August 5, 2008
Terminated Employee's Name
Address
City, State ZIP
Re:
Health Insurance Coverage


Election of Continuation Terminating Insureds-New York

Dear      ,

Please be advised that your Medical Insurance coverage will be terminated effective (Date Health Ins. Coverage Ends), based on the last day that you worked for our company, (Date Employee Was Terminated).

Even though your medical coverage will be terminated as an employee, you may continue coverage under New York’s Continuation of Terminated Coverage program. You have 60 days from your last day of employment to elect this coverage. Should you be interested in continuing coverage under this program, please complete the attached form and return it to me along with the first premium payment of (Premiun Amount for employee), made payable to (Name of your company).
In order to retain this coverage you will be required to remit the monthly premium of (Premium Amount) directly to our office by no later than (about 10 days prior to your billing due date).  This amount may change in accordance with any premium rate changes for the group plan.  We will not be billing you for this amount, and if we do not receive the payment by the (employee's due date) of each month, we will assume you no longer want the coverage and thus coverage will be terminated according to the company’s procedures.

Please call me at (contact number) if you have any questions. I have enclosed a self addressed envelope for your convenience.
We wish you success in your future endeavors.

Sincerely,
(Name of Plan Administrator)
