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	MAHOPAC TEACHERS ASSOCIATION BENEFIT FUND

PO Box # 656 Baldwin Place, New York 10505



www.MTABenefitFund.org


PREFERRED GROUP PLANS, INC.

P.O. Box 15136

Albany, NY 12212-5136

(518) 641-0321 or (800) 573-7474




Date _________________                                          
Social Security # _______________                           Group Name:  MTABF
Re:  NOTICE OF CONTINUATION OF LEAVE COVERAGE ELECTION 

Dear ______________________,                                       
We have received information that the following event has occurred with resulting termination of your eligibility and benefit coverage under this group effective                               .

               
Your termination of employment or loss of eligibility due to reduced hours.

      X         
The Employee’s Leave of Absence.
               
The Employee’s divorce or legal separation at                                 .
               
A Dependent Child has reached the maximum eligibility age 19 under the Plan as 

of                          .  The child’s name is                                           .

                
A Student Dependent Child no longer satisfies all of the special coverage

 

qualifications as of                        The child’s name is                                    .

                
Loss of dependent coverage when Employee retired and because entitled to 



Medicare benefits on                               .

You have the right to elect continuation coverage under our plan on a direct-pay basis in accordance with the Federal Continuation of Coverage Law, provided you comply with all the requirements as follows:

1.
Within 60 days of the date of this notice you must complete the attached Election Form and return it to PGP.  If you elect continuation coverage, you must, within 45 days of your Election Date, submit to PGP a money order or bank check, payable to   Mahopac Teachers Association B.F., to cover the initial payment.

If you do not send in the Election Form within 60 days of the date of this notice you will lose your right to elect continuation coverage.

2.
After the first payment is sent in, for your coverage to continue you must send all subsequent payments in sufficient time to be received at PGP not later than 30 days after the beginning of each month.  If you fail to make timely monthly payments, your continuation coverage will cease at the end of the month for which payment has been received and cannot be reinstated.  The monthly premium charge is subject to change every 12 months.  You will be notified of any change in advance of the required payment date.

3.
The initial check must cover the number of months from                              to the time of payment.  The applicable monthly premium cost of continuation coverage is shown on the attached schedule. 

It is important to note that upon remitting your first payment that you must include all months whose due date has occurred in order to be in compliance with all conditions for continuation of coverage.

You should respond immediately to assure continuation of coverage and avoid possible claim denial if coverage is cancelled while you decide.

If you make the monthly payment as indicated, your coverage will be continued until the earliest to occur of:

· 18 months following termination of your employment or loss of eligibility.

· 36 months following the date of the employee’s death, divorce, legal separation, loss of coverage due to entitlement of Medicare coverage or dependent child’s ineligibility.

· The date on which you are covered under another group plan or are entitled to Medicare.

The Direct-Pay Continuation of Coverage Program is identical to the coverage you had the day before your eligibility terminated. 

If you have any questions, you should contact PGP as soon as possible as the time is very important in making a decision.

Sincerely,

The Preferred Group
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	MAHOPAC TEACHERS ASSOCIATION BENEFIT FUND

PO Box # 656 Baldwin Place, New York 10505



www.MTABenefitFund.org


Employee Name: ______________________________________

Group:

Mahopac Teachers Association B.F.

__________
NO, I would not like the extension of benefits under the COBRA Legislation.

___________
 YES, I would like the extension of benefits under the COBRA legislation.

$ 00.00 Per Month*     Dental/Vision/Variable Benefit/Major Medical Deductible/Legal      
* Rates are subject to change*

Date: ____________________

Signature: ____________________________

   

Social Security #:____________________________

**Please make check payable to: “Mahopac Teachers Association B.F.(
**Mail check to: ( Preferred Group Plans Inc.(
       P.O. Box 15136

                               Albany, NY 12212-5136


***Coupons are available upon request. *** 







