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Federal Requirements 

 
The following pages explain your rights and responsibilities under United States federal laws and regulations.  Some states may have similar 
requirements.  If a similar provision appears elsewhere in your Certificate of Coverage, the provision which provides the better benefit will apply. 

 
Notice of Provider Directory/Networks 
Notice Regarding Provider/Pharmacy Directories and Provider/Pharmacy Networks 
If your Plan utilizes a network of Providers, a separate listing of Participating Providers who participate in the network is available to you without 
charge by visiting www.geo-blue.com or by calling the toll-free telephone number on your ID card. 
 

Your Participating Provider/Pharmacy networks consist of a group of local medical practitioners, and Hospitals, of varied specialties as well as 
general practice or a group of local Pharmacies who are employed by or contracted with the Insurer. 

 
Qualified Medical Child Support Order (QMCSO) 
Eligibility for Coverage under a QMCSO 
If a Qualified Medical Child Support Order (QMCSO) is issued for your child, that child will be eligible for coverage as required by the order and you 
will not be considered a Late Entrant for Dependent Insurance. 
 

You must notify your Employer and elect coverage for that child, and yourself if you are not already enrolled, within 31 days of the QMCSO being 
issued. 
 
Qualified Medical Child Support Order Defined 
A Qualified Medical Child Support Order is a judgment, decree or order (including approval of a settlement agreement) or administrative notice, 
which is issued pursuant to a state domestic relations law (including a community property law), or to an administrative process, which provides for 
child support or provides for health benefit coverage to such child and relates to benefits under the Group’s health Plan, and satisfies all of the 
following: 

 the order recognizes or creates a child’s right to receive group health benefits for which a participant or beneficiary is eligible; 

 the order specifies your name and last known address, and the child’s name and last known address, except that the name and address 
of an official of a state or political subdivision may be substituted for the child’s mailing address; 

 the order provides a description of the coverage to be provided, or the manner in which the type of coverage is to be determined; 

 the order states the period to which it applies; and 

 if the order is a National Medical Support Notice completed in accordance with the Child Support Performance and Incentive Act of 1998, such 
Notice meets the requirements above. 

 

The QMCSO may not require the health insurance policy to provide coverage for any type or form of benefit or option not otherwise provided under 
the policy, except that an order may require a plan to comply with State laws regarding health care coverage. 
 
Payment of Benefits 
Any payment of benefits in reimbursement for Covered Expenses paid by the child, or the child’s custodial parent or legal guardian, shall be made 
to the child, the child’s custodial parent or legal guardian, or a state official whose name and address have been substituted for the name and 
address of the child. 

 



 

 
Special Enrollment Rights under the Health Insurance Portability & Accountability Act (HIPAA) 
If you or your eligible Dependent(s) experience a special enrollment event as described below, you or your eligible Dependent(s) may be entitled to 
enroll in the Plan outside of a designated enrollment period upon the occurrence of one of the special enrollment events listed below.  If you are 
already enrolled in the Plan, you may request enrollment for you and your eligible Dependent(s) under a different option offered by the Employer for 
which you are currently eligible.  If you are not already enrolled in the Plan, you must request special enrollment for yourself in addition to your 
eligible Dependent(s).  You and all of your eligible Dependent(s) must be covered under the same option.  The special enrollment events include: 

 Acquiring a new Dependent.  If you acquire a new Dependent(s) through marriage, birth, adoption or placement for adoption, you may 
request special enrollment for any of the following combinations of individuals if not already enrolled in the Plan: Employee only; spouse only; 
Employee and spouse; Dependent child(ren) only; Employee and Dependent child(ren); Employee, spouse and Dependent child(ren).  
Enrollment of Dependent children is limited to the newborn or adopted children or children who became Dependent children of the Employee 
due to marriage.  Dependent children who were already Dependents of the Employee but not currently enrolled in the Plan are not entitled to 
special enrollment. 

 Loss of eligibility for State Medicaid or Children’s Health Insurance Program (CHIP).  If you and/or your Dependent(s) were covered 
under a state Medicaid or CHIP plan and the coverage is terminated due to a loss of eligibility, you may request special enrollment for yourself 
and any affected Dependent(s) who are not already enrolled in the Plan.  You must request enrollment within 60 days after termination of 
Medicaid or CHIP coverage. 

