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OSHBP

State Health Benefit Plan
ADMsoon of the Georgia Department of Community Health

DIRECT PAY
In certain circumstances, a member may be required to be billed for the cost of their health care
coverage. When this occurs, the following applies:

Invoicing & Terms of Payment
All invoices and related correspondence are generated by ADP, and sent via regular postal mail.

e Invoices are generated on or before the 7th of the month and mailed on or before the 10"

of the month for the following month’s premium.
e Payment is due the first of the following month.
e Example:
o Coverage month = December
o Invoice generated by November 10
o Payment due = December 1
e Any payments made in advance (prepayment) or made late will be reflected in the
following month’s invoice. Note: Prepayments cannot be made online.
e There is a 30-day grace period from the payment due date. Members are strongly
encouraged to make payments by the due date each month to ensure continuation of
coverage without interruption.

Sample invoice (see the Direct Pay samples section for a full statement):

Page 1 0f2
To ensure a faster and more secure payment, PAY ONLINE with ADP Seifpay. See the reverse side of the invoice stub below for more details.
If you prefer to pay by mall, please remove the portion below and return with payment using the reply envelope provided. In order to ensure
more timely and accurate payment processing, please Include your account number on your payment. Please do not overnight payments to
the PO Box.

State Health Benefit Plan DIRECT BILL MONTHLY STATEMENT
SMITH, KAT Please send a personal check, Invoice Number: 3164
gﬁrgﬁﬁrza 45 1111 money order, or cashier’s check Account Number: 00389-000003480-7

' payable to:ADP Benefit Services Invoice Period: ~ 08/01/2014 - 08/31/2014
KY, Inc. Payment Due Date: August 1, 2014
Total Amount Due: $51.78
Ll sessllaalealliashiLslalssllialens el L L1
ADP Amount
Continuation Services. Remitted:
PO Box 105413

Atlanta, GA 30348-5413

0000003164 1 003890000034807 000031L5 0005178 8 0001 OOL 7
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Premium Remittance
Monthly premium payments can be remitted through one of the following methods:

e One-time or Recurring Online Payment through the secure online payment application
(Selfpay), available 24 hours a day, 7 days a week. Refer to the Selfpay message below
as it appears on the monthly invoice.

PAY ONLINE with Selfpay

Paying online is easier than mailing your payment and you'll receive
an email confirmation of your payment from our bank, JP Morgan
Chase. Don't risk a lapse in coverage because of a delay in mail
delivery.

Sign up for Your Free Selfpay Account:

Visit https://selfpay.adp.com

Click "Don't have a password yet?"

Enter the Account Number from page 1 of your invoice.
Enter the Invoice Number and Amount of your latest invoice.
Receive validation and your login and password, which you'll
use to access Selfpay.

S

e By check, mailed to:
ADP
Continuation Services
P.O. Box 105413
Atlanta, GA 30348-5413

Premium payments should be placed in the return envelope along with the payment
invoice to expedite processing, and mailed to the address located on the payment
invoice. Failure to include the payment invoice with the premium payment will delay
processing of payment.

Non-Sufficient Funds and Stop Payment

In the event of a returned check due to non-sufficient funds or a stop payment being placed on
the check, ADP will send a letter to the participant requesting resubmission of payment.
Coverage will be cancelled, as noted below, for non-payment beyond the grace period.

Direct Pay 10/2014



Cancellation of Coverage

FOR NON-PAYMENT
Coverage is cancelled at the end of the grace period if payment has not been received. The
grace period for Direct Pay payment is 30 days.

AT PARTICIPANT’S REQUEST
A participant may request that coverage be cancelled by calling SHBP Member Services or
submitting a letter in writing to:

ADP

Continuation Services
P.O. Box 34240
Louisville, KY 40232

Other Correspondence
Any correspondence not related to payments should be sent to the address below. No
premium payments should to be sent to this address.

ADP

Continuation Services
P.O. Box 34240
Louisville, KY 40232

Carrier Notification

ADP is responsible for notifying carriers of coverage updates. Allow 7 — 10 business days from
the time the payment has been received in order for coverage to be active with the carrier.
Note: This time frame includes the processing of payments received.

Appeals

A member whose coverage has been cancelled for non-payment may contact SHBP Member
Services at 1-800-610-1863 to discuss the appeal process. ADP will provide Tier 1 appeals
support based on pre-established guidelines with SHBP. If a resolution to the appeal cannot be
reached through Tier 1 support, members will be instructed to submit an appeal to SHBP at
1-866-828-4796 within 60 days of the cancellation notice. The appeal must include the reason
and pertinent information.

Contact Information
Call SHBP Member Services for questions related to Direct Pay at 1-800-610-1863.

Direct Pay 10/2014



Sample Direct Pay Documents

Important: Sample Direct Pay documents are included for general reference only to
understand the information that is typically sent to participants. These documents are subject
to change, and should not be shared directly with any participants.

SAMPLE INVOICE (P.1):

DIRECT BILL MONTHLY

State Health Benefit Plan

STATEMENT
ADP Continuation Sanvices, IO Box 34240, Louisvila, Ky 40232
SMITH. KAT Invoice Murmber: 3164
11 STREET Account Murmber: O0A88-000003480-7
CITY, 5T 12345 1111 Inviice Period: OBA01/2014 - DB312014
Due Date: August 1, 2014
Amount Duse: 55178
STATEMENT OF ACCOUNT

Previous Balance $0U00
Payment Recelved (Payments received afier 07/8/2014 are nof reflected.) $0.00
Current Period Activity (Detall on reverse side} $51.78
Total Amount Due 5578

HOTE: Negalive valua indicates a oredil balanoa

IMPORTANT NOTICE:
¥our "Current Perlod Activity™ premium s due on the date shown above. You are allowed a 30-day grace period; that Is, your

"Current Perlod Activity™ premium payment must be recelved within 30 days of the dus date. The amount listed as "Previows
Balance™ |s past due and Is not included In the grace pericd. Please remit the past due amount upon recelpt of this Involce.

Payment of the Involce does not guaramtse cowerage. if you become Ineliglble for coverage, premiums pald for any period after
the coverage termination date will be refunded prompily. Late payments cannot be acoepted and will be refunded.

Any correspondence (such as change of address) sent with this payment will not be reviewed. Please see the reverse side for an
to use for comespondence.

Prep by ADFP. I qu or discrepanches, please call 4 { B30 ) #10-1863

Paga 102

To ersure a faster and more secure payment, PAY ONILINE with A0P Selfpay. Bew the reverss side of the Involce stub below Tor more dietalls.
IF you prefer 1o pay by mail, please remove the portion below and rebam with payment using the reply envelope provided. In order bo ensure
more imely and accurate payment processing, please Include your accownt nusmber on your payment. Pizase do not owernight payments 1o

the PO Box.
5State Health Benefit Plan DIRECT BILL MONTHLY STATEMENT
SMITH, KAT Flease send & personal check, Invoice Mumber: 364
élr%rT:ﬁzu:- - money order, of casheer's check Account Mumber: 00380-000003480-7
' payable o ADP Benefit Services Invoice Peniod:  OB/O01/2014 - 0873172014
KY, Inc. Pa Dwue Daate: August 1, 2014
otal Amouwnt Due: 51T
{1 PP | P P Y Y1 Y Y P 1 Y [ YL PR U
ADP Amount
Contnuaton Senaces Remitted:
PO Bax 105413

Afanta, GA 30348-5413

0000003364 1 0034900000344807 ODOD3ke5 DOO5LWE & 0001 OO 7
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SAMPLE INVOICE (P. 2)

State Health Benefit Plan

DIRECT BILL MONTHLY

STATEMENT
ADF Conlinuation Services, PO Box 34280, Louisvilla, KY 40232
DETAIL
m.m BEMEFIT OFTION COVERAGE CATEGOR'Y AMOUNT
aT014 Migcical Flan BCES Madicars Advaniaga Slandard Farticipant & Spousa §51.78
TOTAL AMOUNT §51.78
Franious Balance: $0.00
Paymants: $0.00
Curmant Amcunt: §51.78
Amount Dua CE012014 - §51.78
Paga 2ol 2
PAY OMLINE with ADP Selfpay

Paying online is. easser than mailing your payment and youll receive an emal confmation of your payrment from owr bank,

JP Morgan Chese. Dot Ask a lapee in coversgs because of & delay in mail delivary.

