Notice of Termination of COBRA Coverage

[RSI Client Name]

[Client Address]

[Client Phone Number]

To:
[Name and address of individuals losing COBRA coverage]

From:
[Name and Title of Human Resources/Benefits Manager] acting on behalf of [RSI Client Name], the plan administrator for the [RSI Client Name] Benefits Plan (“the Plan”)

Re:
Notice of Termination of COBRA Coverage

Date:
[Date]
This is notice that COBRA coverage under the [RSI Client Name] Benefits Plan (“the Plan”) ceased on [date] for the following individuals:

[Enter Name(s)]

COBRA coverage is terminating before the maximum period of coverage ends, for the following reason:

( Required premium was not paid on time

( Individual(s) named above became covered under another group health plan that does not impose any preexisting condition exclusion for a preexisting condition of the individual(s)

( Employer ceased to provide any group health plan for its employees

( Individual(s) named above became entitled to a 29-month maximum coverage period due to disability of a family member, and the Social Security Administration has made a final determination that the family member is no longer disabled

( Individual(s) named above became enrolled in Medicare
( Other: _________________________________________

Claims incurred after the termination date shown above may have been paid on behalf of the individual(s) named above, and premiums may have been paid for COBRA coverage for periods after the termination date. If that is the case, premiums for periods after the termination date will be refunded, and reimbursement of benefits paid for claims incurred after the termination date will be required. Premiums will be refunded only after all required reimbursements of benefits have been received.

If you disagree with this determination (that is, if you believe that your COBRA coverage should not have been terminated), you may request us to reconsider our decision by filing an appeal as follows:

1. Send a written appeal within 30 days of your receipt of this Notice to [Name and Title of Human Resources/Benefits Manager] at [RSI Client Name and Address].
2.
Explain why you believe that your COBRA coverage was improperly terminated, including all information that you wish to be reviewed. Be sure to include your name, current address, and the names of other covered individuals that you wish to include in your appeal.

[RSI Client Name] will respond to your appeal within 14 days of its receipt.  If any of the individuals named above do not reside with you at the above address, we request that you immediately notify [RSI Client Name] at the address and telephone number below, so that we may provide a copy of this Notice to those individuals.  If you have any questions regarding the information in this Notice, you should contact [Name and Title of Human Resources/Benefits Manager] at [RSI Client Name, Address and Phone].