 Loss of eligibility for other coverage (excluding continuation coverage).  If coverage was declined under this Plan due to coverage under 
another plan, and eligibility for the other coverage is lost, you and all of your eligible Dependent(s) may request special enrollment in this Plan. If 
required by the Plan, when enrollment in this Plan was previously declined, it must have been declined in writing with a statement that the 
reason for declining enrollment was due to other health coverage. This provision applies to loss of eligibility as a result of any of the following: 

 divorce or legal separation; 

 cessation of Dependent status (such as reaching the limiting age); 

 death of the Employee; 

 termination of employment; 

 reduction in work hours to below the minimum required for eligibility; 

 you or your Dependent(s) no longer reside, live or work in the other plan’s network service area and no other coverage is available 
under the other plan; 

 you or your Dependent(s) incur a claim which meets or exceeds the lifetime maximum limit that is applicable to all benefits offered under 
the other plan; or 

 the other plan no longer offers any benefits to a class of similarly situated individuals. 

 Termination of employer contributions (excluding continuation coverage).  If a current or former employer ceases all contributions toward 
the Employee’s or Dependent’s other coverage, special enrollment may be requested in this Plan for you and all of your eligible Dependent(s). 

 Exhaustion of COBRA or other continuation coverage.  Special enrollment may be requested in this Plan for you and all of your eligible 
Dependent(s) upon exhaustion of COBRA or other continuation coverage.  If you or your Dependent(s) elect COBRA or other continuation 
coverage following loss of coverage under another plan, the COBRA or other continuation coverage must be exhausted before any special 
enrollment rights exist under this Plan.  An individual is considered to have exhausted COBRA or other continuation coverage only if such 
coverage ceases: due to failure of the employer or other responsible entity to remit premiums on a timely basis; when the person no longer 
resides or works in the other plan’s service area and there is no other COBRA or continuation coverage available under the plan; or when the 
individual incurs a claim that would meet or exceed a lifetime maximum limit on all benefits and there is no other COBRA or other continuation 
coverage available to the individual. This does not include termination of an employer’s limited period of contributions toward COBRA or other 
continuation coverage as provided under any severance or other agreement. 

 Eligibility for employment assistance under State Medicaid or Children’s Health Insurance Program (CHIP).  If you and/or your 
Dependent(s) become eligible for assistance with group health plan premium payments under a state Medicaid or CHIP plan, you may request 
special enrollment for yourself and any affected Dependent(s) who are not already enrolled in the Plan.  You must request enrollment within 60 
days after the date you are determined to be eligible for assistance. 

 

Except as stated above, special enrollment must be requested within 30 days after the occurrence of the special enrollment event.  If the special 
enrollment event is the birth or adoption of a Dependent child, coverage will be effective immediately on the date of birth, adoption or placement for 
adoption.  Coverage with regard to any other special enrollment event will be effective on the first day of the calendar month following receipt of the 
request for special enrollment. 
 

Domestic Partners and their children (if not legal children of the Employee) are not eligible for special enrollment. 

 
  



 

Statement of Rights under the Newborns’ and Mothers’ Health Protection Act 
Under federal law, group health plans and health insurance issuers offering group health insurance coverage generally may not restrict benefits for 
any hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following a vaginal delivery, or less 
than 96 hours following a delivery by cesarean section.  However, the Plan or issuer may pay for a shorter stay if the attending provider (e.g., your 
physician, nurse midwife or physician assistant), after consultation with the mother, discharges the mother or newborn earlier. 
 

Also, under federal law, plans and issuers may not set the level of benefits or out-of-pocket costs so that any later portion of the 48-hour (or 96-
hour) stay is treated in a manner less favorable to the mother or newborn than any earlier portion of the stay. 
 

In addition, a plan or issuer may not, under federal law, require that you, your physician or other health care provider obtain authorization for 
prescribing a length of stay of up to 48 hours (or 96 hours).  However, you may be required to obtain precertification for any days of confinement 
that exceed 48 hours (or 96 hours).  For information on precertification, contact your Plan Administrator. 

 
Notice Regarding Women’s Health and Cancer Rights Act 
If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s Health and Cancer Rights Act of 
1998 (WHCRA).  For individuals receiving mastectomy-related benefits, coverage will be provided in a manner determined in consultation with the 
attending physician and the patient, for::  

 All stages of reconstruction of the breast on which a mastectomy has been performed;  

 Surgery and reconstruction of the other breast to produce a symmetrical appearance;  

 Prostheses; and  

 Treatment of physical complications of all stages of mastectomy, including lymphedemas.  
 