Sign up for Your Free Selfpay Account:

1. isit hitps:Vselpay. adp com

2. Click "Dor’t have a password yet™

3. Enter the Account Mumber fom page 1 of your invoice.

4. Enter the Invoice Number and Amount of your labesi nvoice.

5. Reosive validabon and your login and password, which you'll use io acoess Selfpay.

Plesse send any comespondence bo:

ADP Continuation Reminder: Do not mail premium payments to this address... Premium
Senvices paymenis should be placed in the return envelope along with the payment
P.0. Box 34240 coupon o expedite processing and mislled o the sddress located on the
Louisville, KY 40232 payment coupon. Failure to nclede the payment coupon with your premium

payment will delay procassing of that payment.

Direct Pay 10/2014
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SAMPLE FRIENDLY REMINDER LETTER

050172014

JOHN DOE
ADDRESS
CITY STATE_ZIP

RE: Darect Bill Emplover ABC Reminder Letter
Social Secunty Number: ***-**-1214

Diear JOHMN DiOHE:

According to our records, we have not recerved vour July premaum payment for vour Direct Bill medical coverage.
Please submit July, and amy prior overduc premium payments, by July 31, 2014 to ensure theze is no interruption m your
;mﬁﬂﬁd&}m%ﬁ:?ﬂrﬁ;dmm termination of your Direct Bill medical coverage will proceed.
ADP Continuation Scrvices

PO, Box 105413
Atlanta, GA 30348-5413

If you have any questions, please contact ADP Continuation Services at 1-800-610-1863, 8:30 a.m. - 5200 pm. EST,
Monday through Friday.

Sincerely,

ADP Continuation Services

Direct Pay 10/2014
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SAMPLE SHORT PAY LETTER

05012014

JOHN DOE
CITY_STATE_ZIP

RE: Premium Shortage for Direct Bill Medical Coverage
Social Security Number: ***-**.1234

Dear JOHN DOE:

This 1s to inform you that there s a shortage on your premium payment and to provide you with the opportunity to
bring your account current.

Your account is short $555.55 for your coverage through 06/24/2012.

Your payment must be received before 63002012 to avoid termination of your Direct Bill medical coverage back to
the last ful]v paid month.

Pleasc send payment to:
ADP Continuation Scrvices
P.O. Box 105413

Atlanta, GA 30348-5413

1f you have any questions, please contact ADP Continuation Services at 1-800-610-1863, 8:30 am. - 5:00 p.m. EST,
Monday through Friday.

Sincerely,

ADP Continuation Services

Direct Pay 10/2014



SAMPLE TERMINATION LETTER

06132004

JOMN DOE & Family
ADDRESS
CITY STATE ZIP

RE: Emplover ABC Eligibilil}; Dietermination for Direct Bill Continuation Coverage
Social Security Mumber: ***-**-]234
Dicar JOHN DOE & Famaly:

The purpose of this letter is to notify vou and any eligible family members that vour Direct Bill medical coverage offered
by Emplever ABC has been terminated for non payment of premiums effective 123172014,

You must submit your appeal request 1o SHEP in wniting or fax to 866-828-4706 within 60 days of this notice. Your
appeal must include your reason and pertinent information.

Send your appeal to:
SHBF

PO BOX 1990

Atlanta, GA 30303-1990

If wou have any questions. please contact ADP Continuation Services at 1-800-610-1863, 8:30 a.m. - 5200 p.m. EST,
Menday through Friday.

Sincerely,

ADP Continuation Services

Fage L=f |1

Direct Pay 10/2014
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OSHBP

State Health Benefit Plan
A Division of the Georgia Department of Community Health

COBRA SERVICES

COBRA services, including notification of COBRA rights upon hire/health care benefits eligibility,
continuation of health care, and the receipt and distribution of funds is administered by ADP,
LLC.

COBRA Qualified Events Package Generation

COBRA INITIAL RIGHTS NOTIFICATION
Once a member elects health care coverage, ADP generates and mails a COBRA Initial Rights
Notice (IRN).
e The COBRA IRN is sent to the employee and a covered spouse, if applicable. See the
Sample COBRA Documents section for a sample packet.
e COBRA IRN mailings are processed daily.

COBRA ELECTION PACKET

Once a termination event is entered in the SHBP Enroliment Portal (either through IDM or via
file upload), ADP generates and mails a COBRA Election Packet to the member and/or qualified
beneficiaries. See the Sample COBRA Documents section for a sample packet.

1. The COBRA Election Packet includes the information needed to make an election to
continue coverage.

2. Both the election and payment can be made online via ADP’s secure application.

The first premium is due within 45 calendar days of the election.

4. Eligibility is passed to the carrier once the initial payment is received.

w
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The following information is an excerpt from the COBRA Election packet regarding fast
activation for COBRA. Going online is the fastest way for members to make their election and
make payment.

You have up to 45 calendar days from the date you elect COBRA within which to make your first
required premium payment. However, to activate your coverage as quickly as possible, it is
recommended that you make your first payment at the same time as your election so your
insurance carrier can be notified sooner.

To elect and pay online: OR, Mail completed form to: | OR, Fax completed form to:
ADP COBRA Services

P.O. Box 2698

Alpharetta, GA 30023-2698
http://www.benedirect.adp.com 1-770-619-7160
Make checks payable to ADP
COBRA Services

Note: Future payments will
be sent to a different
address, which will be noted
on your next bill.

Invoicing & Terms of Payment

All COBRA invoices and related correspondence are generated by ADP and sent via regular postal
mail.

e Invoices are generated 25 days in advance of the due date for the following month’s

premium.
e Payment is due on the first of the month.
e Example:

o Coverage month = December
o Invoice generated on or about the November 5th
o Payment due = December 1
e Any payments made in advance (prepayment) or made late will be reflected in the
following month’s invoice. Note: Prepayments cannot be made online.
e The initial payment is due 45 calendar days from the date of the election.

15 COBRA Services 10/2014
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Sample invoice:

Please send the coupon below with your payment

BENEFITS CONTINUATION COUPON

Coupon #1

Coverage Period: XHxxhx - Xxxfi
Grace Date: xfxxfix

Payment Due: xfxxjxx | Send co

Amount Due  Pplan
S XXX CREDIT CARRIED FORWARD

S o0 Health ABC

SR otal Due

ADP Benefit Services
P.O. Box 27478
Salt Lake City, UT 84127-0478

Address:

Send Payment with Coupon to:

ADP Benefit Services
P.0. Box 7247-0367
Philadelphia, PA 19170-0367

Premium Remittance

1200609280001720108894687000271320000756003

Participants can make a one-time payment online or access account information through ADP
COBRA at https://www.benedirect.adp.com. Participants may also send in a check to the

address on the invoice.

Non-Sufficient Funds & Stop Payment Process
In the event of a returned check due to non-sufficient funds or a stop payment being placed on
the check, ADP will send a letter to the participant and request resubmission of payment.
Coverage will be cancelled as noted below for non-payment beyond the grace period.

