PBS

COBRA NOtification Form /" Professional Benefit Services, Inc.

Employer
Preparer's Name Preparer's Email Address Phone Number Date
@ New Enrollment @ Termination of Coverage @ Change of Address

EMPLOYEE INFORMATION

Last Name First Name M.l
Mailing Address City State Zip Code
Ol @
Social Security Number Date of Birth Date of Hire
Email Address Phone Number
TYPE OF QUALIFYING EVENT

Termination Involuntary Termination Reduction in Hours Medicare Entitlement oss of Dependent Status

Retirement Divorce/Legal Separation Leave of Absence Military Service eath of Employee
Qualitying Event Date (Termination date) Date Insurance Began Date Active Insurance Ends

INSURANCE COVERAGE

Employee |Employee +|Employee +|Employee +
Name Of Insurer Monthly Premium Only Spouse Family Child Other

e O | O 0] O
e O | ol o] g
e O | ol ol g
e O | ol o] O
Health Reimbursement Arrangement (HRA) I:I I:I I:I I:I
Flexible Spending Account (FSA): Annual Election Contributed YTD Annual Disbursements YTD COBRA Eligible
Unknown
DEPENDENTS
Benefits
Start Date
Date of (only if Relationship
Covered Dependent Name Address (if different) Gender M/F| Last 4 SSN Birth different) | to Employee
Female
Female
Female
Female
Female

Will Employer Pay COBRA premuim as part of severance package OYes @No

If "Yes", COBRA premium will be paid to: I:lPBS Dllnsurance Carrier DPayment End Date:
Other Notes:

Professional Benefit Services, Inc.
1193 Royvonne Ave. SE., Suite 22 Salem, Oregon 97302
Phone: (800)982-2012 Fax: 503-364-6901 Email: cobra@profben.com Website: www.profben.com
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