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	Associated Industries Management Services
COBRA CARRYOVER ENROLLMENT FORM
	



	COBRA Subscriber Information

	Former Employer Company:
     
	Today’s Date:
     
	Employer Effective Date:      
	Original Date of Hire:
     


	Original Insurance Effective Date:      
	Last Day of Work or Compensation at Former Employer:      

	Original COBRA Start Date: 
	Previous COBRA Premium Paid Through:
     
	Coverage Period:
 FORMCHECKBOX 

18 mos.
 FORMCHECKBOX 

36 mos.

	COBRA Subscriber Name: (last, first, MI)     FORMCHECKBOX 
Male  FORMCHECKBOX 
Female
     
     
 
	Social Security #

      -      -     
	Date of Birth

     

	Mailing Address:
City
State
Zip
Zip

     
     
  
     
     
    
	Home Phone: (   )    
-
    
	Cell Phone: (   )    
-
     

	Original Qualifying Event (Mark One)

	 FORMCHECKBOX 

Termination
 FORMCHECKBOX 

Reduction of Hours
 FORMCHECKBOX 

Divorce
 FORMCHECKBOX 

Loss of Dependent Status
 FORMCHECKBOX 

Medicare Entitlement


	Family Members Enrolled (Mark One)

	 FORMCHECKBOX 

Subscriber Only
 FORMCHECKBOX 

Subscriber and Spouse
 FORMCHECKBOX 

Subscriber and Dependent Children
 FORMCHECKBOX 

Family



	Benefit Selection (Mark One, Indicate Medical Plan Selection if Former Employer Offering Dual Choice)

	 FORMCHECKBOX 

Medical
Plan Selection:
      

 FORMCHECKBOX 

Dental
 FORMCHECKBOX 

Vision




	Other Qualified Persons Electing COBRA:

	Relationship
	Last Name
	First Name
	MI
	SSN
	Date of Birth
	Gender

	
	
	
	
	
	
	M
	F

	Spouse
	     
	     
	 
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	 
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	 
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	 
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	 
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Signature

	I hereby apply for enrollment or change of enrollment as indicated on this application.  I understand that the Associated Employers Trust and the Insurers may collect, use and disclose protected health information about each individual enrolled under this application in order to carry out their routine business functions, including but not limited to, determining eligibility for benefits, paying claims, coordinating benefits with other insurance carriers or payer, underwriting and conducting case management care management and quality reviews. The Associated Employers Trust and the Insurers may also disclose protected health information to state and federal agencies, or other third parties, as required by law.  I understand that information collected in connection with administration of the benefit plan may be used to bring to my attention health products or services that might be valuable to me and otherwise as permitted by law.   

I understand that the health benefit plan that I have selected provides reimbursement for certain medical costs, which are more fully described in the current Certificate of Coverage. I understand there may be instances where treatment decisions made by my physician or me or medical expenses which I have incurred may not be covered by my health benefit plan. 

The undersigned understands that it is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purposes of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits. The changes on this form supersede all previous forms submitted. I authorize my employer to deduct from my earnings the amount, if any, for the coverage selected.

	Employee Signature
Date:
     
	Employer Signature
Date:

	
	
     

	Please return form to:
Associated Industries Management Services       fax to: 509.777.2686
email to: aims@aiin.com 

1206 North Lincoln, Suite 200

Spokane, WA 99201-2559 
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