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Ceridian COBRA Continuation Services

COBRA QUALIFYING EVENT
PLEASECHECK |2 ORIGINAL NOTICE  If FAXED, do not mail copy. | 16) COBRA Qualifying Event that caused loss of coverage (check one)
ONEBOX =[] REVISION ... to aform that was previously sent. Continuation of coverage for 18 months:
1a) From (Company) Q Employee’s retirement (o ® O Employee’s reduction in hours (€ 2
O Employee’s resignation (¢ ) Q Employee’s layoff ©od 0

1b) Division or Region Code 1c) Company ID or Unit Code

Oao oOo

(Ifapplicable, refer to the Client Rate Report for the one character to two
characters required [alpha and/or numeric] to complete 1b and 1c above.)

2) Ceridian COBRA Services Account Number

3) Please be advised that the following has had a Qualifying Event. (check one)
D (E)mployee D (D)ependent

O Employee’s involuntary termination ©% © 0 Employee’s begins leave of absence (©¢ %)
Continuation of coverage for 36 months:
O Divorcellegal separation (G 4
Q Ineligibility of dependent child (¢ ®
U Covered employee/retiree becomes
entitled to Medicare; dependents
may elect continuance
of coverage(©® %

0 Death of covered employee /retiree (e 3
U Retiree, spouse or child of retiree loses
coverage within one year before or
after commencement of proceedings by

sponsoring employer under title 11
(bankruptcy) United States Code (€% 7

Somal Secunty Numberof Quallfled Benef|C|ary

5a) Qualified Beneficiary’'s Name (last, first, mi)

5b) Street (include apartmentnumber)

5¢) City 5d) State | 5e) Zip Code

6) Home Phone # of Qualified Beneficiary (include Area Code)

DDDDDD[DDD

7) Employee # (if applicable)

8) Date of Birth of Qualified Beneficiary 9) Gencﬁ (check one)
(M)ale

IME| [D(F)emale

10) Ifthe Qualified Beneficiary listed in box #5a is not the employee, enter
the following:
Employee Name (last, first, mi)

Employee SSN ... E]. ....

Dependent'sRelationshiptoEmployee

11) Qualifying Event Date

HiENENNE.

12) Last day of pre-COBRA Coverage (cannot be prior to Qualifying Event Date)

CICICILILILILIL]

13) Is this a second Qualifying Event for a dependent who is currently
on COBRA? [J(N)o [I(Y)es

14) Ifemployee, does he/she have a health care FSA?
L] (NJo LI (Y)es (If yes, MONTHLY contribution $ )

15) Refer to your Client Rate Report and enter the current Carrier Option, Option
Code and Plan Code for each coverage in effect on the Qualifying Event Date:
Carrier Code Option Code Plan Code*
Med or HMO

17) Spouse/DependentInformation. Each name should include last, first
and middle initial.
Nameof Spouse

Social Security Number |:| |:| |:|_ |:| I:l_ D |:| I:l I:l
pateofBith [ [ ][ [ 1[I J[]
M M D D Y Y Y Y
[IMale [Female
Address (if different from participant)

Gender

Name of Dependent

Social Security Number [ [ ][ |-[ ][ - [ 11 ][]
ettt [ ][ JCICICICIC]

[IMale [IFemale
Address (if different from participant)

Gender

Nameof Dependent

Social Security Number I:l |:| |:|
Date of Birth D D D D
M M D D

Gender [IMale [IFemale
Address (if different from participant)

Nameof Dependent

Social Security Number [ [ ][ |-[ ][ ]- [ 11 ][]
DateofBirth g g g g g DY g

Gender [IMale [ Female

Address (if different from participant)

Dental
Vision
Hearing
Prescription
Other

*Select from the following current Plan Code Coverages. Ceridian administers only
Plan Code coverage options that are permitted by your plan or carrier:

1 = Individual 3 = Family 14 = Individual+Child

2 = Individual + 1 9 = Individual + Spouse 15 = Individual + Children

Please see Addendum if additional names need to be listed in this section
Prepared By
Name: (PRINT)

b [JLILILILILILIL]

Y Y Y

reestone# ()] [] (][ )- (O]
Faxt IO -0 I-CIOIC ]

Ceridian COBRA Services Center+3201 34th StreetSouth St. Petersburg, Florida 33711-3828 « 800-488-8757 « Fax 727-865-3648
© 2004 Ceridian Corporation
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