FAX COBRA BENEFITHELP
QE REQUEST

Solutions®
DATE: REQUEST # of
TO: BenefitHelp Solutions COBRA
FAX: 888 393-2943 TEL: 800822-3173
FROM:
COMPANY:
FAX: TEL:

Please send a COBRA Election Notice as indicated below:

QUALIFYING EVENT (REASON COVERAGE ENDING) DATE OF QUALIFYING EVENT DATE COVERAGE ENDS

NAME OF QUALIFIED BENEFICIARY (PERSON LOSING COVERAGE) SOCIAL SECURITY NUMBER

MAILING ADDRESS

NAME OF COVERED EMPLOYEE (IF DIFFERENT) SOCIAL SECURITY NUMBER

ENROLLED IN ENROLLED

LIST ALL COVERED INDIVIDUALS MEDICAL IN DENTAL
INCLUDING QUALIFIED BENEFICIARY SSN GENDER RELATION PLAN? PLAN?
Qualified Beneficiary See above Self

This facsimile is for the sole use of the individual to whom it is addressed, and may contain
information that is privileged, confidential and exempt from disclosure under applicable law. If you
are not the intended addressee, nor authorized to receive for the intended addressee, you are
hereby notified that you may not use, copy, disclose or distribute to anyone the facsimile or any
information contained in the facsimile. If you have received this facsimile in error, please
immediately advise the sender by phone and destroy the information.




