<Company Name>�
Portability of Medical Coverage�
�



This form must be completed by employee requesting medical coverage in states requiring continuity of coverage under certain conditions.





1.	Employer Information


Plan/Policy Number 


�
Date of Hire/Rehire�
�
Plan Sponsor Name


�
�



2.	Employee Information


Employee Name 


�
Social Security Number�
�
Home Address (Number & Street, City, State, Zip) 


�
�
Medical Coverage Being Selected


	[ ] Self	[ ] Spouse	[ ] Dependent Children





3.	Prior Coverage Information


Name of Prior Insurance Carrier


�
Policy Number�
�
Address of Prior Carrier (Number & Street, City, State, Zip) 


�
�
Name of Prior Employer


�
�
Name of Insured


�
�
Date Prior Coverage Terminated


�
Medical Coverage Selected


	[ ] Self	[ ] Spouse	[ ] Dependent Children�
�



4.	Reason for Termination of Medical Coverage


[ ] Termination of employment


[ ] Change in employment status


[ ] Death


[ ] Cessation of employee's contributions towards such coverage


[ ] Divorce


[ ] Court order release (please provide copy of decree)


[ ] Other: 	





5.	Signature


I hereby certify that this information is true and correct to the best of my knowledge and belief.  I understand that this is not intended to be an application for coverage.  I also understand that this exemption of either the waiting period or late applicant provision is applicable to medical coverage only.








			


Signature	Date


