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	COBRA Renewal Kit
renewal@adminamerica.com    fax:  770-670-6961

	Employer: 
	     

	EMPLOYER CONTACT
	     
	Email
	     

	Agent/Broker
	     
	Email
	     

	Please provide contact information for participants with benefit-specific questions.  If broker/agent, a licensed contact is required.

	Name
	     
	Phone
	     
	E-mail
	     


	Section 1 – Renewal Questionnaire

	All Qualified Beneficiaries and COBRA Participants have the same Open Enrollment rights as active employees. They should be provided with all options and materials distributed to active employees at the time of enrollment.

1. Who is conducting the Open Enrollment Activities for the COBRA/Qualified Beneficiaries under this employer’s plan? (Regardless of which option is selected below, Admin America will automatically send new rate information to all current COBRA Participants once we have received the updated information.)
                   Broker  (if rate information is sent to participants, be sure to include the 2% COBRA fee)
  Employer        
                   Admin America – This option is available with no charge if ALL required materials are provided to Admin America at least 30 days prior to the start of the new plan year. Admin America can conduct open enrollment after the deadline, however there will be a fee of $25.00/ per COBRA Qualified Beneficiary.
                  FORMCHECKBOX 
  Group does not have current COBRA participants or Qualified Beneficiaries          

               Who should Admin America invoice if Admin America is to perform Open Enrollment after the 15-day deadline?
                
       Other:   Broker 
   Employer 

2. Will any of the Group Health Plans have any changes other than changes in premium?  No Yes  
A.  If any of the Group Health Plans are changing at this Renewal, what type of enrollment will the participants experience?

 Auto Enrollment/Plan Mapping* - Employer or Broker will be responsible for updating the participant ’with the 
carrier(s)
  

 Mandatory Enrollment*- New Enrollment is mandatory to add plan to participant account- old plans will be dropped
                                                    at end of rate period 

 Passive Enrollment (only respond with changes)

B. *If COBRA Participants will automatically be moved to a replacement plan, provide details below

	Old Plan
	Brkr/Customer – Auto Enroll 
	New Plan
	Comments

	     
	Will Be Auto Enrolled in      (
	     
	     

	     
	Will Be Auto Enrolled in      (
	     
	     

	     
	Will Be Auto Enrolled in      (
	     
	     

	     
	Will Be Auto Enrolled in      (
	     
	     

	3. Are there guidelines limiting participants enrollment options? (ex:  in or out-of-area plan eligibility restrictions,  FT vs. PT, etc)     FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N
 If yes, please define limitations:       

	4. Additional Directives

· To whom should Admin America forward any completed enrollments?       FORMCHECKBOX 
 Carrier(s) 
      FORMCHECKBOX 
 Broker 
 FORMCHECKBOX 
 Employer


	Section 2 – Admin America-assisted Open Enrollment Requirement
If Admin America is to complete the open enrollment activities for the employer, complete this section otherwise, skip to Section 3.

	5.  All of the following materials must be provided to Admin America at least 30 days prior to the start of the new plan year.

 FORMCHECKBOX 

Any Open Enrollment communications presented to Active Employees 


 FORMCHECKBOX 

Plan Summaries for each renewing or new plan (required even if no changes were made)


 FORMCHECKBOX 

Current Carrier Enrollment/Change Forms for each plan

	Please complete this form and renewal rates carefully. Any changes that cause Admin America to reprocess notifications to Qualified Beneficiaries and or COBRA participants will result in a $20.00/per participant reprocessing fee. 

	This form has been completed by:
     

	By signing below you acknowledge Admin America’s standard renewal and open enrollment requirements.  

Signature (electronic or manual): 
     
	Date:       
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	Medical/Dental/Vision Rate Worksheet
do not include 2% Admin Fee

	Employer: 
	     

	Please complete this form and renewal rates carefully. Any changes that cause Admin America to reprocess notifications to Qualified Beneficiaries and or COBRA participants will result in a $20.00/per participant reprocessing fee.

