
 
 

 

 

 _____________________ SCHOOL DISTRICT 

 

IMPORTANT INFORMATION: COBRA Continuation Coverage and other 

Health Coverage Alternatives 

 
This notice has important information about your right to continue your health care 

coverage in the East End Health Plan (the Plan), as well as other health coverage options 

that may be available to you, including coverage through the Health Insurance 
Marketplace at www.HealthCare.gov or call 1-800-318-2596.    You may be able to get 

coverage through the Health Insurance Marketplace that costs less than COBRA 
continuation coverage.  Please read the information in this notice very carefully before you 
make your decision.  If you choose to elect COBRA continuation coverage, you should use 
the election form provided later in this notice. 

 

Date of Notification:  ____________       Enrollee S.S.#: ____________ 

Enrollee Name:   _____________________________________________  

Enrollee Address: _____________________________________________ 
     
NOTICE OF RIGHT TO CONTINUE COVERAGE: 
 
Your health care coverage in the East End Health Plan terminates on __________ due to: 
 

 � End of employment  � Reduction in hours of employment 
 � Death of employee   � Divorce or legal separation 
 � Entitlement to Medicare  � Loss of dependent child status 
You have 60 days from the date your coverage terminates, or the date of this notice, 

whichever is later, to elect to continue coverage. 
 
What’s COBRA continuation coverage?  
 
COBRA continuation coverage is the same coverage that the Plan gives to other participants 
or beneficiaries who aren’t getting continuation coverage.  Each “qualified beneficiary” 
(described below) who elects COBRA continuation coverage will have the same rights under 
the Plan as other participants or beneficiaries covered under the Plan.   
 

Who are the qualified beneficiaries? 

 
Each person (“qualified beneficiary”) in the category(ies) checked below can elect COBRA 
continuation coverage: 

� Employee or former employee  
� Spouse or former spouse  
� Dependent child(ren) covered under the Plan on the day before the event that 

caused the loss of coverage  
� Child who is losing coverage under the Plan because he or she is no longer a 

dependent under the Plan  
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Are there other coverage options besides COBRA Continuation Coverage? 

 
Yes.  Instead of enrolling in COBRA continuation coverage, there may be other more 
affordable coverage options for you and your family through the Health Insurance 
Marketplace, Medicaid, or other group health plan coverage options (such as a spouse’s plan) 
through what is called a “special enrollment period.”  Some of these options may cost less 
than COBRA continuation coverage.    
 
You should compare your other coverage options with COBRA continuation coverage and 
choose the coverage that is best for you.  For example, if you move to other coverage you 
may pay more out of pocket than you would under COBRA because the new coverage may 
impose a new deductible. 
 
When you lose job-based health coverage, it’s important that you choose carefully between 
COBRA continuation coverage and other coverage options, because once you’ve made your 
choice, it can be difficult or impossible to switch to another coverage option. 
 

If I elect COBRA continuation coverage, when will my coverage begin and how long will 

the coverage last? 

 
If elected, you may continue coverage without interruption under the Plan for up to 36 
months.  Continuation coverage may end before the date noted above in certain 
circumstances, like failure to pay premiums, fraud, or the individual becomes covered under 
another group health plan. 
 
Can I extend the length of COBRA continuation coverage? 

If you elect continuation coverage, you may be able to extend the length of continuation 
coverage if a qualified beneficiary is disabled, or if a second qualifying event occurs.  You 
must notify the school district of a disability or a second qualifying event within a certain time 
period to extend the period of continuation coverage.  If you don’t provide notice of a 
disability or second qualifying event within the required time period, it will affect your right 
to extend the period of continuation coverage.   
 
For more information about extending the length of COBRA continuation coverage visit 
http://www.dol.gov/ebsa/publications/cobraemployee.html. 
 
How much does COBRA continuation coverage cost? 
 
