
*COBRA* 

Revised 12/27/12 

OFFICE OF MANAGEMENT AND ENTERPRISE SERVICES 
EMPLOYEES GROUP INSURANCE DIVISION 

COBRA QUALIFYING EVENT NOTICE (Q. E. Notice) 
This notice must be sent with the COBRA Election Form if member or dependent elects COBRA. 

___________________________________________________________________________ 

 
Employee Name:_______________________________________ SSN: _________________ 

Mailing Address:____________________________City:___________State:____ Zip:_______ 

Employer name:_______________________________Group/Division number:____________ 

Employer address:____________________________________________________________ 

Insurance Coordinator:__________________________Phone number: __________________ 

Date:_________________         Is the employee eligible to Vest / Retire?   Yes*___ No ___ 

*Insurance Coordinator:  If yes, explain the options of both vesting/retirement and COBRA so the 

 member can make an informed choice. 

___________________________________________________________________________ 

This employee and/or dependent(s) is entitled to continuation of coverage for the 
following reason (COBRA event): 
 
___Termination date**:  _______________ 

       **Was employee terminated for gross misconduct?    Yes____ No____ 

       **Was employee called to military duty (USERRA)?   Yes____ No____  

___ Reduction of work hours - date: _______________ 

___ Death date: _______________ 

___ No longer an eligible dependent as of (date)***: _______________ 

       ***Reason dependent is not eligible (Required): _____________________________________ 

 

___________________________________________________________________________ 
 

Name and current mailing address of ineligible dependent(s):  

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 
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