ELECTION OF CONTINUATION OF GROUP HEALTHCARE COVERAGE

Name: 
















Address: 















City: 




 State: 


 Zip Code: 







SSN #: 






 Date of Birth: 








Phone Number: 















I request continuation of my coverage under ABC, and I have checked below which coverage I wish to continue. The continuation payment of $ 

 is enclosed. I understand that I am responsible for the full payment of the monthly premium and that the premium be received by ABC within 30 days from the due date. I understand that the coverage I am requesting is subject to automatic termination for any of the following reasons:

1. Failure to make payment within 30 days from due date.

2. I become covered under another group health plan as a result of employment,

 reemployment, or remarriage.

3. I become entitled to Medicare benefits.

4.
The employer sponsored plan is terminated for all active employees including those

 who have elected this continuation programs.


SINGLE 



FAMILY

_____ Medical & Rx



_____ Medical & Rx

_____ Dental




_____ Dental

_____ Vision




_____ Vision

_______ I do not wish to continue my coverage.

Individual’s Signature









Date

