WISCONSIN CONTINUATION FORM

DATE: _______________________________Member’s Identification Number:  _________________

TO:  _________________________________

RE:   Notice of Right to Continue Group Medical Expense Coverage

Your group medical coverage would normally terminate as of ____________.  State law permits you to continue the group coverage for up to 18 months, until the date you are eligible for any other groups medical expense coverage, or until the date the group plan is terminated, whichever is earliest. 

If you decide to continue the group medical coverage, please so indicate at the bottom of this form and return it to the office shown below within 31 days after the date of this notice.  It will then be your responsibility to pay a monthly premium of $______________ by check or money order made payable to ____________________________________________________________________ (name of firm) and sent to the employer’s address as shown below.  The first such payment must be returned with this form within the specified time limit; otherwise you will lose the right to continue coverage.  Subsequent payments must be received in this office no later than the _______ day of each month.  Failure to make timely payments will be cause for termination of coverage.

____________________________________


_______________________________


(Firm’s Signature)




(Group Plan Account Number)

____________________________________


(Firm’s Name)

____________________________________


__________ Date Last Worked


(Firm’s Address)














__________ Date Change of Marital Status                  ____________________________________









__________ Date of Member’s Death

-----------------------------------------------------------------------------------------------------------------------------------------------------

To be completed by the terminated person)

Coverage is to be continued  ( Yes  ( No

__________________________________________








(Signature of terminated person)








__________________________________________








(Social Security Number)








__________________________________________








(Terminated Person’s Address)








__________________________________________








(Date)
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