ELECTION FORM FOR CONTINUATION COVERAGE

AVAILABLE UNDER FEDERAL LAW (COBRA)

Subject to the terms stated in your certificate, COBRA benefits are available to you and /or your covered dependents.  Please refer to the certificate for terms and limitation.  To apply for COBRA benefits, complete this form and return to: 

**YOUR COMPANY NAME**
Be sure to complete ALL requested information:

Employee Information:

Name_____________________________    Social Security No.______________

Check which applies:


_____
I elect to continue coverage provided under the Group Medical Plan


_____ I elect to continue coverage provided under the Group Dental Plan

_____I hereby WAIVE my rights to continue Group Medical/Dental coverage     

           under Federal Law (COBRA)


_____I hereby WAIVE my rights to continue Group Medical/Dental coverage

          due to reduction of my work hours


Check which applies:


___Employee Only
___Employee & Spouse
___Employee & Children



___Employee, Spouse & Children

Signature____________________________________      Date______________