Cancellation for Non-Payment or at Participant’s Request

FOR NON-PAYMENT

Coverage is cancelled at the end of the grace period if payment has not been received. The

grace periods for COBRA participants are:

e |Initial election grace period: 60 calendar days
e |Initial payment grace period: 45 calendar days
e Subsequent payment grace period: 31 calendar days

AT PARTICIPANT’S REQUEST

A participant may request that coverage be cancelled by calling SHBP Member Services or

submitting a letter in writing to:

ADP COBRA Services
P.O. Box 2968
Alpharetta, GA 30023-2968

COBRA Services 10/2014
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Coverage Effective Date

Coverage goes into effect once the election is made, even if first payment has not yet been
received. However, confirmation of coverage is not sent to the carrier until the premium
payment is processed by ADP. In addition, if the initial premium is never received by ADP, then
the COBRA coverage is terminated retroactively back to the last day of active coverage.

Carrier Notification

ADP sends eligibility data to carriers. Allow 7 — 10 business days from the time the payment has
been received in order for coverage to be active with the carrier. ADP recommends that
members call the number on their insurance card to confirm that COBRA coverage has been
activated with the carrier. Previously denied claims can be reprocessed by carriers once COBRA
coverage has been activated. Note: This time frame includes the processing of payments
received.

Appeals

A member whose coverage has been cancelled for non-payment may contact SHBP Member
Services at 1-800-610-1863 to discuss the appeal process. ADP will provide Tier 1 appeals
support based on pre-established guidelines with SHBP. If a resolution to the appeal cannot be
reached through Tier 1 support, members will be instructed to submit an appeal to SHBP at
1-866-828-4796 within 60 days of the cancellation notice. The appeal must include the reason
and pertinent information.

Open Enroliment

ADP generates Open Enrollment packets (including Summary of Benefits and Coverage forms
and other materials that may be required and provided by SHBP). Participants may make a
change via SHBP Member Services or fax.

Other Correspondence
Any correspondence not related to payments should be sent to the address below. No
premium payments should to be sent to this address.

ADP

PO Box 2968
Alpharetta, GA 30023-2968

COBRA Services 10/2014
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Accessing ADP’s COBRA Site

Participants can access the site to:
e Make a one-time payment
e Request eligibility updates to carriers
e View health plan information

e Get assistance and answers to questions

Logon to https://www.benedirect.adp.com

B &

AP

BeneDirect. P——
- !EHQ#{:MG To BeneDumcf[ e e |
hare
o oain

This te has been optimze:

d for use with Micresoft Intsrmet Explores browser version 5.5 or higher.
Plaase chack with the Microsaft Website at wum.mioras ¥ 3 browzer upgrace.

w

Contacts
Call SHBP Member Services for questions related to COBRA @ 1-800-610-1863.

Sample COBRA Documents

Important: Sample COBRA documents are included for reference only to understand the
information that is typically sent to participants. These documents are subject to change, and

should not be shared directly with any participants.

COBRA Services 10/2014
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SAMPLE ONGOING COVER LETTER WITH INVOICE (P.1)

Ongoing Coupon Cover Letter
ADP Benefit Services
P.O. Box 27478
Salt Lake City, UT 84127

794Y ooo1  CASCPN

Sally Sample
123 Anyplace Street
Anywhere, US 12345

BL-xoouoo
RE: IMPORTANT INFORMATION ABOUT YOUR HEALTHCARE COVERAGE
Dear Sally Sample:

Enclosed is your monthly bill and remittance coupon for your healthcare coverage through Company
ABC. To ensure continuous coverage and to avoid delays in processing your payment, you should remit
payment with the coupon provided with each month's bill.

Your payment is due the first day of the month, and it is best to remit your payment by the due date.
However, payments not received by the Grace Period Date (45 days from the due date), will result in
termination of benefit coverage. Terminated coverage may not be reinstated.

It is important that you include the correct remittance coupon with each payment and that you include
your account number on each check that you send. Please make your check payable to ADP Benefit
Services and mail it to the address printed on the coupon:

ADP Benefit Services
P.0 Box 7247-0365
Philadelphia, PA 19170-0365

As a reminder, you also have the option of having your payments automatically deducted from your
bank account, instead of remitting @ monthly coupon and check. If you are interested in taking advan-
tage of the automatic payment deduction, contact ADP Benefit Services at 1-800-240-7149.

The acceptance of any late or partial payments by ADP Benefit Services does not constitute agreement
of Benefits Continuation Coverage. Instances of late or partial payments will result in a refund and
termination of Benefits Continuation Coverage. Refunds will be handled through the normal processing
schedule for ADP Benefit Services.

ADP Benefit Services is not an insurance company and this is not a change in your insurance provider. If
you have questions regarding claims or procedures covered under your benefit plan please contact your

insurance provider.

If you have questions with regard to your remittance payment or coverage levels, please contact ADP
Benefit Services at 1-800-553-3803, or visit us at www.benedirect.adp.com.

Thank you,

ADP Benefit Services

COBRA Services

10/2014
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SAMPLE ONGOING COVER LETTER WITH INVOICE (P. 2)

ADP Benefit Services

P.O. Box 27478

Salt Lake City, UT 84127

Please read the enclosed letter for requirements relating to remittance of premium payments.
This information is critical to your on-going continuation of coverage.Following is your payment
coupon from ADP Benefit Services. This coupon was printed on ooy for coverage from

R DO o

In order to expedite the processing of your payment, please

tear the coupon along the perforation.

Please send the coupon below with your payment

Cand comespondencs othid than Add ress:

DAY £ COUEsONS CO:

ADP Benefit Services
PO, Box 27478
Salt Lake City, UT Byiz7-0478

Send Payment with Coupon to:

ADP Benefit Services
PO. Box Fay47-0367
Philadelphia, PA 137o-0367

BENEFITS CONTINUATION COUPON
Payment Due: xfunfix
Coverage Period: o, - KRR
Grace Date: e
Amunt Die  Plan

& mExEn CREDNT CARRIED FORWARD

5 mewax Dental 100% Higher Schedule
5 o kealth ABC

5 mewax Health DEF

5 won Deneal ABC

5 Total Due

1z20060602800017 20108804 687000 2713 20000756003

COBRA Services 10/2014



SAamMPLE COBRA ELECTION PACKAGE

Account 8-<BL&> Sec:1- 17

ADP COBRA Services
P.O. Box 2968
Alpharesss, GA 30023.2068 ®
CORBRA Continuation Coverage Election Notice
<DATE>

<NAME>

<ADDRESS>

<CITY> <ST> <ZIP>
Dear <NAME>:
This notice coatains i information 2bout your night to continue health care cov m the <EMPLOYER>
mnmcummum_wmmm' l:&mﬁ‘ulhx ity be avasiable m;gmhmﬂahlmmﬁm

Moarketplace. Please read the information comtained in this notice very lly.
To elect COBRA continuation covernge, follow the instructions om the enclosed Election Form.

Please note: Although ADP COBRA Senvices has contracted with the employer 1o provide various COBRA admmistration
services. ADP is not the Plan Admunsstrator. The Plan Admanistrator is the spoesor of the Plan,

[f you do not elect to continue your health care coverage either leting the enclosed “Election Foem™ and returning it to us
org?ck\:ling online, your coverage under the P!m‘:?ﬂ cad on E{)-\; F‘.b due to <REASON>. '

Each person (qualified bemeficiary) below is entitled to dlect COBRA contimuation coverage under the Plan.