These benefits will be provided subject to the same annual deductibles and coinsurance provisions applicable to other medical and surgical benefits 
provided under this plan.  If you have any questions about our coverage of mastectomies and reconstructive surgery, please contact your plan 
administrator or the Customer Services number on your ID card. 

 
Group Plan Coverage Instead of Medicaid 
If your income and liquid resources do not exceed certain limits established by law, the state may decide to pay premiums for this coverage 
instead of for Medicaid, if it is cost effective.  This includes premiums for continuation coverage required by federal law. 

 
Requirements of Medical Leave Act of 1993 (as amended) (FMLA) 
Any provisions of the policy that provide for: continuation of insurance during a leave of absence; and reinstatement of insurance following a return 
to Active Service; are modified by the following provisions of the federal Family and Medical Leave Act of 1993, as amended, where applicable: 
 
Continuation of Health Insurance during Leave 
Your health insurance will be continued during a leave of absence if: 

 that leave qualifies as a leave of absence under the Family and Medical Leave Act of 1993, as amended; and 

 you are an eligible Employee under the terms of that Act. 
 

The cost of your health insurance during such leave must be paid, whether entirely by your Employer or in part by you and your Employer. 
 
Reinstatement of Canceled Insurance Following Leave 
Upon your return to Active Service following a leave of absence that qualifies under the Family and Medical Leave Act of 1993, as amended, any 
canceled insurance (health, life or disability) will be reinstated as of the date of your return. 
 

You will not be required to satisfy any eligibility or benefit waiting period to the extent that they had been satisfied prior to the start of such leave of 
absence. 
 

Your Employer will give you detailed information about the Family and Medical Leave Act of 1993, as amended. 

 
Uniformed Services Employment and Re-Employment Rights Act of 1994 (USERRA) 
The Uniformed Services Employment and Reemployment Rights Act (USERRA) protects the job rights (including enrollment rights on employer-
provided health care coverage) of individuals who voluntarily or involuntarily leave employment positions to undertake military service.  If you leave 
your job to perform military service, you have the right to elect to continue existing employer-based health plan coverage for you and your 
dependents for up to 24 months while in the military.  Even if you do not elect to continue coverage during your military service, you have the right 
to be reinstated in your Group’s health Plan when you are re-employed, generally without any waiting periods or exclusions except for service-
connected Sicknesses or Injuries. 
 

  



 

Contact your employer for information on USERRA rights and requirements.  You may also contact the U.S. Department of Labor at 1-866-4-USA-
DOL or visit its Web site at www.dol.gov/vets.  An online guide to USERRA can be viewed at www.dol.gov/elaws/userra.htm.  

 
Claim Determination Procedures under ERISA 
 
The following complies with federal law.  Provisions of the laws of your state may supersede. 
 

Procedures Regarding Medical Necessity Determinations 
In general, health services and benefits must be Medically Necessary to be covered under the Plan.  The procedures for determining Medical 
Necessity vary, according to the type of service or benefit requested, and the type of health plan.  Medical Necessity determinations are made on 
either a preservice, concurrent, or post-service basis, as described below: 
 

Certain services require prior authorization in order to be covered.  This prior authorization is called a “preservice medical necessity determination.”  

The Certificate describes who is responsible for obtaining this review.  You or your authorized representative (typically, your health care provider) 
must request Medical Necessity determinations according to the procedures described below, in the Certificate, and in your provider’s network 
participation documents as applicable. 
 

When services or benefits are determined to be not Medically Necessary, you or your representative will receive a written description of the adverse 
determination, and may appeal the determination.  Appeal procedures are described in the Certificate, in your provider’s network participation 
documents, and in the determination notices. 
 
Pre-service Medical Necessity Determinations 
When you or your representative request a required Medical Necessity determination prior to care, the Insurer will notify you or your representative 
of the determination within 15 days after receiving the request.  However, if more time is needed due to matters beyond the Insurer’s control, the 
Insurer will notify you or your representative within 15 days after receiving your request.  This notice will include the date a determination can be 
expected, which will be no more than 30 days after receipt of the request.  If more time is needed because necessary information is missing from the 
request, the notice will also specify what information is needed, and you or your representative must provide the specified information to the Insurer 
within 45 days after receiving the notice.  The determination period will be suspended on the date the Insurer sends such a notice of missing 
information, and the determination period will resume on the date you or your representative responds to the notice. 
 

