

	Group Policy Number: 
	Name of Employer: 
	Employer Address: 
	Name & Address of EE: 
	Qualifying Event: 
	Month: 
	Day: 
	Year: 
	EE Active Coverage: Off
	Dep Status: Off
	Spouse: Off
	Children: Off
	1st Payment Due: 45 Days from Election
	Health Rate: 
	Dental/Optical Rate: 
	Date Monthly Payment Due: 1st
	Coverage: Off
	EE Coverage: Off
	Dependent Coverage: Off
	Applicant' SS#: 
	Applicant's B-Day: 
	First Payment: Off
	Continuation: Off
	Not Continue Cov: Off
	Signature Date: 
	Employer Signature: Complete, Print, Sign and Mail Form to COBRA Applicant(s)
	Applicant Signature: Complete, Print, Sign and Mail Form to PO Box 19040  Kalamazoo. MI 49019