QB>

Because of the cvent (listed above) that will end coverage under the Plan, those individuals indicated sbove, are entitied 10
fonﬁmy:l hgl_{hmm coverage for wp to I8 meaths. If elected, COBRA contimestion coverage will begin on <DATE™ and can
st until <DATE=.

<Employer Castom Messape Here

Page: 1
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Moathly Cost of COBRA Contimuation Covernpe:

e Bene ficury Only (*)

<PLAN> TE>
[f you elect continuation coverage. you do nat have %o send amy payment for

Accomnt #-<BL#> Sec:1- 28

the Election

continuation coverage with
Form. However, \wlnnnkz\w&npynufwmmmuagem&-” davs after the date of

election. {This is the date the Election Form is postmarked. if emiled.) If you do not make your first

contimmtion coverage within those 45 days. you will bmﬂmmmngenghuwﬂulbemCmmgewﬂ

not be active until your premium payment has been received and insurance camier is notified.
information about - 83!1.\ ek

pvmal{otc continuation coverage is mcluded m his notice.

be able to buy

). I the Marketplace you could be el fot

There may be other coverage ww\wﬁmly Asa(luuho(mpv\mdth:hhmh you will

kind rmmm moetily hat your
vt-of-pocket costs will b befee o ke doc o 1 caroll. g chbie for COBRA docs
coverage foe 2 tax credit thromgh the Marketplace. Additionally. youmayqnﬁfy a special enrollment

fmm&dosnmlmwcc@ﬂnyﬁx

nndu:gmq)hullhpl-hwhschywmdxﬁk(nhxnw’sph)amxf&;ﬁnpmaﬂlydounuwapthe

corollees, if you request

[f you have any questions concerming vour rights 1o COBRA coverage. you should contact:

ADP COBRA Services
P.0. Box 2968

mmmnm

IMPORTANT - lf\wmnclmmummﬂmnwmgmﬂof& sous that are offered
and you are mot adding or % you cam elect caline by going 10 lltlmle!
S.Sothmber tﬂmmum&dm)vuulcmmy hms

mamienance and unavai elcctmo(hawuc\wm
mﬂdlf&:ﬂbnﬂd&loyll?um\w&mﬂmlmﬂwaﬂmzﬂxmfamndmnn -\&%ﬁ

Services by

orbvmnlmgmod:addmssbwnmhﬂecmufmm Election Form mast be

<DATE=. If you do mot subenit 2 compi Election Foem or enroll online

this dage. you w hu\wngnm&ymonmmge.

Page: 2
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Account #-<BLA> Sec:1- 37

IMPORTANT NOTE: Please read the enclosed COBRA election notice carefully as
it contains important information regarding your rights and responsibilities.

Quick Start Guide

4 Key Steps fo Activating COBRA Coverage
1. Election - You must elect and pay the required preswum for COBRA contzmation coverage to be activated with
your msarance carmiers or group health plan 1 you will be selecting all available coverage opticas. we recommend
that you enroll online and pay 2t jgip. www bepedicectadp com. If you will ggj be selecting all available coverage
options, we recommend that you fax your esrollment form to 1-770.619-7160. Mailed elections and payments may
result m delayed processang due to possible mail system delays. See the election form at the back of this packet for

details.

aPaxyment - You must make your first full month's premium payment befoee your insurance camiers or group health
plazm will be notified that your coverage has been coatinued. [f you fail to pay 2ny fall COBRA premium m a timely
fashion. your coverage will be discontinued and may not be reinstated.

3 Insumnce Carner Notification - Your carners will typecaly be nocified within 7-10 besamess days once your first
required premium payment is recesved. ADP recomenends that you call the number on your Insurance 1) card to
confirm that your COBRA coverage has been activated with your carrier. Previously denied claims can be reprocessed
by camriers ance COBRA coverape has been activated.

4 _Esst Activation - You legally bave up to 45 days from the date you elect COBRA within whach to make your first
required premium payment. However, to activale your coverage as quickly as possible, #t is recommended that you
make your first payment 2t the same time as your election so that your insurance carmier oc group health plan can be

notified sconer.

To clect and pay caline to go:

Or: Mail coenpleted foem to:

Or: Fax completed form to:

ADP COBRA Services
P.0. Bax 2968
Alpbaretta, GA 30023.2968

Note: Futere payments will be sent 10 2 different
address, which will be noted ca your sext hill

Make checks payable to ADP CORRA Services

1.770.619-7160

Page: 3

COBRA Services 10/2014



24

: = 2 "
E%Ewmﬁmmm&;ﬁml thas Plan) give and their famikies the

”“'"'“"”‘"‘“"‘o.pmg"' =y e “s‘i‘&‘aﬁ’l’m’““" ikt e coploree """m""
ovent, (ot

upla\'eebcmaed T mﬂ cm#u @‘:ﬁu ?

employec.

Continuation coverage is the same coverage %0 other participants or beneficianies under the Plan who are

not receivi cauimnﬁoow\m&ch lﬁ«lhtndgwy‘bdaxcmnmom will have the same rights

under the as other participants or bene covered under the Plan, i open and

cmllnmngbb.fhepumhﬁdon oae of this notice have been identifsed by the Plan as qualified | A
enttled to clect continuatson cov xmw cam be found in the Plan’s
summary plan description (SPD), which cam be obtrined from u\me.MD

MMMGMMMJW generally may be

mnmud&npbnwlof moaths. In the case of losses of coverage dae %o an u'sdcd.dlmorhgll
separation. the employes becmmgeunbdch&mbuﬁn a dependent twobea under the
moflhcplnmungenny munndﬁw»amlof“nnﬂn“hlkqnh&ngnu end of

or reduction of s hours of employment, and the employee became emitled 10 Medicare benefits less
than | mﬁsbdu:&glnﬁqaumumnmmfmqﬂﬁdb&&mmmmﬁn
employee lasts until 36 moaths sfier the date of Medicare entitiement. Thas notice shows the maximmem period of coatinuation
coverage available 10 the qualified beneficarices.

Cmmmmgewnﬂbelam&faehdo‘dnmpamdd

I’B?.l 15 not paid m full oo time,

o aqualified beneficiary becomes covered. after continuation cov x, under another hahhplnllm
does not impose any pre-exi conditicn exclusicn Sor a pre-existing of the quali (note:
There are limitations on plass’ p'e-cxumgmg:hsmninrhexdmmsnﬂl

prohibited for plan years bmnlogmdud!-\ﬂadﬂfm.\m

¢ aqualified bencficiary becomes entited to Medicare benefits (under Part A, Part B, or both) afier clecting
com-nm- coverage,

o the employer ceases 10 provide any group health plan for s employees.

Coatinuation coverage may also be torminated for any reason the Plan would terminate coverage of 2 participant ar

buﬁ:mymmmnscummcwm(mhafmﬂl e

How caa you cxtend the lenoth of continmation coverase?

