 MD Health Group
COBRA / State Continuation - Qualified Beneficiary Data Form       

Employer Name      ___ 
Section I - Qualified Beneficiary (QB)

	QB Name      

	Social Security Number      

	Home Address      

	City, State, Zip      

	QB Telephone Number

     
	Date of Birth      
	Gender:     FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female

	QB Relationship to EE 
	Spouse’s Date of Birth: 

	 FORMCHECKBOX 
 State Continuation (is available when employer has 19 or less employees)
	 FORMCHECKBOX 
 COBRA Continuation (is available when employer has 20 or more employees)


Section II - Employment Data

	Employee Name (Last, First, MI)


	Employee Social Security Number



Section III - Qualifying Event (QE)

	QE Date:      

	Loss of Coverage Date:      

	COBRA Start Date:      


Section IV - Type of Event  
	EMPLOYEE
	DEPENDENT

	 FORMCHECKBOX 
 Termination
	 FORMCHECKBOX 
 Death of Covered Employee

	 FORMCHECKBOX 
 Reduction of Hours
	 FORMCHECKBOX 
 Divorce or Legal Separation

	 FORMCHECKBOX 
 Involuntary Termination
	 FORMCHECKBOX 
 EE’s Entitlement to Medicare

	
	 FORMCHECKBOX 
 Loss of Dependent Status


Section V - Qualified Beneficiary Coverage
	Medical Plan
	 FORMCHECKBOX 
 PPO 500 
	 FORMCHECKBOX 
 PPO 1000 
	 FORMCHECKBOX 
 PPO 2000
	 FORMCHECKBOX 
 HSA

	 FORMCHECKBOX 
 Other _________

	Medical Coverage Level
	 FORMCHECKBOX 
 Single 
	 FORMCHECKBOX 
 EE + Spouse 
	 FORMCHECKBOX 
 EE + Child(ren) 
	 FORMCHECKBOX 
 Family

	Dental Coverage Level
	 FORMCHECKBOX 
 Single 
	 FORMCHECKBOX 
 EE + Spouse 
	 FORMCHECKBOX 
 EE + Child(ren)   
	 FORMCHECKBOX 
 Family  


	Current Monthly Rates
	Medical Plan
	$  
	Dental Plan
	$ 


Section V1 – Dependent Information

	Social Security #
	Name
	Date of Birth
	Gender
	Plans Enrolled on date before QE
	Address (if different from above)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Completed by: __     ___________ Phone #: 
Please complete and return to MD Health Group;
Fax: 619-491-2903

Email: paul.turner@mdhealthgroup.org 

