<Date notice will be sent>

<Member’s name and address>
Re:
<Employer>


<Insurer> <Policy Number>


Notice of Right to Continue Group Medical Coverage

Dear <Member Name>:

Your group medical coverage would normally terminate as of <termination date>. Virginia state law generally permits you to continue your group coverage for the remainder of a month in which coverage terminates, plus twelve (12) months. This continuation coverage is available, with limited exceptions, if you have been continuously covered for at least three (3) months. Coverage you had prior to joining the <Employer> policy may help you satisfy the three (3) month requirement.  
If you have three (3) months or more of continuous coverage:

Should you qualify for, and elect, continuation coverage, you will be responsible for paying the entire monthly premium in a timely manner. Your rights and responsibilities regarding continuation coverage are outlined in your certificate of insurance from <Insurer>, and you should carefully review these provisions and follow instructions closely.

Note that you may also be permitted to convert your group coverage to an individual policy, subject to the terms and conditions of the group policy. Information about conversion is in your certificate of insurance.  Follow those provisions carefully and note any required time limits. Contact the insurer to inquire further about these rights.  Conversion may particularly be helpful after you have exhausted your rights to continuation coverage.

Your monthly premium amount for State Continuation coverage is $<insert member’s current monthly premium>.  Payment should be made by check or money order made payable to <Employer>.  To continue this coverage, the completed election form and the first monthly premium must be sent to <Employer> within thirty-one (31) days of the later of the date of the loss of coverage or the date of this notice.  Subsequent monthly premiums must be paid to <Employer> by the first day of each month.  If you do not make premium payments in a timely manner, coverage will terminate.  
If you have less than three (3) months of continuous coverage:

If you have less than three (3) months of continuous coverage, Virginia law does not provide you with a right to receive a temporary three (3) month continuation of the group coverage.  However, you may have conversion rights under the terms of the insurance coverage.  Conversion information is provided in your certificate of insurance from <Insurer>.  Please review the certificate of insurance carefully and contact the insurer in a timely manner if you are interested in exercising any conversion rights you may have.

Sincerely,

<Employer Contact>

Medical Continuation Election Form 

Date:
<Date notice will be sent>
To:
<Member’s name and address>

From:
<Employer’s name and address>
Complete this Election Form if you have had three (3) months of continuous coverage and want to exercise your right to receive a temporary extension of group health coverage.  Return this Election Form to the employer at the address referenced above along with any applicable premium payment.  If you do not respond in a timely manner as described in the “Notice of Right to Continue Group Medical Coverage,” rights to continuation coverage will end.  Should you have any questions please do not hesitate to call <Employer Contact>.

 FORMCHECKBOX 

Yes, I want to continue this group medical coverage.  Coverage should be continued for the following individual(s):


______________________________________________________________________________

I understand that expenses incurred will not be paid until my premium payments are received in a timely manner.  I understand that if I do not pay premiums on time, this coverage will end effective as of the beginning of the period for which I did not pay.  

 FORMCHECKBOX 

No, I do not want to continue this group medical coverage. 

_________________________________________
___________________________________
                   


(Signature of Member)




(Date)