If you elect continuation coverage. tension of the maximam period of be available if a qualafied

Y"“ n&nbledalmd:;aile\ cv:locc-x.Yonmmuf\-\DP n\Sa\mct!aaduﬂl ora
dlsz-hya

se:ond ngummord:rwextmdthepandofmlmunnmau Faibure to provide motice of a
::g:ngc\mmn affect the right %0 extend the penied of contimuation coverage.

hllmw covcrﬁmybcnm ¢ if ified beneficiaries & determined %ﬁ
Admensaration (SSA) 10 mndxmmbcfu!lhe dl}o‘

COBRA continuation coverage and ot kst ot beast until mdo‘thels-m:-h&nd
must natify -\DPCOBRASmnoaoﬂh &lammnmmlhnﬁodays the katest of: 1) the date ﬁﬁ:\'
&mm’)h&umwﬁxﬁtﬁe m mJ)&ed&mnhndnhthfym
nsamnllofdzqnllymgevﬂ:al)h mwhxhdtqnhﬁmgbu:ﬁmlz tbeplns
R::edmu quluhlnylnnw
1'\ . notifi mnlnnslbelmdc dnado(&e&nwmomluofmoumu'ﬁ &d
listed on the previous of this natice who have elected beamtlcd the 11-
muhchnbdl\'mu'meo them qualifies. |f&¢qnhﬁedbuﬁc SS.\anmhﬂh

disabled, you must notify ADP COBRA Services of that fact M&)stS\shmmanhﬂe
event occurs, please locate the required form and instractions for providing notice to ADP
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Accomnt S.<BLA> Secil- 57

COBERA Services ai hsips'www benedizect.adp.come If you do ot have access to the Internet, or wish to have this informatzon sent to you, please comtact ADP
COBRRA Services at <PHONE>.

Sccond Qruakifving Event

An [E-month extension of coverage will be available 1o spouses and dependent children who elect contimuation coverage if a secomd qualifying event eccurs duning
the first 18 meonths of conlimuation coverage. The maximum amounst of contimuation coverape available when a second qualifying event accurs is 36 months. Such
secand gualifying events inchede the death of a covered employee, divorce or separation from the covered employee, the covered employee becoming entitled o
Medicare benefits (under Part A, Part B, or both) or a dependent child ceasing #o be eligible for coverage as a dependent under the Plan. These events can be a
secand galifying event anly if they would have caused the qualifying beneficiary io bose coverage under the Plan if the first gualifying event had not occurred. You
muast notify ADP COBRA Services within &0 days afier a second qualifying evemt occurs or within &0 days. of your loss of coverage under the Plan as required
unier the tzrms of the Plan. Please see your Plan’s Summary Plan Description (SPD) 1o dztermine the required time frame for the submissson of second gualifying
events. Where 2 second qualifying event cocurs, please locate the required form and instnections for providing notice to ADP COBRA Services at hitp: !

www benedirect. adp.com. If you do not have access to the Internet, or wish to bave this information sent to you, please contact ADP COBRA Services at
~“PHONE=.

H . . o
To elect continuation coverage, you must complete the Election Form and furnish it according to the directions on the form. Each qualified beneficiary listed in
this nodice has 2 separaie right io elect continuation coverage. For example, the employee’s spouse may elect continuation coverage even if the employee does not.
Conlimuation coverage may be elecied for anly ane, L. ar for all dependent children who are qualified beneficiaries. A parent may elect o continue coverage
on behalf of any dependent children. The employee or the employee’s spouse can elect contimuation coverage on behalf of all qualified beneficiaries. In
considering whether 1o elect continuation coverage, you should mke i=io accoant that a faikure to continue your group health coverage will affect your fature rights

unifer Federal law. First, you can lese the right 1o avoid having pre-existing condition exclussons applied 1o vou by ather group health plans if vou have more than
a fi3-day gap in health coverage. and election of continuation coverage may belp you mot have such a gap. Second, you will lose the guaranteed right 1o purchase
individual health insurance policies that do not impose sach pre-existing coadition exclusions if you do not get costinmtion coverage for the maximum time
available to you. Note thal effective with plan years and policy years beginning in 2004, the Affordable Care At generally prohibits plans and insurers from
imposing pre-existing condition exclasions. Finally. you should take into account that yom have special enrollmemt rights under Federal lyw. You have the right 1o
reqquest special enroliment in anotier group health plan for wiich you are otherwize eligible (such as a plan sponsored by your spouse”s employer) within 30 days
after your group health coverage ends becawse of the qualifiing event listed above. You will also have the same special enroliment right at the end of contizeation

coverage if you get continuation coverage for the maximum ime available o vou.

Generally, each gualified beneficiary may be required o pay the estire cost of continuation coverage. The amount a gualified beneficiary may be required 1o pay
may mot exceed 102 percent {or. in the case of an extension of confinuation coverage due 10 a disahilsty. 130 percent) of the cost to the group bealth plan (including
both employer and employee contributions) for coverage of a similarly situated plan participant or bemeficiary whe is ned receiving continuation coverage. The

required payment for each contismation coverage period for each option is described in this notice.

Wi 1§ si puxment for confinuation ceveraze be made?

First payment for confimuation coveraze

If vou elect continuation coverage, you do net have to send any payment for continualion coverage with the Election Form. Howewer, you must make your first
payment for continmation coverage within 45 days after the date of your elecizon. (This is the daie the Election Form is postmarked, if mailed.) If you do not

make your first payment fior contimmtion coverage within that 45 days. you will lese all contimuation coverage rights under the Plan.
You are responsible for making sure that the amount of vour first payment is comrect. You may contact ADP ODBEA Services st <PHONE™> to confirm the
correct amoant of your first payment.

Page: 5
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Account #<BL#> Sec:l- &7
If you wish to make a pavment now vou have two options:
A Make vour election online and then make a one-time online payment using the Direct Debit feature on the Web.
B. Include your payvment with vour election form and mail it to:

.0 Box 2968
Alpharcita, GA 30023-2968.

Please include vour account number, <BL#=, in the memo freld of your check.

Periodic pavments for continuation coverage
After you make your first payment for contimuation coverage, you will be required to make peniodic payments for cach subsequent coverage period.
The amount due for cach coverage period for cach qual;iﬁaibmtﬁcia.ry is shown in this notice. The peniodic pavments can be made on a monthly
basis. Under the Plan, these periedic payments for continuation coverage are due on first day of the coverage month, subject te a 30-day grace peniod.
1f you make a periodic payment on or before the first day of the coverage peniod to which it applies, your coverage under the Plan will continue for
that coverage peniod without amy break. ADP COBRA Services. as instructed by the Plan Admunistrator, will send periedic notices of payments due
these coverage periods. However, should you ot receive a periodic notice you are still responsible for sending full payment by the applicable
grace date. Penodic payments for continuation coverage should be sent to:

P.O. Box T247-0367
Philadelphia, PA 19170-0367.

Please alwayvs include this account number, <BL#=, with your pavment.

Girace periods for periodic payments . . . o
Although peniodic payments are due on the first day of the coverage month, you wall be given a grace period of 30 days to make each penodic
p%}'mcm_ Y our continuation coverage will be provided for cach coverage penod as long as payment for that coverage period 15 made before the end
of the grace period for that payment. However, if you pay a periodic payment later than the first day of the cov Fanod to which it applies, but
before the end of the grace penod for the coverage coverage under the Plan will be suspended as uftﬁ: irst day of the coverage period
and then retreactively reinstated (going back to 'FI.TEI: day of the coverage period) when the periodic pavment is received. This means that any claim
vou submit for benefits while your coverage is suspended may be denied and may have to be resubmitted once your coverape is reinstated.

If}éuulin.i] 1v|:|- make a periodic payment before the end of the grace period for that coverage period, you will lose all nghts to contmuation coverage
under the Plan.

For more information

This notice is intended 1o comply with the requirements of the Federal law governing continuation coverage. There is no intent to provide any
mformation regarding continuation coverage bevond the minimum Federal law requirements, such as those mandated under State law. You should
contact your State Insurance Department to determine if additional rights are available under State law.