	Plan 1
	Plan 2

	 FORMCHECKBOX 
 Medical   FORMCHECKBOX 
 Dental 
 FORMCHECKBOX 
 Vision       FORMCHECKBOX 
 Other
	Renewal Date:     
	 FORMCHECKBOX 
 Medical   FORMCHECKBOX 
 Dental 
 FORMCHECKBOX 
 Vision       FORMCHECKBOX 
 Other
	Renewal Date:     

	This benefit is set-up to terminate as follows:

 FORMCHECKBOX 
  End of Month*   FORMCHECKBOX 
 Date of termination
 FORMCHECKBOX 
  Other:       
*End of Month will be assumed if not otherwise noted
*PLEASE ENSURE THIS IS CORRECT*
Incorrect Termination Rules will result in reprocessing fees

(See Above)
	This This benefit is set-up to terminate as follows:

 FORMCHECKBOX 
  End of Month*   FORMCHECKBOX 
 Date of termination
 FORMCHECKBOX 
  Other:       
*End of Month will be assumed if not otherwise noted
*PLEASE ENSURE THIS IS CORRECT*
Incorrect Termination Rules will result in reprocessing fees

(See Above)

	Rates are effective for rate period:

Start Date:                      End Date:      
	Rates are effective for rate period:

Start Date:                      End Date:      

	Carrier Name          
Include Carrier Division if available (ie: CIGNA-Great West, UHC-River Valley, etc)
	Carrier Name      
Include Carrier Division if available (ie: CIGNA-Great West, UHC-River Valley, etc)

	Plan Name/Type & Identifier HMO, PPO, 4523ax, etc
	     
	Plan/Name Type & Identifier HMO, PPO, 4523ax, etc
	     

	Group #      
	 COBRA Sub (if applicable)      
	Group #      
	 COBRA Sub (if applicable)      

	Enrollment Carrier Contact:      
	Enrollment Carrier Contact:      


	Phone      
	Email       
	Phone      
	Email      

	 FORMCHECKBOX 
 Grandfathered

 FORMCHECKBOX 
 Non-Grandfathered
	Plan Funding
	 FORMCHECKBOX 
 Fully Insured
 FORMCHECKBOX 
 Self Insured
	 FORMCHECKBOX 
 Grandfathered

 FORMCHECKBOX 
 Non-Grandfathered
	Plan Funding
	 FORMCHECKBOX 
 Fully Insured
 FORMCHECKBOX 
 Self Insured

	 FORMCHECKBOX 
 This plan had no rate change for the new plan year 
No need to complete rates to the right
	 FORMCHECKBOX 
  EE Only
	$     
	 FORMCHECKBOX 
 This plan had no rate change for the new plan year 
(No need to complete rates to the right)
	 FORMCHECKBOX 
  EE Only
	$     

	
	 FORMCHECKBOX 
  EE & SP
 FORMCHECKBOX 
  EE +1
	$     
	
	 FORMCHECKBOX 
  EE & SP
 FORMCHECKBOX 
  EE +1
	$     

	
	 FORMCHECKBOX 
  EE & CH(ren)
 FORMCHECKBOX 
  EE +2
	$     
	
	 FORMCHECKBOX 
  EE & CH(ren)
 FORMCHECKBOX 
  EE +2
	$     

	
	 FORMCHECKBOX 
  Family

	$     
	
	 FORMCHECKBOX 
  Family

	$     

	Does Carrier require monthly paid thru date reports? *Will participants be terminated if not received?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	Does Carrier require monthly paid thru date reports? *Will participants be terminated if not received?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
  Other       
	Include Rates in Census
	 FORMCHECKBOX 
  Other       
	Include Rates in Census
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	Medical/Dental/Vision Rate Worksheet
do not include 2% Admin Fee

	Employer: 
	     

	Please complete this form and renewal rates carefully. Any changes that cause Admin America to reprocess notifications to Qualified Beneficiaries and or COBRA participants will result in a $20.00/per participant reprocessing fee.

