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	Notice of a COBRA Qualifying Event


For certain types of COBRA qualifying events, you must submit notification to Human Resources in writing within 60 days of the date of the qualifying event or the date coverage is lost, whichever is later.

Use this form to notify SBCCD of the occurrence of any of the qualifying events shown below and to request a COBRA notification.

· Divorce/Legal separation

· Termination of Domestic Partnership

· Dependent’s loss of eligibility as a “dependent child”

· Dependent turns age 19 and is not enrolled full-time in school

· Dependent between age 19 and 25 drops below full-time school status

· Dependent between age 19 and 25 graduates from College

Note:  Failure to provide notice of these events within the 60-day time limit will result in COBRA continuation coverage being forfeited.

Only qualified beneficiaries can elect COBRA continuation coverage.  A qualified beneficiary is generally an employee or family member who is eligible for and enrolled in a group benefits plan on the day before the qualifying event.

Complete this notice and submit it to Human Resources within the 60-day period mentioned above.  Once received and processed, COBRA continuation notification will be sent to the qualified beneficiary by our COBRA administrator, Keenan & Associates.  For more information regarding your rights under COBRA contact the nearest Regional or District Office of the Department of Labor’s Employee Benefits Security Administration in your area or visit their website at www.dol.gov/ebsa.
	Personal Information

	name of employee 

     
	social security number

     

	name of qualified beneficiary requesting cobra

     
	qualified beneficiary ssn

     

	mailing address for cobra beneficiary

     

	Type of Qualifying Event

	Indicate the type of qualifying event
	date of qualifying event

	 FORMCHECKBOX 
 divorce/legal separation
	 FORMCHECKBOX 
 dependent’s loss of eligibilty
	     
	     
	     

	 FORMCHECKBOX 
 termination of domestic partnership
	
	month
	date
	year

	Signature

	I certify that the information on this form is true and correct

	name of  person filling out form (print)

     
	relationship to employee

     

	signature


	date


	daytime phone number
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