This notice does not fully descnbe continuation coverage or other rights under the Plan. More information about continuation coverage and your
rights under the Plan is available in your summary plan desenption or from the Plan Administrator. If vou have any questions concerning the
information in this notice, your rights to coverage. or if you want a copy of your summary plan description, you should contact <EMPLOYER
NAME, ADDRESS, FHONE=

For more information about vour nights under ERI1SA, including COBRA, the Health Insurance Portability and Accountability Act (HIPAA), and
other laws affecting group health plans, visit the U.S. Department of Labor’s Employee Benefits Secunty Admimstration { EBSA) website at
www dolroviches or call their toll-free number at 1-866-444-3272. For more information about health insurance options available through a Health

Insurance Marketplace, visit www healtheare pov,

Beep Your Plap Adwinistrator Informed of Address Changes

In order 1o protect familys nghts, vou should keep the Plan Administrator infonmed of any changes in the addresses of family members. You should
also keep a copy, for your records, of any notices you send to the Plan Administrator or to ADP COBEA Services. It is also advisable that vou obtain and
retain proof of mail, including the postmark date. for notices or payments vou mail.
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ADF COBRA Services
PO Box 2068
Alphareita, GA 30023-2968

IMPORTANT: You must clect by <DATE=. Your COBRA account mumber is <BLE#>. Include this account number in all correspondence and

m the memo ficld of your checks when making payvments.

INSTRUCTIONS:

Lu]
Lu]
Lu]

=]

To make your clections online, go to http:'www benedirect. adp.com. You can also make your initial payment online at this time.

Account #<BL&#=> Sec:l-T/7

<DATE=

COBRA CONTINUATION COVERAGE ELECTION FORM

To elect using this form., indicate with a check mark the coverage that each person listed wishes to continue under COBRA.
If a dependent or spousc name 1s not present on this clection form or if one needs to be added., please call
ADP COBEA Services at <PHONE=>.
Please correct any name that is misspelled.
Mail (postmark) or fax your election form by the election due date above.

If making a pavment. include the account number <BL#= mn the memo field of your check.

“PLAN=

B <MAME>

=% PERSONS COVERED:-

Please indicate address and telephone changes or comrection:

Address:

Telephone: i

[ {We) elect COBRA as indicated above and certify that I {we) have accurately completed this form.

Signature of <NAME={REQUIRED): Date
To elect and pay online to go: Or: Ml completed form to: Or: Fax completed form to:
ADP COBRA Services
P.0. Box 2068
Alpharetta, GA 30023-2068 1-TT0-619-T160
T —" i Fax must be recerved no later than

Note: Future payments will be sent to & different
address, which will be noted on your next bll.

Make checks payable to ADF COBRA Services

1 2:00 AM (mudnight), Eastern
Standard Time, on <DATE=.

Complete online election no later
than 12:00 AM (midnaght} Eastern
Standard Time, on <DATE>=.

If matled, election form must be postmarked no later
than =DATE>.

If you have questions, call:
<PHONE=>

Page: 7
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SAMPLE GENERAL NOTICE OF COBRA RIGHTS

Clsent Name
123 Main Street 4

Suste 999
Anywhere, ZZ 99999.9999

“PRINTDATE

“SALUTION
“ADDRESS

INITIAL/GENERAL NOTICE OF CONTINUATION COVERAGE RIGHTS UNDER COBRA

Introduction

You are receiving this notice because you have recently become covered under
“GROUPHEALTHPLANNAME (the Plan). This notice contains smportant information about your right to
CORBRA continuation coverage, which is 2 temporary extension of covernge under the Plan. This notice generally
explains COBRA continuation coverage, when it may become availuble to you and your family, and what
you need to do to protect the right to receive it.

The right to COBRA continuation coverage was created by a federal law. the Consoladated Ormmibus Budget
Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can bocome available to you when you would
otherwise lose your health . It can also become available to other members of your family who are
covered urkder the Plan when they woul od\awmclnscdmrgrmlphealthcm-cmgc For additional information about
your rights and obligations under the Plan and under federal law, you should review the Plan's Summary Plan
Description or contact the Plan Administrator.

The Plan Administrator is “PLANAADMINNAME, “PLANAADMINADDR, “PLANAADMINPHONE. The
Plan Admnistrator is responsible for administering COBRA continuation coverage.

What is COBRA Continuation C %

COBRA contimstion cov ts 2 contiuation of Plan coverage when coverage would otherwise end because of a
life event known as a q.n“smg event.” Specific gualifying events are listed later in this notice. After a qualifying
event, COBRA continuation coverage must be offered to each person who is a "gualified beneficiary.” You, your
spouse, and your dependent children could become qualified beneficiaries if coverage under the Plan is lost because
of the qmleymg_cvmt. Under the Plan, gualified beneficiaries who elect COBRA continuation coverage may be
required to pay for COBRA continuation coverage. If you are required to pay for COBRA continuation coverage,
you will be notified at the time you are offered COBRA continuation coverage of the amount and the date payment
is due.

If you are an emplovee, you will become a qualified beneficiary if you lose your coverage under the Plan
because either one of the following gualifying events happens:

(1) Your hours of employment are reduced, or

(2} Your employment ends for any reason other than your gross misconduct.

If you are the spouse of an employee, you will become a qualified beneficiary if you lose your coverage under the Plan
because any of the following qualifving events happens:

COBRA Services 10/2014
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- - - . o

When is CORRA Continuation Coverage Available?
The Plan will offer COBRA continuation coverage to qualified beneficianes only after the Plan Admmnistrator

has been notified that a qualifying event has occurred. When the gualifying event is the end of employment or
reduction of hours of employment, death of the employee. commencement of a proceeding in bankruptcy with
mecnolbccnpl oyer, or the employee's becoming entitled to Medicare benefits (under Part A, Part B. or

the emplover must notsfy the Plan Administrator of the qualifving event.

Forgothaﬁ'm' m(%‘ aﬁmaﬁmoﬂhecmphy«mdmwadcpendaldﬁld’s
losing cligibality for coverage as a dependent child). you must notify the Plan Administrator. Generally Plans
require that notification of such events be provided to the Plan Administrator withan 60 days after the gualifying
event has occurred. However, ymﬂmmvdbwalongcrpcnodo{nmewpmudemuﬁcahon Please
comdlm%ssmwmw?hnsqnllﬁmsc\mtmﬁwmmqum:lmYoumunsendthu
notice to: "PLANAADMINNAME and as directed under the terms of the Plan located in the SPD.

- - - . >

How is COBRA Continuation Coverage Provided?

Once the Plan Administrator receives notice that a gualifying event has occurred, COBRA continuation
coverage will be offered to each of the qualified beneficiaries. Each qualified beneficiary will have an
independent right 1o elect COBRA continuation coverage. Covered employees may elect COBRA
coatmuation coverage on behalf of their spouses. and parents elect COBRA continuation coverage on
behalf of thesr children. .

