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Initial COBRA Notification Form


INSTRUCTIONS:  COBRA requires that all employees and spouses covered under the group 

health plan receive an Initial COBRA Notification at the time their coverage becomes effective. 

Please complete this form for each employee or spouse who becomes covered under your group health plan(s) and return it to CONEXIS, P.O. Box 5547, Orange, CA 92863. Please call your Client Services Representative at (866) 262-7277 if you have any questions 

	
	FOR OFFICE USE ONLY

	Company Name:

     
	Division/Location:

     
	Client Number

     
	Division Number

  

	Employee Information-Do not leave blank. This section must be completed.

	Last Name

     

	First Name

     
	Middle Initial

 

	Social Security Number

    -    -     
	Date Coverage Begins (month/day/year)

   /    /     

	 FORMCHECKBOX 
 Please send notice in Spanish
	Spouse name, if covered
	(First)

     
	(Last)

     

	Mailing Address  (Street)

     
	(City)

     
	(State)

     
	(Zip)

     

	Dependent Information-If the above employee has covered dependent(s) who live at another address, please complete the following:

	Dependent Name (Last)

     
	(First)

     

	Mailing Address (Street)

     
	(City)

     
	(State)

     
	(Zip)

     

	Dependent Name (Last)

     
	(First)

     

	Mailing Address (Street)

     
	(City)

     
	(State)

     
	(Zip)

     

	Dependent Name (Last)

     
	(First)

     

	Mailing Address (Street)

     
	(City)

     
	(State)

     
	(Zip)

     

	Employer Representative-This form was completed by:

	Name 

     
	Title 

     
	Date

     

	