The cost of COBRA continuation coverage is noted on the attached enrollment form.  Other 
coverage options may cost less.  If you choose to elect continuation coverage, you don’t have 
to send any payment with the Election Form.  Additional information about payment will be 
provided to you after the election form is received by the Plan.  Important information about 
paying your premium can be found at the end of this notice. 
 
You may be able to get coverage through the Health Insurance Marketplace that costs 
less than COBRA continuation coverage.  You can learn more about the Marketplace 
below. 
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What is the Health Insurance Marketplace? 

 
The Marketplace offers “one-stop shopping” to find and compare private health insurance 
options.  In the Marketplace, you could be eligible for a new kind of tax credit that lowers 
your monthly premiums and cost-sharing reductions (amounts that lower your out-of-pocket 
costs for deductibles, coinsurance, and copayments) right away, and you can see what your 
premium, deductibles, and out-of-pocket costs will be before you make a decision to enroll.  
Through the Marketplace you’ll also learn if you qualify for free or low-cost coverage from 
Medicaid or the Children’s Health Insurance Program (CHIP).  You can access the 
Marketplace for your state at www.HealthCare.gov. 
 
Coverage through the Health Insurance Marketplace may cost less than COBRA continuation 
coverage.  Being offered COBRA continuation coverage won’t limit your eligibility for 
coverage or for a tax credit through the Marketplace.  
 
When can I enroll in Marketplace coverage? 

You always have 60 days from the time you lose your job-based coverage to enroll in the 
Marketplace.  That is because losing your job-based health coverage is a “special enrollment” 
event.  After 60 days your special enrollment period will end and you may not be able to 

enroll, so you should take action right away.  In addition, during what is called an “open 
enrollment” period, anyone can enroll in Marketplace coverage.   

To find out more about enrolling in the Marketplace, such as when the next open enrollment 
period will be and what you need to know about qualifying events and special enrollment 
periods, visit www.HealthCare.gov. 

If I sign up for COBRA continuation coverage, can I switch to coverage in the 

Marketplace?  What about if I choose Marketplace coverage and want to switch back to 

COBRA continuation coverage? 

If you sign up for COBRA continuation coverage, you can switch to a Marketplace plan 
during a Marketplace open enrollment period.  You can also end your COBRA continuation 
coverage early and switch to a Marketplace plan if you have another qualifying event such as 
marriage or birth of a child through something called a “special enrollment period.”  But be 
careful though - if you terminate your COBRA continuation coverage early without another 
qualifying event, you’ll have to wait to enroll in Marketplace coverage until the next open 
enrollment period, and could end up without any health coverage in the interim.   

Once you’ve exhausted your COBRA continuation coverage and the coverage expires, you’ll 
be eligible to enroll in Marketplace coverage through a special enrollment period, even if 
Marketplace open enrollment has ended.  

If you sign up for Marketplace coverage instead of COBRA continuation coverage, you 
cannot switch to COBRA continuation coverage under any circumstances.   
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Can I enroll in another group health plan? 
 
You may be eligible to enroll in coverage under another group health plan (like a spouse’s 
plan), if you request enrollment within 30 days of the loss of coverage.   
 
If you or your dependent chooses to elect COBRA continuation coverage instead of enrolling 
in another group health plan for which you’re eligible, you’ll have another opportunity to 
enroll in the other group health plan within 30 days of losing your COBRA continuation 
coverage.  
 
What factors should I consider when choosing coverage options? 
 
When considering your options for health coverage, you may want to think about: 
 

• Premiums: Your previous plan can charge up to 102% of total plan premiums for 
COBRA coverage.  Other options, like coverage on a spouse’s plan or through the 
Marketplace, may be less expensive.   

• Provider Networks: If you’re currently getting care or treatment for a condition, a 
change in your health coverage may affect your access to a particular health care 
provider.  You may want to check to see if your current health care providers 
participate in a network as you consider options for health coverage. 

• Drug Formularies: If you’re currently taking medication, a change in your health 
coverage may affect your costs for medication – and in some cases, your medication 
may not be covered by another plan.  You may want to check to see if your current 
medications are listed in drug formularies for other health coverage. 

