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Request to send out Cobra/Continuation Notification
Date: ______________

Employer Info

	Employer Name:

	Group Number:

	Address:   Street
	City
	State
	Zip

	Carrier Name:                                                      Group Administrator:

	Would you like to charge the 2% Administration Fee?     ( Yes      ( NO


Employee Info

	Employee Last Name
	First Name
	M. I.

	Social Security #
	Date of Hire
	Date Coverage Started

	Home Address:   Street
	City
	State
	Zip

	Date of Birth
	Termination Date
	Date Insurance will End

	Coverage Term Due to:   Lay Off     Termination    Employee Quit        Reduction Hours  Other:  

	Was Termination Voluntary?
	Employee Home Phone:

	Current Type of Coverage:
	( Health     ( Dental      ( Life      ( Disability
( Employee   ( Emp/Spouse      ( Emp/Child(ren)      ( Family



	Current Rates Health (Total amount billed by carrier):

	Dependent Information (Covered under policy at time of cancellation)

	Name/DOB
	Name/DOB
	Name/DOB

	
	 
	  


	Submitted By:
	E-mail: 


Please fax or e-mail request to Midwest Insurance Brokerage, 920-731-1421, lynn@mibltd.com
If you have questions please call 920-731-2100
