paid through:
	     

	 FORMCHECKBOX 
   Lay Off
	
	Last premium amount paid:
	     

	 FORMCHECKBOX 
  Divorce   or   Legal Separation   (circle one)
	
	Entitled to Disability Extension:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
  No

	 FORMCHECKBOX 
 Loss of Dependent Status
	
	(enclose copy of social security letter)
	

	 FORMCHECKBOX 
 Employee’ s Death
	
	Hire Date:
	     

	 FORMCHECKBOX 
 Employee’s entitlement to Medicare
	
	Benefits Start Date:
	     

	
	
	Meets all ARRA criteria for subsidized rates:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	
	
	

	Name (please print)
	Social Security #
	Date of Birth
	Address                    City                State         Zip                 Phone Number

	Qualified Beneficiary:      
	     
	     
	

	Spouse:      
	     
	     
	     

	Child:      
	     
	     
	     

	Child:      
	     
	     
	     

	Child:      
	     
	     
	     

	Child:      
	     
	     
	     

	Elected Coverages: 
	
	
	
	

	 FORMCHECKBOX 
 Medical
	 FORMCHECKBOX 
 Employee
	 FORMCHECKBOX 
 EE & Spouse
	 FORMCHECKBOX 
 EE & Child
	 FORMCHECKBOX 
 Family
	Plan #
	     

	 FORMCHECKBOX 
 HRA
	 FORMCHECKBOX 
 Employee
	 FORMCHECKBOX 
 EE & Spouse
	 FORMCHECKBOX 
 EE & Child
	 FORMCHECKBOX 
 Family
	Plan #
	     

	 FORMCHECKBOX 
 Dental
	 FORMCHECKBOX 
 Employee
	 FORMCHECKBOX 
 EE & Spouse
	 FORMCHECKBOX 
 EE & Child
	 FORMCHECKBOX 
 Family
	Plan #
	     

	 FORMCHECKBOX 
 Vision
	 FORMCHECKBOX 
 Employee
	 FORMCHECKBOX 
 EE & Spouse
	 FORMCHECKBOX 
 EE & Child
	 FORMCHECKBOX 
 Family
	Plan #
	     

	 FORMCHECKBOX 
 RX (if separate)
	 FORMCHECKBOX 
 Employee
	 FORMCHECKBOX 
 EE & Spouse
	 FORMCHECKBOX 
 EE & Child
	 FORMCHECKBOX 
 Family
	Plan #
	     

	Person completing form:
	     
	Signature:
	
	Date:
	     

	214 N Main Street

PO Box 1053

Burlington, IA 52601


	Administered By

Employee Benefit Systems

COBRA Department


	Ph:  800-373-1327

Ph:  319-758-8467

Fax:319-758-8567

lkulp@ebs-tpa.com
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