• Severance payments:  If you lost your job and got a severance package from your 
former employer, your former employer may have offered to pay some or all of your 
COBRA payments for a period of time.  In this scenario, you may want to contact the 
Department of Labor at 1-866-444-3272 to discuss your options. 

• Service Areas: Some plans limit their benefits to specific service or coverage areas – 
so if you move to another area of the country, you may not be able to use your 
benefits.  You may want to see if your plan has a service or coverage area, or other 
similar limitations. 

• Other Cost-Sharing: In addition to premiums or contributions for health coverage, you 
probably pay copayments, deductibles, coinsurance, or other amounts as you use your 
benefits.  You may want to check to see what the cost-sharing requirements are for 
other health coverage options.  For example, one option may have much lower 
monthly premiums, but a much higher deductible and higher copayments. 

 
For more information 
 
This notice doesn’t fully describe continuation coverage or other rights under the Plan.  More 
information about continuation coverage and your rights under the Plan is available in your 
summary plan description or from the Plan Administrator.   
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If you have questions about the information in this notice, your rights to coverage, or if you 
want a copy of your summary plan description, contact your school district. 
 
For more information about your rights under the Employee Retirement Income Security Act 
(ERISA), including COBRA, the Patient Protection and Affordable Care Act, and other laws 
affecting group health plans, visit the U.S. Department of Labor’s Employee Benefits Security 
Administration (EBSA) website at www.dol.gov/ebsa or call their toll-free number at 1-866-
444-3272.  For more information about health insurance options available through the Health 
Insurance Marketplace, and to locate an assister in your area who you can talk to about the 
different options, visit www.HealthCare.gov. 
 
Keep Your Plan Informed of Address Changes 
 
To protect your and your family’s rights, keep the Plan Administrator informed of any 
changes in your address and the addresses of family members.  You should also keep a copy 
of any notices you send to the Plan Administrator.  
 
 

Paperwork Reduction Act Statement 
 
According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are 
required to respond to a collection of information unless such collection displays a valid 
Office of Management and Budget (OMB) control number.  The Department notes that a 
Federal agency cannot conduct or sponsor a collection of information unless it is approved by 
OMB under the PRA, and displays a currently valid OMB control number, and the public is 
not required to respond to a collection of information unless it displays a currently valid OMB 
control number. See 44 U.S.C. 3507.  Also, notwithstanding any other provisions of law, no 
person shall be subject to penalty for failing to comply with a collection of information if the 
collection of information does not display a currently valid OMB control number. See 44 
U.S.C. 3512.  
 
The public reporting burden for this collection of information is estimated to average 
approximately four minutes per respondent.  Interested parties are encouraged to send 
comments regarding the burden estimate or any other aspect of this collection of information, 
including suggestions for reducing this burden, to the U.S. Department of Labor, Office of 
Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., 
Room N-5718, Washington, DC 20210 or email ebsa.opr@dol.gov and reference the OMB 
Control Number 1210-0123. 
 
 
OMB Control Number 1210-0123 
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Important Information About Payment 
 
First payment for continuation coverage 

 

You must make your first payment for continuation coverage no later than 45 days after the 
date of your election (this is the date the Election Notice is postmarked).  If you don’t make 
your first payment in full no later than 45 days after the date of your election, you’ll lose all 
continuation coverage rights under the Plan.  You may contact your district’s Health Plan 
Coordinator with any questions regarding your first payment. 
 
Periodic payments for continuation coverage 

 
After you make your first payment for continuation coverage, you’ll have to make monthly 
payments for each coverage period that follows.  The amount due for each coverage period 
for each qualified beneficiary is shown in this notice and will be noted on the monthly bill that 
you receive.  The payments must be made on a monthly basis.  Under the Plan, each of these 
monthly payments for continuation coverage is due the last business day of the month prior to 
the month of coverage.  If you make a monthly payment on or before the first day of the 
coverage period to which it applies, your coverage under the Plan will continue for that 
coverage period without any break.  The Plan will send periodic notices of payments due for 
these coverage periods.   
 