If the determination periods above would seriously jeopardize your life or health, your ability to regain maximum function, or in the opinion of a 
Physician with knowledge of your health condition, cause you severe pain which cannot be managed without the requested services, the Insurer will 
make the pre-service determination on an expedited basis.  The Insurer’s Physician or their designee, will defer to the determination of the treating 
Physician, regarding whether an expedited determination is necessary.  The Insurer will notify you or your representative of an expedited 
determination within 72 hours after receiving the request. 
 

However, if necessary information is missing from the request, the Insurer will notify you or your representative within 24 hours after receiving the 
request to specify what information is needed.  You or your representative must provide the specified information to the Insurer within 48 hours after 
receiving the notice.  The Insurer will notify you or your representative of the expedited benefit determination within 48 hours after you or your 
representative responds to the notice.  Expedited determinations may be provided orally, followed within 3 days by written or electronic notification. 
 

If you or your representative fails to follow the Insurer’s procedures for requesting a required preservice medical necessity determination, the 
Insurer will notify you or your representative of the failure and describe the proper procedures for filing within 5 days (or 24 hours, if an expedited 
determination is required, as described above) after receiving the request.  This notice may be provided orally, unless you or your representative 
requests written notification. 
 
Concurrent Medical Necessity Determinations 
When an ongoing course of treatment has been approved for you and you wish to extend the approval, you or your representative must request a 
required concurrent Medical Necessity determination at least 24 hours prior to the expiration of the approved period of time or number of 
treatments.  When you or your representative requests such a determination, the Insurer will notify you or your representative of the determination 
within 24 hours after receiving the request. 
 
Post-service Medical Necessity Determinations 
When you or your representative requests a Medical Necessity determination after services have been rendered, the Insurer will notify you or your 
representative of the determination within 30 days after receiving the request.  However, if more time is needed to make a determination due to 
matters beyond the Insurer’s control, the Insurer will notify you or your representative within 30 days after receiving the request.  This notice will 
include the date a determination can be expected, which will be no more than 45 days after receipt of the request. 
 

If more time is needed because necessary information is missing from the request, the notice will also specify what information is needed, and 
you or your representative must provide the specified information to the Insurer within 45 days after receiving the notice.  The determination 
period will be suspended on the date the Insurer sends such a notice of missing information, and the determination period will resume on the date 
you or your representative responds to the notice.  

http://www.dol.gov/vets
http://www.dol.gov/elaws/userra.htm


 

 
Post-service Claim Determinations 
When you or your representative requests payment for services which have been rendered, the Insurer will notify you of the claim payment 
determination within 30 days after receiving the request.  However, if more time is needed to make a determination due to matters beyond the 
Insurer’s control, the Insurer will notify you or your representative within 30 days after receiving the request.  This notice will include the date a 
determination can be expected, which will be no more than 45 days after receipt of the request.  If more time is needed because necessary 
information is missing from the request, the notice will also specify what information is needed, and you or your representative must provide the 
specified information within 45 days after receiving the notice.  The determination period will be suspended on the date the Insurer sends such a 
notice of missing information, and resume on the date you or your representative responds to the notice. 
 
Notice of Adverse Determination 
Every notice of an adverse benefit determination will be provided in writing or electronically, and will include all of the following that pertain to the 
determination: information sufficient to identify the claim; the specific reason or reasons for the adverse determination; reference to the specific plan 
provisions on which the determination is based; a description of any additional material or information necessary to perfect the claim and an 
explanation of why such material or information is necessary; a description of the plan’s review procedures and the time limits applicable, including a 
statement of a claimant’s rights to bring a civil action under section 502(a) of ERISA following an adverse benefit determination on appeal; upon 
request and free of charge, a copy of any internal rule, guideline, protocol or other similar criterion that was relied upon in making the adverse 
determination regarding your claim; and an explanation of the scientific or clinical judgment for a determination that is based on a Medical Necessity, 
experimental treatment or other similar exclusion or limit; information about any office of health insurance consumer assistance or ombudsman 
available to assist you with the appeal process; and in the case of a claim involving urgent care, a description of the expedited review process 
applicable to such claim. 

