Notice of Early Termination of COBRA Coverage
Date: ________________________
Name of Qualified Beneficiary: _________________________________________

 TC "Sample Notice of Early Termination of COBRA Coverage" \f C \l "2" Address of Beneficiary: _______________________________________________
City, State, Zip: _____________________________________________________
Status of Qualified Beneficiary: 
(  Employee/Former Employee 


(  Spouse
  (  Dependent

Please be advised that your COBRA continuation coverage will end on [Date] for the following reason(s): 
· Failure to make payment of the required premium for continuation coverage on time or within specified grace period.
· [Name of Road Commission] has terminated or will terminate group health care coverage for all employees.
· You are now covered by another group health care plan.
· Subsequent to your election of COBRA continuation coverage, you became entitled to Medicare benefits.
· The Social Security Administration has determined that you or another qualified beneficiary whose disability resulted in extension of your maximum COBRA coverage period is no longer disabled.
· For cause (e.g., fraud).
· Other ____________________________________________________________

Claims incurred on or after the date your COBRA continuation coverage terminates (see date above) will not be paid by the Plan. Any claims incurred prior to this date should be filed immediately for processing.

If your coverage has been terminated due to your entitlement to Medicare, your spouse and dependents will still be entitled to COBRA continuation coverage for ____ months.
If you have any questions about the termination of your COBRA continuation coverage benefits, please contact [Name, Phone Number, and Email of Contact Person].
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