Grace periods for periodic payments 

 

Although periodic payments are due on the dates noted on the monthly bills, you’ll be given a 
grace period of 30 days after the first day of the coverage period to make each periodic 
payment.  You’ll get continuation coverage for each coverage period as long as payment for 
that coverage period is made before the end of the grace period.   
 
If you don’t make a periodic payment before the end of the grace period for that coverage 
period, you’ll lose all rights to continuation coverage under the Plan. 
 
Your first payment should be sent to:  
 
East End Health Plan 
Mr. Frank Perry 
Operations Administrator 
201 Sunrise Highway 
Patchogue, NY  11772 
 
All future monthly payments for continuation coverage should be sent to the address on the 
payment coupon you will receive. 
 



COBRA CONTINUATION COVERAGE ELECTION FORM 
 

MEMBER’S SUMMARY INFORMATION 
Employee Name: ___________________________________ COBRA Qualifier’s Name: ______________________________ 
Relationship to Member: _____________________________ Social Security Number: ________________________________ 
Group Health Plan Coverage Ends: _____________________ Qualifying Event: _____________________________________ 
Qualifying Event Date: _______________________________ Cobra Notification Date: ________________________________ 
Number of months initially offered for COBRA continuation coverage: ____________ 
 

MONTHLY COBRA PREMIUMS  

COVERAGE TYPE    SINGLE COVERAGE  FAMILY COVERAGE  

PLAN TYPE    PREMIUM   PREMIUM 
GROUP MEDICAL   $1,152.60   $2,621.40 
GROUP DENTAL    $0    $0 
 

NOTE:  Each Qualified Beneficiary has an independent right to elect or waive COBRA continuation coverage. Although the 
employee or spouse can elect coverage for all other qualified beneficiaries listed, the employee or spouse cannot 
independently waive coverage for all other qualified beneficiaries without their authorization, unless such qualified 
beneficiary is a minor. 
 
If you don’t submit a completed Election Form by the due date shown above, you’ll lose your right to elect COBRA 
continuation coverage.  If you reject COBRA continuation coverage before the due date, you may change your mind as long 
as you submit a completed Election Form before the due date.  However, if you change your mind after first rejecting 
COBRA continuation coverage, your COBRA continuation coverage will begin on the date you submit the completed 
Election Form. 
 

ELECTION INFORMATION – To be completed by COBRA Enrollee 
Last Name                     First Name        MI Enrollee’s Social Security No. 

 
 

Street Address Enrollee’s Date of Birth                       Month/Date/Year 
 
 

City                                State                                  Zip Martial Status 
          (  ) Single                            (  ) Married 
          (  ) Widowed                      (  ) Divorced 

Enrollee’s Sex 
 
            (  )  Male                          (  )  Female 

Spouse’s Social Security No. 
 

Previous Coverage was as a(n)                     (  ) Enrollee                (  )  Dependent 
Name of Enrolled Employee Reason for Termination of Coverage 

 
 

Identification No. of Enrollee Coverage Termination Date Month/Date/Year 
 
 

To be completed by Health Plan Coordinator 

Code: 

To be completed by Health Plan Coordinator 

Group# 
 

  QUALIFIED BENEFICIARY (S)                MEDICAL/DENTAL                  SINGLE/FAMILY              PREMIUM 
            ELECTING COBRA 
 

____________________________         _________________             _______________           $________ 
 
____________________________         _________________             _______________           $________ 
 
____________________________         _________________             _______________           $________ 
 

                                                                                               Total Premium Submitted             $________ 
 

Under my rights under COBRA, I have elected to continue benefits under the plan listed above and acknowledge that 

I am responsible for the associated premiums. I have read and understand the information presented in this document 

and my responsibilities under the law. 

 

ENROLLEE’S SIGNATURE _______________________________________              DATE _____________ 


