
EMPLOYEE INFORMATION
LAST NAME

SOCIAL SECURITY NUMBER

FIRST NAME MI

GROUP/BILLING UNIT NUMBER NUMBER OF YEARS EMPLOYED AT THIS GROUP PRIOR TO COBRA QUALIFYING EVENT

QUALIFYING EVENT (Check One)

Death of covered employee

Termination or reduction in covered
employee hours

Divorce or legal separation of
the covered employee

Retiree under
Chapter 11

Termination or reduction of
hours due to disability

Entitlement to Medicare
benefits by covered employee

Disqualification of Dependent
child under the plan

HMO COBRA APPLICATION
• Please print firmly
• Do not write in shaded area
• Please return completed form to your employer

Is this application for First time COBRA coverage or an Extension of existing coverage?

DATE OF QUALIFYING EVENT

QUALIFYING SUBSCRIBER INFORMATION

q
Extension

q
1st  Time

SIGNATURE OF EMPLOYER DATE
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