 
COBRA Continuation Rights under Federal Law 
 
For You and Your Dependents 
 
What is COBRA Continuation Coverage? 
Under federal law, you and/or your Dependents must be given the opportunity to continue health insurance when there is a “qualifying event” that 
would result in loss of coverage under the Plan.  You and/or your Dependents will be permitted to continue the same coverage under which you or 
your Dependents were covered on the day before the qualifying event occurred, unless you move out of that plan’s coverage area or the plan is no 
longer available.  You and/or your Dependents cannot change coverage options until the next open enrollment period. 
 
When is COBRA Continuation Available? 
For you and your Dependents, COBRA continuation is available for up to 18 months from the date of the following qualifying events if the event 
would result in a loss of coverage under the Plan: 

 your termination of employment for any reason, other than gross misconduct, or 

 your reduction in work hours. 
 

For your Dependents, COBRA continuation coverage is available for up to 36 months from the date of the following qualifying events if the event 
would result in a loss of coverage under the Plan: 

 your death; 

 your divorce or legal separation; or 

 for a Dependent child, failure to continue to qualify as a Dependent under the Plan. 
 
Who is Entitled to COBRA Continuation? 
Only a “qualified beneficiary” (as defined by federal law) may elect to continue health insurance coverage.  A qualified beneficiary may include the 
following individuals who were covered by the Plan on the day the qualifying event occurred: you, your spouse, and your Dependent children.  Each 
qualified beneficiary has their own right to elect or decline COBRA continuation coverage even if you decline or are not eligible for COBRA 
continuation. 
 

The following individuals are not qualified beneficiaries for purposes of COBRA continuation: domestic partners, grandchildren (unless adopted by 
you), stepchildren (unless adopted by you).  Although these individuals do not have an independent right to elect COBRA continuation coverage, if 
you elect COBRA continuation coverage for yourself, you may also cover your Dependents even if they are not considered qualified beneficiaries 
under COBRA.  However, such individuals’ coverage will terminate when your COBRA continuation coverage terminates.  The sections titled 
“Secondary Qualifying Events” and “Medicare Extension For Your Dependents” are not applicable to these individuals. 
 
  



 

Secondary Qualifying Events 
If, as a result of your termination of employment or reduction in work hours, your Dependent(s) have elected COBRA continuation coverage and one 
or more Dependents experience another COBRA qualifying event, the affected Dependent(s) may elect to extend their COBRA continuation 
coverage for an additional 18 months (7 months if the secondary event occurs within the disability extension period) for a maximum of 36 months 
from the initial qualifying event.  The second qualifying event must occur before the end of the initial 18 months of COBRA continuation coverage or 
within the disability extension period discussed below.  Under no circumstances will COBRA continuation coverage be available for more than 36 
months from the initial qualifying event.  Secondary qualifying events are: your death; your divorce or legal separation; or, for a Dependent child, 
failure to continue to qualify as a Dependent under the Plan. 
 
Disability Extension 
If, after electing COBRA continuation coverage due to your termination of employment or reduction in work hours, you or one of your Dependents is 
determined by the Social Security Administration (SSA) to be totally disabled under Title II or XVI of the SSA, you and all of your Dependents who 
have elected COBRA continuation coverage may extend such continuation for an additional 11 months, for a maximum of 29 months from the initial 
qualifying event. 
 

To qualify for the disability extension, all of the following requirements must be satisfied: 

 SSA must determine that the disability occurred prior to or within 60 days after the disabled individual elected COBRA continuation coverage; 
and 

 A copy of the written SSA determination must be provided to the Plan Administrator within 60 calendar days after the date the SSA determination 
is made AND before the end of the initial 18-month continuation period. 

 

If the SSA later determines that the individual is no longer disabled, you must notify the Plan Administrator within 30 days after the date the final 
determination is made by SSA.  The 11-month disability extension will terminate for all covered persons on the first day of the month that is more 
than 30 days after the date the SSA makes a final determination that the disabled individual is no longer disabled. 
 

All causes for “Termination of COBRA Continuation” listed below will also apply to the period of disability extension. 
 
