
COBRA NOTICE OF QUALIFYING EVENT FOR COVERED EMPLOYEES
AND OTHER QUALIFIED BENEFICIARES

    ________________________

    ________________________

    ________________________

 Re: COBRA Notice to Teamsters Local 251 Health Services and Insurance Plan

 Dear COBRA Administrator:

 This letter is to inform you of the following event(s) [Check which one(s) apply and
 or attach the requested information]:

 [ ]    a.    My spouse and I have/will become divorced or legally separated

                Date of divorce or legal separation _________________________
                Names of covered employee (participant) and all qualified beneficiaries
                 (spouse and other dependents)  ____________________________

                If legally separated, the Fund Office needs addresses of all eligible dependents.
                If divorced, please attach a copy of the divorce decree.

[ ]     b.     My child will/has ceased to be covered under the plan as a dependent child
                 of a participant.

                 Date child has/will no longer be considered a dependent ____________
                 Name of child ___________________________
                 Reason why child is no longer a dependent ___________________ (e.g. no
                 longer a full-time student at a recognized college, university or vocational
                 school and over age 25)

[ ]       c.    I and/or my dependents, who are currently receiving COBRA, have a second
                 qualifying event due to an employee’s death, entitlement to Medicare, divorce
                 or legal separation or child losing dependent status.

                 State the qualifying event that applies ____________________________
                 Date of the qualifying event ____________________________________

                 Please attach the appropriate documentation (e.g. death certificate, Medicare
                 entitlement)



[ ]       d.    I and/or my dependent have been determined to be disabled by the Social
                 Security Administration.

                 State the date of the Social Security determination and attach a copy of the
                 Social Security Disability Award

[ ]        e.   I and/or my dependents have been determined to be no longer disabled by the
                  Social Security Administration

                  State the date of the Social Security determination ______________________

 If you have any questions about this notice please contact me or my representative
_________________ at the following telephone number _________________.  My
current address and that of my dependents is ______________________________.

                                                                                 Sincerely,

                                                                                  __________________________
                                                                                  Name of Covered Employee or
                                                                                  Qualified Beneficiary.