	Plan 3
	Plan 4

	 FORMCHECKBOX 
 Medical   FORMCHECKBOX 
 Dental 
 FORMCHECKBOX 
 Vision       FORMCHECKBOX 
 Other
	Renewal Date:     
	 FORMCHECKBOX 
 Medical   FORMCHECKBOX 
 Dental 
 FORMCHECKBOX 
 Vision       FORMCHECKBOX 
 Other
	Renewal Date:     

	This benefit is set-up to terminate as follows:

 FORMCHECKBOX 
  End of Month*   FORMCHECKBOX 
 Date of termination
 FORMCHECKBOX 
  Other:       
*End of Month will be assumed if not otherwise noted
*PLEASE ENSURE THIS IS CORRECT*
Incorrect Termination Rules will result in reprocessing fees

(See Above)
	This This benefit is set-up to terminate as follows:

 FORMCHECKBOX 
  End of Month*   FORMCHECKBOX 
 Date of termination
 FORMCHECKBOX 
  Other:       
*End of Month will be assumed if not otherwise noted
*PLEASE ENSURE THIS IS CORRECT*
Incorrect Termination Rules will result in reprocessing fees

(See Above)

	Rates are effective for rate period:

Start Date:                      End Date:      
	Rates are effective for rate period:

Start Date:                      End Date:      

	Carrier Name          
Include Carrier Division if available (ie: CIGNA-Great West, UHC-River Valley, etc)
	Carrier Name      
Include Carrier Division if available (ie: CIGNA-Great West, UHC-River Valley, etc)

	Plan Name/Type & Identifier HMO, PPO, 4523ax, etc
	     
	Plan/Name Type & Identifier HMO, PPO, 4523ax, etc
	     

	Group #      
	 COBRA Sub (if applicable)      
	Group #      
	 COBRA Sub (if applicable)      

	Enrollment Carrier Contact:      
	Enrollment Carrier Contact:      

	Phone      
	Email       
	Phone      
	Email      

	 FORMCHECKBOX 
 Grandfathered

 FORMCHECKBOX 
 Non-Grandfathered
	Plan Funding
	 FORMCHECKBOX 
 Fully Insured
 FORMCHECKBOX 
 Self Insured
	 FORMCHECKBOX 
 Grandfathered

 FORMCHECKBOX 
 Non-Grandfathered
	Plan Funding
	 FORMCHECKBOX 
 Fully Insured
 FORMCHECKBOX 
 Self Insured

	 FORMCHECKBOX 
 This plan had no rate change for the new plan year 
No need to complete rates to the right
	 FORMCHECKBOX 
  EE Only
	$     
	 FORMCHECKBOX 
 This plan had no rate change for the new plan year 
(No need to complete rates to the right)
	 FORMCHECKBOX 
  EE Only
	$     

	
	 FORMCHECKBOX 
  EE & SP
 FORMCHECKBOX 
  EE +1
	$     
	
	 FORMCHECKBOX 
  EE & SP
 FORMCHECKBOX 
  EE +1
	$     

	
	 FORMCHECKBOX 
  EE & CH(ren)
 FORMCHECKBOX 
  EE +2
	$     
	
	 FORMCHECKBOX 
  EE & CH(ren)
 FORMCHECKBOX 
  EE +2
	$     

	
	 FORMCHECKBOX 
  Family

	$     
	
	 FORMCHECKBOX 
  Family

	$     

	Does Carrier require monthly paid thru date reports? *Will participants be terminated if not received?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	Does Carrier require monthly paid thru date reports? *Will participants be terminated if not received?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
  Other       
	Include Rates in Census
	 FORMCHECKBOX 
  Other       
	Include Rates in Census
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	Medical/Dental/Vision Rate Worksheet
do not include 2% Admin Fee

	Employer: 
	     

	Please complete this form and renewal rates carefully. Any changes that cause Admin America to reprocess notifications to Qualified Beneficiaries and or COBRA participants will result in a $20.00/per participant reprocessing fee.

