V HumaAN
RESOURCES

VANDERBILT

Application for Continuation of Benefits (COBRA)

Participant Information (Please print clearly) Who is electing
COBRA benefits?
Employee Name Employee ID Social Security No. Date of Birth Employee I:I
Dependent Name (if electing) Dependent Social Security No.  Relation To Employee Date of Birth Dependent D
Mailing Address For Monthly Statements City State Zip
Daytime Phone Number E-Mail Address (Optional)
2009 Plans and Monthly Rates (Prior to COBRA Event)
Aetna Aetna BlueCross CIGNA Dental  CIGNA Health Reimbursement
Standard HealthFund Advantage P | Care (DHMO) Dental PPO | VSP Account (HRA) $25.50 []
Individual $26467 (1 $370.81 [0  $436.23 (1| 1070 [0 2792 [ |$763 []| (formery called FRA)

Individual + Spouse/Partner | $555.48 []  $778.23 [ $915.54 [ $18.36 [ $55.46 [ $12.57 (]| Flexible Spending Account
(FSA) (formerly called PSA) [_]

Individual + Children $asom [1 ¢63063 [1  $74189 [ |$2236 [1 $66.94 [1|$12.85 1| o0 oot comma Depariment
Family $794.02 [  $1112.42 [] $1,30871 [ | $2776 [ $94.42 []| $20.64 [ formonthly rate
Dependents to be covered under your COBRA coverage
Name Date of Birth Social Security Number Enroll In
Y Medical [] Dental [] Vision []
Y S Medical [] Dental [] Vision []
Y A Medical (] Dental [] Vision []
Y Medical [] Dental [] Vision []
S S Medical (] Dental [J Vision [J
Event Causing Change in Coverage (check one) Length of Coverage
[] Reduction in Hours Date /[ Employee and /or Dependent coverage may be continued up to 18 months.
[ Termination of Employment/Retirement Date /] If 18 months of coverage is not required, please indicate the desired
termination effective date. Terminate Coverage:
[] Divorce of Legal Separation Date /| ] Dependent coverage may be continued up to 36 months. If 36 months of
[] Employee Death Date L gz\t/zrage is not required, please indicate the desired termination effective
[] Dependent Reached Age 25 Date _ /_/ Terminate Coverage:

| am applying to continue my Health Care Plan coverage and understand | can only continue benefits for which | was enrolled the day before my COBRA event. | agree to
pay the appropriate costs involved (including any necessary adjustments). | understand | am responsible for notifying the Vanderbilt University COBRA Department of any
future events that would affect my eligibility for continuation coverage.

To enroll - complete, sign and return this form to Vanderbilt University COBRA Department (address below) within 60 days of the qualifying COBRA event. Initial
payment is required within 45 days of election date to reinstate benefits under COBRA. Initial payment must include premiums from the
first day of COBRA coverage eligibility through the current month your initial payment is being made. To continue COBRA benefits, monthly payments are due in full by the
1st of each month for which coverage is intended.

All payments must be in the form of a check or money order, made payable to Vanderbilt University and mailed to Vanderbilt University COBRA Department (address
below). Include your COBRA ID or Social Security Number on all payments to ensure proper posting. To be considered timely, COBRA payments must be: 1) postmarked no
later than the last day of the applicable grace period; and 2) actually received by Vanderbilt University COBRA Department at the address provided below.
| understand by providing a Termination of Coverage Date on this form, | am providing a voluntary COBRA termination date and | am waiving my right to the full COBRA
period. | understand this date will be the effective date my continued coverage will terminate, provided all premium payments have been made. | further understand once
my original COBRA election period has expired and my COBRA coverage is terminated, it cannot be reinstated.

| have read the “Notification of Rights to Continue Health Care Benefits” and understand that if any monthly payment is not received within 30 days from the due date,
my COBRA coverage will be terminated. | further understand that failure to receive a monthly billing statement from Vanderbilt does not relieve me of my responsibility to
make timely premium payments.

Participant Signature: Date:____ /[

Return form to: Vanderbilt University, COBRA Department, VU Station B # 357700, 2301 Vanderbilt PI, Nashville, TN 37235-7700 Phone number: 615-322-7181
03/09

Please keep a copy of this form for your records



