CONTINUATION OF MEDICAL BENEFITS

Subject to the terms stated in your certificate, Continuation of Medical benefits may be available for you and/or your covered dependents.  Please refer to the certificate for terms and limitations.  To apply for continuation of medical benefits, please complete this form and return to your employer (or previous employer, in the event of termination of employment).

Employee - check the appropriate item(s):

___
I refuse the continuation of medical benefits available to me (and my dependents).

___
I elect to continue my medical benefits as indicated below:


___ Single
___ Employee & Child      _____Employee + Spouse       ___ Family


due to:




___
The termination of my employment other than for misconduct.


___
The reduction of my work hours.

COMPLETE TO ELECT THE CONTINUATION PRIVILEGE

Group Number ____________
Last Date of employment (if applicable): ____________

Applicant’s Name ___________________________
  Identification # __________________

Do you or any dependents have other group Medical Coverage?  ____________ 

     (if yes you are not eligible to for Illinois State Continuation)

SIGNATURE OF INDIVIDUAL APPLYING FOR/DENYING THE CONTINUATION:

_______________________________________________________________________________

EMPLOYEE:
 ____________________________________
DATE: ______________

ADDRESS:     ____________________________________                                                     

 ____________________________________

PHONE #:
____________________________________ 

RETURN THIS FORM TO EMPLOYER WITH PAYMENT 

WITHIN 30 DAYS OF RECEIPT OF IT
------------------------------------------------------------------------------------------------------------------------

EMPLOYER COMPLETE THIS SECTION:   

DATE FORM GIVEN TO INSURED: _________________