Medicare Extension for Your Dependents 
When the qualifying event is your termination of employment or reduction in work hours and you became enrolled in Medicare (Part A, Part B or 
both) within the 18 months before the qualifying event, COBRA continuation coverage for your Dependents will last for up to 36 months after the 
date you became enrolled in Medicare.  Your COBRA continuation coverage will last for up to 18 months from the date of your termination of 
employment or reduction in work hours. 
 
Termination of COBRA Continuation 
COBRA continuation coverage will be terminated upon the occurrence of any of the following: 

 the end of the COBRA continuation period of 18, 29 or 36 months, as applicable; 

 failure to pay the required premium within 30 calendar days after the due date; 

 cancellation of the Employer’s policy with 4 Ever Life; 

 after electing COBRA continuation coverage, a qualified beneficiary enrolls in Medicare (Part A, Part B, or both); 

 after electing COBRA continuation coverage, a qualified beneficiary becomes covered under another group health plan, unless the qualified 
beneficiary has a condition for which the new plan limits or excludes coverage under a preexisting condition provision.  In such case coverage 
will continue until the earliest of: the end of the applicable maximum period; the date the pre-existing condition provision is no longer applicable; 
or the occurrence of an event described in one of the first three bullets above; 

 any reason the Plan would terminate coverage of a participant or beneficiary who is not receiving continuation coverage (e.g., fraud). 
 
Moving Out of Employer’s Service Area or Elimination of a Service Area 
If you and/or your Dependents move out of the Employer’s service area or the Employer eliminates a service area in your location, your COBRA 
continuation coverage under the plan will be limited Non-Participating Provider coverage only.  Participating Provider coverage is not available 
outside of the Employer’s service area.  If the Employer offers another benefit option through the Insurer or another carrier which can provide 
coverage in your location, you may elect COBRA continuation coverage under that option. 
 
Employer’s Notification Requirements 
Your Employer is required to provide you and/or your Dependents with the following notices: 

 An initial notification of COBRA continuation rights must be provided within 90 days after your (or your spouse’s) coverage under the Plan 
begins (or the Plan first becomes subject to COBRA continuation requirements, if later).  If you and/or your Dependents experience a qualifying 
event before the end of that 90-day period, the initial notice must be provided within the time frame required for the COBRA continuation 
coverage election notice as explained below. 

 A COBRA continuation coverage election notice must be provided to you and/or your Dependents within the following timeframes: 

 if the Plan provides that COBRA continuation coverage and the period within which an Employer must notify the Plan Administrator of a 
qualifying event starts upon the loss of coverage, 44 days after loss of coverage under the Plan; 



 

 if the Plan provides that COBRA continuation coverage and the period within which an Employer must notify the Plan Administrator of a 
qualifying event starts upon the occurrence of a qualifying event, 44 days after the qualifying event occurs; or 

 in the case of a multi-employer plan, no later than 14 days after the end of the period in which Employers must provide notice of a 
qualifying event to the Plan Administrator. 

 
How to Elect COBRA Continuation Coverage 
The COBRA coverage election notice will list the individuals who are eligible for COBRA continuation coverage and inform you of the applicable 
premium.  The notice will also include instructions for electing COBRA continuation coverage.  You must notify the Plan Administrator of your 
election no later than the due date stated on the COBRA election notice.  If a written election notice is required, it must be post-marked no later than 
the due date stated on the COBRA election notice.  If you do not make proper notification by the due date shown on the notice, you and your 
Dependents will lose the 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 furnish a completed election form before the due date. 
 

Each qualified beneficiary has an independent right to elect COBRA continuation coverage.  Continuation coverage may be elected for only one, 
several, or for all Dependents who are qualified beneficiaries.  Parents may elect to continue coverage on behalf of their Dependent children.  You or 
your spouse may elect continuation coverage on behalf of all the qualified beneficiaries.  You are not required to elect COBRA continuation coverage 
in order for your Dependents to elect COBRA continuation. 
 
How Much Does COBRA Continuation Coverage Cost? 
Each qualified beneficiary may be required to pay the entire cost of continuation coverage.  The amount may not exceed 102% of the cost to the 
group health plan (including both Employer and Employee contributions) for coverage of a similarly situated active Employee or family member.  
The premium during the 11-month disability extension may not exceed 150% of the cost to the group health plan (including both employer and 
employee contributions) for coverage of a similarly situated active Employee or family member. 
 

