Health Care Spending Account

Continuation of Coverage Election Form

	Employee Name:
	Social Security Number

	Employee Address:

	Date of Hire:
	Termination Date:

	Last Day of Coverage:
	Date Election Form Due:

	Daytime Phone:
	Evening Phone:


You may elect to continue your participation in the Health Care Spending Account for the remaining portion of the plan year if the remaining benefit available to you is equal to or less than your premium required for the remainder of the plan year. You will have sixty (60) days from the date of this notification to contact the person listed below with your decision. You will have forty-five (45) days from the date you make your election to remit your first contribution.

If you do not complete and return this Election Form on or before the "Date Election Form Due" (above), you will be deemed to have declined COBRA continuation coverage for your Health Care Spending Account.

This is a valuable option if you have a significant balance in your Health Care Spending Account and have not incurred any eligible expenses to claim against the balance prior to your termination. You have the right to receive reimbursement from your Health Care Spending Account for expenses incurred on or before the last day of coverage date listed above. Otherwise, you may choose to continue your Health Care Spending Account (HCSA) by paying the remaining contributions in cash on a monthly basis directly to ________ while this option does not provide a pre-tax benefit, it does allow you to maintain access to the pre-tax contributions made prior to your termination as well as any and all after-tax contributions made under COBRA _____________ has the right to charge a 2% COBRA administration fee if you choose to exercise this option.

I have read my notice of election and understand my right to elect continuation coverage for my Health Care Spending Account I further understand that this election is limited to the continuation of the Health Care Spending Account. To obtain continued coverage of my heath insurance benefits, I will need to complete separate election forms which will be provided by the administrator. I understand that if I fail to pay any required HCSA contribution, my continued participation will terminate. I also agree to notify Human Resources if I become covered under a similar plan, at which time my coverage under this plan will terminate.

[ ]
I elect to continue my participation in the Health Care Spending Account through COBRA. I agree to pay $____________ per month which includes a 2% administration fee, on an after-tax basis. My first HCSA contribution, however, will include the contributions back to my termination date.

[ ]
I elect to waive my right to COBRA continuation for the Health Care Spending Account 

Employee Signature
Date

Please return completed election form to Human Resources

