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COBRA QUALIFED BENEFICIARY DATA FORM FOR TERMINATIONS
EMPLOYEE SECTION

SECTION I – (QB) Qualified Beneficiary (Employee) 

Name of Employee:                                                                                                                                  Employee SS#: _____________________________________  
If terminating coverage for a dependent -Name of Dependent:  _________________________________  Relationship: Spouse__________ Child____________
Current Mailing Address:  _________________________________________________ (City) _________________________________________ (State) ________
(Zip Code)_______________                     Employee Date of Birth:___________________                            Employee Date of Hire: __________________                                                                                                                                                                                                              
· Franklin County               
· Fairfield County                                                 (County Agency Name)_________________________________________________________           
· Pickaway County
Please provide forwarding address and phone number if different from above (if applicable):___________________________________________________________
__________________________________________________________________________________________________________________________________________

Section II - Qualifying Event                                                    Termination Employer Section
1. Date of Qualifying Event:______________________               2. Date Benefits Terminate or Last Day Covered: ______________________                               


                                      (I.e. Last Day Worked)                                                                                                        (Refer to your Plan Booklet)

Section III – Type of Event                                                            CIRCLE TYPE OF COBRA QUALIFYING EVENT (The items issued below qualify for COBRA)
                            Employee or Dependent                                
· Voluntary Termination                                     Have you been covered under your own policy as an employee? Yes___ No ___                                       
· Involuntary Termination                                   If Yes, did you have a single or family plan?______________________________
· Reductions of Hours                                                       
· Death of Covered Employee                            If No, under which employee policy were you covered?________________________________
· EE’s Entitlement to Medicare                          Employee’s SS#:_______________________ Relationship  to Employee_______________________
· Divorce or Legal Separation         
· Loss of Dependent Status 
                               
· Transfer to another County Agency

· Retirement

· Young Adult Dependent of Employee _____Federal (up to age 26) or ____State (up to age 28)
Section IV – Qualified Beneficiary Coverage

	Coverage Plan Options:
	
	              PPO    (Choice Plus)

	Medical Coverage Level:
	
	·  Single
	·  Family


Please list below all dependents whose coverage is to be terminated

Section V – Dependent Information
	Name of Dependent
	Social Security Number
	Date of Birth
	Address (if Different from above

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Agency Representative (Please Print name): _______________________________________

Completed By:_________________________________     Phone:_________________________    Date:_________________
Note: Life insurance is not covered under COBRA legislation. For information on portability or conversion of your life insurance, please contact Employee Health Benefits Office at 614-525-5750 or 800-397-5884.






Benefits Department   - Attention: Eligibility



Revised 11-04-2010
373 South High Street, 25th Floor, Columbus, Ohio 43215-6314   

Tel: 614-525-5750 Fax: 614-525-5515 (HIPAA compliant)
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