Ceridian COBRA Continuation Services

COBRA QUALIFYING EVENT ‘
PLEASECHECK [ ORIGINAL NOTICE  If FAXED, do not mail copy. | 16) COBRA Qualifying Event that caused loss of coverage (check one)
ONE BOX = {3 REVISION. . . to a form that was previously sent. Continuation of coverage for 18 months:
1al From (Camnanut Q Employee's retirement Cot 8 Q Employee's reduction in hours ©«3
Lake-Sumter Medical Society Q Employees esgraton €= Q0 Enloyees ayof €=

CS8-613/7/04

1h) Division or Region Code 1c) Company ID or Unit Code

LIC]

{If applicable, refer to the Client Rate Report for the one character to two
characters required [alpha and/or numeric] to complete 1b and 1c above.)

2) Ceridian COBRA Services Account Number

#23702626601

3) Please be advised that the following has had a Qualifying Event. (checkone)
[ Epmployee L] Djependent

Q Employee's involuntary termination © % (3 Employee’s begns leave of ahsenge <o% &

Continuation of coverage for 36 months: ’

Q Divorcefegal separation o 9

Q (ndigblity of dependent chld ©* 6

QO Covered employeefretiee becomes
entiled to Medicare; dependents
may elect continuance

Q3 Death of covered employee /retiree €3
O Retiree, spouse or chid of retiree loses
coverage within one year before or

after commencement of proceedings byl
sponsoring employer under fife 11
of coverage®® 9 {bankruplcy) United States Code ©o% 7

17)

4) Social Security Number of Qualified Beneficiary

O00-00- 0000

Sa) Qualified Beneficiary’s Name (ast, first, mi)

5h) Street(include apartmentnumber)

5¢) City 5d) State | 5e) Zip Code

6) Home Phone # of Qualified Beneficiary (incude Area Cods)

0 Y

7) Employee #( applcable)

8) Date of Birth of Qualified Beneficiary 9) Gem"lfll' {check one)

uin[n[uwinlsin Oty

10) Ifthe Qualified Beneficiary listedinbox#5ais notthe employee, enter
the following:
Employee Name (last, first. mi)

Employee s [ [ [ ]-[ [ 1- (LI

Dependent's RelationshiptoEmployee

11) Qualifying Event Date

H{s[n|win[wly

12) Last day of pre-COBRA Coverage {cannot be prior to Qualifying Event Date)

HEGHLELE

13} Is this a second Qualifying Event for a dependent who is currently
on COBRA? [I(Njo [d(ves

14} If employee, does he/she have ahedlth care FSA?
O Mjo I (Y)es (if yos. MONTHLY contrbution $

)

15) Refer to your Client Rate Report arid enter the cusrent Carrier Option, Opfion

Spouse/Dependentinformation. Each name shouldincludelast first
andmiddleinital.
NameofSpouse

Social Security Number [ [ ][ J-[ [ J- [ 1111
Date of Birth DDDDDDDD

Gender EI Male [:I Female
Address (if different from participant)

Name ofDependent

Social Security Number [ |11~ ][]~ [ 111
vt IOIOLLD

Gender OMde [ Femae
Address (if different from participant)

NameofDependent

Social Security Number | |[ ][ ]

DateofBith | || | L—_I
M M

D
Ganxr COMde [JFemae
Address (if different from participant)

Name of Dependent

Social Security Number [ [ 1[ [ ][ |- (111
gy [ [ [T [ ]

Code and Plan Code for each coveragen eflect on the Qualfying EventDate: | ™9 [iMade L1 Fomae
Carrier Code Option Code Plan Code* Address (if differentfrom participant)
Med or HMO .
Dental Please see Addendum if additional names need to be listed in this section
\ﬁsuop Prepared By
Hearing )
Prescription Name: (PRINT)
Other : - — b [ 1IOICICI0ILT
*Select from the following current Plan Code Coverages. Ceridian administers only M M D D Y Y Y Y
Plan Code coverage options that are permitted by your plan or carrier: Telephone# D D D_D D EI D D D D

1 = Individual 3 = Family
= Individual + 1 9=

14 = Individuab-Child

Individual + Spouse 15 =

Individual + Children

Fax #

I O Y O [
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