For example: If the Employee alone elects COBRA continuation coverage, the Employee will be charged 102% (or 150%) of the active Employee 
premium.  If the spouse or one Dependent child alone elects COBRA continuation coverage, they will be charged 102% (or 150%) of the active 
Employee premium.  If more than one qualified beneficiary elects COBRA continuation coverage, they will be charged 102% (or 150%) of the 
applicable family premium. 
 

When and How to Pay COBRA Premiums  
 
First payment for COBRA continuation 
If you elect COBRA continuation coverage, you do not have to send any payment with the election form.  However, you must make your first 
payment no later than 45 calendar days after the date of your election.  (This is the date the Election Notice is postmarked, if mailed.)  If you do not 
make your first payment within that 45 days, you will lose all COBRA continuation rights under the Plan. 
 

Subsequent payments 
After you make your first payment for COBRA continuation coverage, you will be required to make subsequent payments of the required premium 
for each additional month of coverage.  Payment is due on the first day of each month.  If you make a payment on or before its due date, your 
coverage under the Plan will continue for that coverage period without any break. 
 

Grace periods for subsequent payments 
Although subsequent payments are due by the first day of the month, you will be given a grace period of 30 days after the first day of the coverage 
period to make each monthly payment.  Your COBRA continuation coverage will be provided for each coverage period as long as payment for that 
coverage period is made before the end of the grace period for that payment.  However, if your payment is received after the due date, your 
coverage under the Plan may be suspended during this time.  Any providers who contact the Plan to confirm coverage during this time may be 
informed that coverage has been suspended.  If payment is received before the end of the grace period, your coverage will be reinstated back to 
the beginning of the coverage period.  This means that any claim you submit for benefits while your coverage is suspended may be denied and may 
have to be resubmitted once your coverage is reinstated.  If you fail to make a payment before the end of the grace period for that coverage period, 
you will lose all rights to COBRA continuation coverage under the Plan. 
 
You Must Give Notice of Certain Qualifying Events 
If you or your Dependent(s) experience one of the following qualifying events, you must notify the Plan Administrator within 60 calendar days after 
the later of the date the qualifying event occurs or the date coverage would cease as a result of the qualifying event: 

 Your divorce or legal separation; or 

 Your child ceases to qualify as a Dependent under the Plan. 

 The occurrence of a secondary qualifying event as discussed under “Secondary Qualifying Events” above (this notice must be received prior to 
the end of the initial 18- or 29- month COBRA period). 

 

(Also refer to the section titled “Disability Extension” for additional notice requirements.) 



 

 

Notice must be made in writing and must include: the name of the Plan, name and address of the Employee covered under the Plan, name and 
address(es) of the qualified beneficiaries affected by the qualifying event; the qualifying event; the date the qualifying event occurred; and supporting 
documentation (e.g., divorce decree, birth certificate, disability determination, etc.). 
 
Newly Acquired Dependents 
If you acquire a new Dependent through marriage, birth, adoption or placement for adoption while your coverage is being continued, you may cover 
such Dependent under your COBRA continuation coverage.  However, only your newborn or adopted Dependent child is a qualified beneficiary and 
may continue COBRA continuation coverage for the remainder of the coverage period following your early termination of COBRA coverage or due to 
a secondary qualifying event.  COBRA coverage for your Dependent spouse and any Dependent children who are not your children (e.g., 
stepchildren or grandchildren) will cease on the date your COBRA coverage ceases and they are not eligible for a secondary qualifying event. 
 
COBRA Continuation for Retirees Following Employer’s Bankruptcy 
If you are covered as a retiree, and a proceeding in bankruptcy is filed with respect to the Employer under Title 11 of the United States Code, you 
may be entitled to COBRA continuation coverage.  If the bankruptcy results in a loss of coverage for you, your Dependents or your surviving spouse 
within one year before or after such proceeding, you and your covered Dependents will become COBRA qualified beneficiaries with respect to the 
bankruptcy.  You will be entitled to COBRA continuation coverage until your death.  Your surviving spouse and covered Dependent children will be 
entitled to COBRA continuation coverage for up to 36 months following your death.  However, COBRA continuation coverage will cease upon the 
occurrence of any of the events listed under “Termination of COBRA Continuation” above. 
 
Interaction with Other Continuation Benefits 
You may be eligible for other continuation benefits under state law. Refer to the Termination section for any other continuation benefits. 

 


