Model Continuation Coverage New Election Period Notice
(For use by group health plans for individuals who experienced a qualifying event that was a reduction of hours that occurred during the period from September 1, 2008 through May 31, 2010 and was followed by a termination of employment that occurred on or after March 2, 2010 but by May 31, 2010.)

[Enter date of notice]
Dear: [Identify the qualified beneficiary(ies), by name or status]
This notice contains important information about additional rights to continue your health care coverage in the [enter name of group health plan] (the Plan).  Please read the information contained in this notice very carefully.
The American Recovery and Reinvestment Act of 2009 (ARRA), as amended by the Department of Defense Appropriations Act, 2010, the Temporary Extension Act of 2010, and the Continuing Extension Act of 2010, reduces the continuation coverage premium in some cases.  You are receiving this notice because you experienced a qualifying event that was a reduction of hours at some time from September 1, 2008 through May 31, 2010.  Regardless of whether you elected, chose not to elect at that time OR elected but subsequently discontinued continuation coverage you have new rights.  If your qualifying event was followed by an involuntary termination of employment occurring on or after March 2, 2010 and by May 31, 2010, you may be eligible for a second continuation coverage election opportunity and the temporary premium reduction for up to 15 months.  To help determine whether you can get the ARRA premium reduction, you should read this notice and the attached documents carefully.  In particular, reference the “Summary of the Continuation Coverage Premium Reduction Provisions under ARRA, as amended” for details regarding eligibility, restrictions, and obligations and the “Application for Treatment as an Assistance Eligible Individual.”  If you do not have continuation coverage (either because you never elected the coverage or because you elected but later discontinued the coverage) and believe you meet the criteria for the premium reduction, complete the “Application for Treatment as an Assistance Eligible Individual” and return it to your plan administrator with your completed Election Form.  

To elect continuation coverage, follow the instructions on the following pages to complete the enclosed Election Form and submit it to us.
Each person (“qualified beneficiary”) in the category(ies) checked below is entitled to elect continuation coverage, which generally will continue group health care coverage under the Plan for up to 18 months from the loss of coverage related to a reduction of hours.  [Check appropriate box or boxes; names may be added]:

( Employee or former employee 


( Spouse or former spouse 

( Dependent child(ren) covered under the Plan on the day before the reduction of hours of employment (and any new dependents born to, adopted by, or placed for adoption with the employee after the date coverage was lost if the employee elects continuation coverage).
If elected, continuation coverage will begin retroactively on [enter the date of the first day of the first coverage period that begins after the involuntary termination] and can last until [enter the date that is 18 months after the loss of coverage related to the reduction of hours].  [Add, if appropriate:  You may elect any of the following options for continuation coverage: [list available coverage options].  

[If the plan permits Assistance Eligible Individuals to elect to enroll in coverage that is different than coverage in which the individual was enrolled at the time the qualifying event occurred, insert: “To change the coverage option(s) for your continuation coverage to something different than what you had on the last day of employment, complete the “Form for Switching Continuation Coverage Benefit Options” and return it to us.  Available coverage options are: [insert list of available coverage options].” The different coverage must cost the same or less than the coverage the individual had at the time of the qualifying event; be offered to active employees; and cannot be limited to only dental coverage, vision coverage, counseling coverage, a flexible spending arrangement (FSA), including a health reimbursement arrangement that qualifies as an FSA, or an on-site medical clinic. ]
Continuation coverage will cost: [enter amount each qualified beneficiary will be required to pay for each option per month of coverage and any other permitted coverage periods.]  If you qualify as an “Assistance Eligible Individual” this cost can be reduced to [include the amount that is 35 percent of the amount above for each option] for up to 15 months.  You do not have to send any payment with the Election Form.  Important additional information about payment for continuation coverage is included in the pages following the Election Form.

If you have any questions about this notice or your rights to continuation coverage, you should contact [enter name of party responsible for continuation coverage administration for the Plan, with telephone number and address].