COBRA continuation coverage is a te ' continuation of cov . When the qualifying event 1s death of
the employee, the employee's becoming entitied to Medicare benefits under Part A. Pan . or both), your
divarce or legal separation. or a dependent child's losing eligibility as a dependent child, COBRA continuation
coverage lasts for up to a total of 36 months. When the qualifying event is the end of employment or reduction
of the I 's bours of employment. and the employee became entitled to Medicare benefits less than 18
uwmhsazf;mle qtuhfymcé?vem. COBRA continuation coverage for

This notice should be sent toc "PLANAADMINNAME or other party as indicated in the COBRA Election
Notice you receive at the time you are offered COBRA continuation coverage.*

Second gualifving event extension of 18-menth period of continuation coverage
If your family experiences another gualifying event while receiving 18 months of COBRA continuation
coverage, the spouse and dependent children in your family can 1o 18 addutional months of COBRA
coatimuation coverage, for a maximum of 16 mo’alhs lfncz;ceo lheurcoondqulevmcveutup'opaiypvcn
to the Plan. This extension may be available to the spouse and any dependent children receiving continuation
coverage if the employee or former employee dies, becomes entitled to Medscare benefits (under Part A, Pant B,
otbodl'l.or divorced or legal or if the child cligible under the Plan as a
ld.btﬂaﬂvnfd‘:s:a%’:q‘mmdﬂwecmued m“nopsbang El to lose coverage under
ﬂ\cPhnhndd\cflstthfymgc\mmocmmd.lnallofthscmu.ywmuﬂunkcmlhndlcl’hn
Adminastrator is notified of the second qualifying event within 60 days of the second qualifying event. This
rotxoe must be sent to PlAN-\ADMlN\AMEuotbapnn)xm«lmmcmBRAEl«bonNume\w
receive at the time you are offered COBRA continuation coverage *

* Please note: At the time you are bein with this Initial General Notice of COBRA 2
*ADMINNAME is your employer's C A admanistrator. In the future, vwshoddmﬁ:rwlhe RA
Beawn‘douuywrmmwuﬂwmmmoﬁaedCOBRAcmummwcmmmmnﬁnndm
“ADMINNAME still performs this function for your employer and that “ADMINNAME remains the

appropeiate place for you to send notice of a Social Secunity Disabelity or Second Qualifying event.

If You Have Questi
Questions conceming your Plan or your COBRA coatinuation coverage rights should be addressed to the
coatact or contacts identified below. For more information about your ri EllsundaERlSA.mchdmg
COBRA. the Health Insurance Portability and Accountability Act (HIPAA). and other laws affecting group
hmhhphmmmtbemmkegmdammomuofﬂnusmpmrmoﬂaboﬁﬁmhyu
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Sample Insignificant Shortfall Letter

ADP COBEA Services

123 Main Sirest
Saiie 999 -

Anywhere, ZF 99909.995%

“DATE=
“RENEIDc:

“RENEMNAME>
“BENEADDRESS>

Diear <BENENAME-

The kast payment for continuation of your CDBRA coversge received by “ADMINNAME is check #*CheckMNer. in the amount of
#CheckAmt, “ADMINMAME posted this payment o your account, resultizg = continuation of your COBRA coversge through
“Paid Thru and a credit halance of §“OnrPay Am.

The credit balance is kess than 5" PremiumDue. the amount of the full menthly premium due for the coverage period of
“CoveragePeriod. and as such is considered 2 “partial” payment. In order o contimee your O0RRA coverage beyond “PaidThro,
you must send 5 ShortFallAmt and postmark it no later than “GraceDate. Should yvou fail o postmark this payment on or before
the grace date of “CGinceDate, vour COBRA coverage will terminate on “PaidThru, the kst day of the period for which fall
pevment was made. You may also make premium paymenis through our websiie at wwow.benedirect.adp.com. The websiie is
provided o you 25 a couriesy. In cases where the website is down and unmvailable. you contime o be respossdble for timely
pavment. otherwise vour coverage may be canceled.

The accepiance of a late or pantial paymens by “ADMINNAME does not constitute agreement of COBRA contimmition of
coverage. Should the continuation of your ODERA coverage ierminaie, * ADMINKAME will refund. withn §is nonmmal processing
schedule, any remaining credit balance om your account. You will receive po further notice regarding this partzl payment.

IF you have amy questions regarding this partial payment. please call our Cusiomer Service Depariment at “COREPHONE.
“ADMINNAME

Tear Here and Return with Payment

*ShortFall Amt
“(iraceDate
“BENEIL

"BeneMame
"BEMEADDRESS

“ADMINNAME
SCORRADDRESS
“ADMINNAME
*PaymentAddress
“HenelD
“EmployerlD

Py "I11EIIE‘I]]
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SAMPLE SIGNIFICANT SHORTFALL LETTER

ADE COBRA Scrvaccs
123 Mg Stroct
Susc 990 -

Anywhere, 22 090909090

“DATI-
<“BENEID-

CHENENANMD
CHENEADDXPSS -

Dxar ~HENENAME

The last paymcr for costirmation of your COBKA coverage reccived by “ADMINNAME i chock #* ChockNbe, i $he amoont of $ ChockAmt.

ADF powsod thex paymment s your lting = 3 crodst bal of $"OvePayArm and continaation of your COBXA coversgs frough

audThu

You arc red 10 romat hly COBKA ' in fall and 10 postreark thom within the stipelated prace peniad. The credit balance on yoar
= sipmibcantly loss than SO nenDuc, e Sl by p duc for the uge pened of "Coveragelorod, and as such o

comadcred 5 "partzl™ payecal. In onder for your COBXA coverage 1o continne boyond “Faed Thru, 2 paymeat for the balance duc of

S ShortrallAmt suse be postmarked on or hefore “QraccDate. Failure to do o will cause yosr COBRA coverage %o termunaic om “Fasd Thra.
You may aleo makc 1 pory h h owr webenc 3t raw benedirect. a@p com. The webwte = provided to you ax = courtaay. In cancs
where the webeilc i duwn aad lablc, you w0 be #lc for tencly paymest, oficrwise your age may bo dod

The acceptasce of 2 bake or partial payment by *"ADMINNAME docx not comestule agrocment of COBXA contizuastion of coverage. " ADMINNAME

provided fhas sotce of "postial” solchy ax a mnd dicas of any applicablc grace duc havng 1y d COBNRA Lats

do not allow for, nor docx thax notice scrve s, an cxtcascn of applicabk grace penod. Should the contanamon of yoor COBKA coverage lerminate,
SADMINNAMY wall refund within 2 | “hodde. any ing credat bal on your Yoz will 1ve no further sotics
reganding thas parsal payment.

Suncercly,

SADMINNAMI

Tear Here and Mo with Paymcnt
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SAMPLE WELCOME LETTER

ADPOOBRA Services

123 Main Sirest
Surie 999
Ampwhere, ZF 99999.9999
ko

“DATE=
ACCDHINT ==

~BENEMAME=
~BENEAIDNIRESS-

Dear <BENEMAME=

Y'ou are currently contioming your healthcare ooy "«vlﬁ: through “EMPLOYERNAME. To better meet your needs,
“EMPLOYERNAME has contracted with “ADMINNAME io provide billing and premium collection services in
accordance with COBRA continmtion requiremenis.

Claims

The procedures for obtaindng health care zervices and claims processing will remain the same. Please contact your
health plans) darectly for information about your benefits, provader directones, 11 cards. and claims processing. Do
not send claims to “ADMINMAME for processing.

Sending Correspondence to * ADMINNAME

Pleaze zend all correspondence (do not include payments) to the fellowing address:
ADMINNAME

CORRADDRESS

Semding Your Pavment

SENCLOSEDCOUPONSSTMT Every month, please send the ap riate coupon along with a check for the
fulll amount due and made pa'\-a'hlnn'“"-\DM MAME™ to the a shown an the coupon. A delay in
processing may accur if payment is semt without the appropriate coupon. You moy also moke premiom
poyvments thromph sur website st www.benedirect. sdpocom. 11 vou are a first ime user. you will be required
o register on the website.

Please MY NOT mail payments amd correspondence topether.

When Yoar FIRST Pavment Is Due

If you bave just elected COBRA continuation your first premium payment must be received by “ADMINNAME
within 45 days from the date vou postmarked your OOBRA electon. Your first coupon will reflect the coverspe
periodis)h, the amount due for the refroactive covera are the grace date in which t mnst be

or COHRA coverage will cease. There cannot be a IEE in coverage and coverage will not be reinstated until
payment for a coverage period is recetved.

When Your Subsequent Pavments are Due

Each coupon indicates the ‘Tue Date” and the *Grace Date”. We strongly encourspe vou to remit payment in
full prior to the Dee Dute. Eligibility may be denied until payment is credited to your account and the
insurance carmiers are updated.

