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Service is your first benefit



Group Contact:      
	Group Name:      

	Contact phone #:      

    

	Contact E-mail:      


Our service goal is to submit this termination request to the carrier within two to three business days. Notify your representative if you require a confirmation email. If this request requires immediate attention, please contact your client service representative. Please check your carrier billing statement to confirm your request has been processed. There is a 30 day retroactive window allowed for terminations. Requests submitted past 30 days may not be honored by the carrier.
	

	Employee Name:      
	                             FORMCHECKBOX 
 Non-Union      FORMCHECKBOX 
 Union

	Employee Address:      

	

	Social Security Number:      
	Date of Birth:      

	Last Date of Employment:      
	Last Date of Coverage:      

	The covered employee has lost coverage because of: 

 FORMCHECKBOX 
 Voluntary termination of employment
 FORMCHECKBOX 
 Involuntary termination of employment
 FORMCHECKBOX 
 Gross Misconduct (check only if denying COBRA coverage)
 FORMCHECKBOX 
 Voluntary cancellation of coverage (backup information may be required)
 FORMCHECKBOX 
 Reduction in employee's hours

The spouse or dependent child has lost coverage because of: (backup information is required)
 FORMCHECKBOX 
 Loss of "dependent child" status under the plan rules   Child Name:      
 FORMCHECKBOX 
 Divorce or legal separation of the spouse

 FORMCHECKBOX 
 Death of the covered employee

 FORMCHECKBOX 
 Covered employee becomes entitled to Medicare

Note: Voluntarily dropping group coverage to enroll in Medicare without a reduction of hours is not a QE for the spouse/dependent. However, the date on which an employee becomes entitled to Medicare does affect the number of months a spouse/dependent can remain on COBRA.




Coverage Type

Medical Coverage:
 FORMCHECKBOX 
 Base   FORMCHECKBOX 
 Buy-up                FORMCHECKBOX 
 Other                                   
	Group #:      
	  FORMCHECKBOX 
 EE      FORMCHECKBOX 
 ES       FORMCHECKBOX 
 EC      FORMCHECKBOX 
 Family


Dental Coverage:
 FORMCHECKBOX 
 Base   FORMCHECKBOX 
 Buy-up                FORMCHECKBOX 
 Other                                   

	Group #:      
	  FORMCHECKBOX 
 EE      FORMCHECKBOX 
 ES       FORMCHECKBOX 
 EC      FORMCHECKBOX 
 Family


Vision Coverage:
 FORMCHECKBOX 
 Base   FORMCHECKBOX 
 Buy-up                FORMCHECKBOX 
 Other                                   

	Group #:      
	  FORMCHECKBOX 
 EE      FORMCHECKBOX 
 ES       FORMCHECKBOX 
 EC      FORMCHECKBOX 
 Family

	Other Coverage:            FORMCHECKBOX 
 Flex    FORMCHECKBOX 
 HRA    FORMCHECKBOX 
 STD    FORMCHECKBOX 
 LTD    FORMCHECKBOX 
 Life    FORMCHECKBOX 
 Other      


Please reconcile your billing statement each month.
If Bukaty Companies is your COBRA administrator please list dependent name and address (if different from employee):
	1.      

	2.      

	3.      

	Notes:      


Request for Termination