If “ADMINMAME does not receive full premivm payment postmarked on or before the grace daie, as specified
by law, your OOBEA coverage will be terminated on the last day of the period for whach full payment was
made.

Pape 1o 2

COBRA Services 10/2014



33

ONCE COVERAGE IS5 TERMINATED, I'T CANMNOT BE REINSTATED.

Please mofe:

The acceptance of any late or partial payment by * ADNMINYNAME does not constitwte apreement of COBRA
comtimuation of covernge. Instances of late ar partial payments will resalt in o refond and tfermination of OOBRA
coverape. Refunds will be handled through the normal processing schedule for “ADMINNAME.

Life Stntus Changes: Secomd Cualifving Events: Social Secarity Disability

You are responsible for notifying “ADMINNAME in wrating of any life status changes, second qualifying evenis, or
Social Security disability tha oooar. Your Plan's Summary Plan Description (3P} stpulates the required time frame
urider your Plan for the submissson of notification of sach evenis o “ADMINMAME. Generally, however. you will be
required to patify “ADMINNAME as follows:

For events such as marrispe, birth. or sdeption. voun must notify *ADNINSAME in writing within 30 days of the
event.

For evenis that may kead o an extension of COBRA, including the events of divorce, legal separntion, dependent child
losing elipihility mnder the plam, ar Social Security Administration determined disability, vou must motify
*ADMINMNANE within &0 days after sach event occars. You can obiain the requared form and instructions for
providing motice io “ADMINMNAME at wwa benedirect.adp.com. If vou do not have access to the Intemet. or wish 1o
have this infommation sent o youw. please contact “ADMINMAME at “COREPHONE.

Other Group Coverage or Medicare

It is wourr responsibility to notify “ADMINNAME immedisiely if. after your date of OOBRA election, you first become
covered under Medicare or another group health plan that does not contain an exclusion or limitation with respect to a
pre-existing condition.

Should you bave any ather questions relating o COBRA contimuation coverage, please contact “ADMINNAME =
SOODRRPHONE, or visit us at www_benedirect.adp.oom.

Thank you,

“ADMINMAME

Pape 2 of 2
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SAMPLE CONFIRMATION LETTER

ADP COBRA Services
123 Main Street

Suite 999
Amywhere, 77 99999.9999 m
<DATE- ®
<ACCOUNT-

“HEMEMAME=
~BENEADDRESS=

RE: “EMPLOYERNAME Benefits Contimuation
[hear “BEMEMNAME:

Following is the kiest information on your contimmtion of benefits coverage. This information is being provided to you as
comfirmation of an election of contimuation of coverage, a recent change vou have made to vour health coverage, or due to a
change to “EMPLOYERMNAME's Health Plan affecting vour health coverage. Please review all infommation carefilly.

Sending Your Payment

SENCLOSEDCOUPONSETMT Each month. please send the appropriate coupon amd full payment o the address shown
on your coupon. 1f vou continue coverage inde next year, you will receive the appropriaie coupons towards the end of the
plan year (2= =oon 2= the new premium rtes are available)

Your checks must be made payable o " ADMINNAME" and mailed to the address shown on vour coupon. You may also
make preminm payments through oar website ot wovw henedirect.pdp com. The website is provided to yon asa
eouriesy. In cases where the website is down for maintenance and unavailable, you continee to be responsible for
timely payment. otherwise vour coverage may be cancelled.

When Your Payment Is Dhue
Fach coupon indicates the “Dhee Diate” and the *Cirsce Dale”. We strongly encourage von to remit payment in full prior to
the Due Date. Eligibility may be denied until payment i crediled to your sccount and the insumnee carriers are updated.

Mabe: I vou fail o make a payment for a coverage period before the end of the grace date for that coverage period, you wall
lose all rights io contimation coverage under the plan. Any letters or coupons vou receive after failure o tmmely pay for amy
coverage pericd will mot exiend your grace date for any payment.

Please node:
S ADMINNAME's neceptance of any late or partinl paymenits does not constitute gpreement of continustion
of covernge. Instamces of lote or partial pavments will result im refunds throegh = ADMINNAME s normal

processing schedule and terminatisn of coverepe.

Chanepes im Life Stnins

You are resporsible for notifying “ADMINMAME of any life status changes that ccour. Any changes in life status may
rezult in an adjustment 1o yoor premium Motification & required as follows:

= Within 30 days of evenis such as marriage, birth, or adoption (or defined under the emplover’s Plan Docament).

= Within &0 days of evenis such as divorce, legal separation, death, or loss of dependent status.

All correspondence must be sent o the following nddress:
Page 1 of 2
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“ADMINMNAME
CORRADDRESS

The procedures for obtaining health care services and claims processing will remain the same. Please contact your health
plani =} directly for information about your benefits, provider directories, [0 cands, and claims processing, DO SOT SEMD
CLAIMS TO “ADMIMNMNAME FOR PROCESSING.

If you bhave any questions regarding the coverage, please feel free to contact “ADMINNAME at
COREPHONE.

Thank you,

“ADMINMAME

Pape 2ol X
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SAMPLE EARLY TERMINATION LETTER

ADP COBRA Services
123 Main Street

Suite 999
Anywhere. ZZ 99999.9999 @
<DATE> ®

<BENENAME>
<BENEADDRESS>

Account Number: "ACCOUNT

Notice of COBRA Coverage Termination

Dear “BENENAME:

On “TERMINATIONDATE. the COBRA coatinuation coverage under the "GROUPHEALTHPLAN (the Plan)
terminates in relation to the following individual(s):

* The reason codes for termination of COBRA coverage prior to the end of the COBRA coverage period are as
follows:

A. You failed to pay the applicable premium. in full, by the applicable grace date.

B. You voluntarily cancelled COBRA coverage(s).

C. You became eatitled to Medicare (Part A, Part B, or both) after the date of your COBRA election.

D. You became covered, afier the date of your COBRA election, under another group health plan that do not limat
or exclude preexisting conditions as defined by its terms.

E. All of the company’s group health plans have terminated.

In Case of Error or for More Information

If you believe that the termination date of your COBRA continuation coverage s inaccurate, please notify
“ADMINNAME immediately at the address noted above or call us at “CORRPHONE. You may have the nght to
request a review of this termination. Please refer to your Summary Plan Description for further details regarding
these nights.

Right to Convert to an Individual Health Insurance Policy

Depending on the reason your COBRA coverage is terminating, you may have the right to convert to an individual
health insurance policy as provided by the Plan. Eligibility determination, enrollment forms. and other information
can be requested through your former employer and 'or insurance carrier. Note that if you qualify for the
conversion policy, there may be deadlines by which you must submit your application or premium payment. If you
are interested in a conversion policy, it is strongly recommended that you contact your former employer or
insurance carrier immediately.

Sincerely,
“ADMINNAME

COBRA Services 10/2014
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SAMPLE TERMINATION CONVERSION LETTER

ADP COBRA Services

123 Main Street
Suite 900
Amywhere, ZZ 000000000 .

<DATE>
<ACCOUNT=>

<BEMENAME=
<BEMEADDRESS=

Y our Henefits Continuation of Coverage will be expiring on “EXPIREDATE assuming full premium is paid
through this date.

Upon terminaiion of this coverage, vou may have the opison to convert this group coverage{s) to an
individual plan with your current medical and/or dental carrier. For more information regarding the option
to convert, please contact your insurer directly. Rates, premium billing and payment will be a matier
between you and your carrier.

It has been our pleasare to serve you.

Thank you,
*ADMINNAME

COBRA Services 10/2014