	Plan 5
	Plan 6

	 FORMCHECKBOX 
 Medical   FORMCHECKBOX 
 Dental 
 FORMCHECKBOX 
 Vision       FORMCHECKBOX 
 Other
	Renewal Date:     
	 FORMCHECKBOX 
 Medical   FORMCHECKBOX 
 Dental 
 FORMCHECKBOX 
 Vision       FORMCHECKBOX 
 Other
	Renewal Date:     

	This benefit is set-up to terminate as follows:

 FORMCHECKBOX 
  End of Month*   FORMCHECKBOX 
 Date of termination
 FORMCHECKBOX 
  Other:       
*End of Month will be assumed if not otherwise noted
*PLEASE ENSURE THIS IS CORRECT*
Incorrect Termination Rules will result in reprocessing fees

(See Above)
	This This benefit is set-up to terminate as follows:

 FORMCHECKBOX 
  End of Month*   FORMCHECKBOX 
 Date of termination
 FORMCHECKBOX 
  Other:       
*End of Month will be assumed if not otherwise noted
*PLEASE ENSURE THIS IS CORRECT*
Incorrect Termination Rules will result in reprocessing fees

(See Above)

	Rates are effective for rate period:

Start Date:                      End Date:      
	Rates are effective for rate period:

Start Date:                      End Date:      

	Carrier Name          
Include Carrier Division if available (ie: CIGNA-Great West, UHC-River Valley, etc)
	Carrier Name      
Include Carrier Division if available (ie: CIGNA-Great West, UHC-River Valley, etc)

	Plan Name/Type & Identifier HMO, PPO, 4523ax, etc
	     
	Plan/Name Type & Identifier HMO, PPO, 4523ax, etc
	     

	Group #      
	 COBRA Sub (if applicable)      
	Group #      
	 COBRA Sub (if applicable)      

	Enrollment Carrier Contact:      
	Enrollment Carrier Contact:      

	Phone      
	Email       
	Phone      
	Email      

	 FORMCHECKBOX 
 Grandfathered

 FORMCHECKBOX 
 Non-Grandfathered
	Plan Funding
	 FORMCHECKBOX 
 Fully Insured
 FORMCHECKBOX 
 Self Insured
	 FORMCHECKBOX 
 Grandfathered

 FORMCHECKBOX 
 Non-Grandfathered
	Plan Funding
	 FORMCHECKBOX 
 Fully Insured
 FORMCHECKBOX 
 Self Insured

	 FORMCHECKBOX 
 This plan had no rate change for the new plan year 
No need to complete rates to the right
	 FORMCHECKBOX 
  EE Only
	$     
	 FORMCHECKBOX 
 This plan had no rate change for the new plan year 
(No need to complete rates to the right)
	 FORMCHECKBOX 
  EE Only
	$     

	
	 FORMCHECKBOX 
  EE & SP
 FORMCHECKBOX 
  EE +1
	$     
	
	 FORMCHECKBOX 
  EE & SP
 FORMCHECKBOX 
  EE +1
	$     

	
	 FORMCHECKBOX 
  EE & CH(ren)
 FORMCHECKBOX 
  EE +2
	$     
	
	 FORMCHECKBOX 
  EE & CH(ren)
 FORMCHECKBOX 
  EE +2
	$     

	
	 FORMCHECKBOX 
  Family

	$     
	
	 FORMCHECKBOX 
  Family

	$     

	Does Carrier require monthly paid thru date reports? *Will participants be terminated if not received?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	Does Carrier require monthly paid thru date reports? *Will participants be terminated if not received?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
  Other       
	Include Rates in Census
	 FORMCHECKBOX 
  Other       
	Include Rates in Census
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	Medical/Dental/Vision Rate Worksheet
do not include 2% Admin Fee

	Employer: 
	     

	Please complete this form and renewal rates carefully. Any changes that cause Admin America to reprocess notifications to Qualified Beneficiaries and or COBRA participants will result in a $20.00/per participant reprocessing fee.

	Plan 7
	Plan 8

	 FORMCHECKBOX 
 Medical   FORMCHECKBOX 
 Dental 
 FORMCHECKBOX 
 Vision       FORMCHECKBOX 
 Other
	Renewal Date:     
	 FORMCHECKBOX 
 Medical   FORMCHECKBOX 
 Dental 
 FORMCHECKBOX 
 Vision       FORMCHECKBOX 
 Other
	Renewal Date:     

	This benefit is set-up to terminate as follows:

 FORMCHECKBOX 
  End of Month*   FORMCHECKBOX 
 Date of termination
 FORMCHECKBOX 
  Other:       
*End of Month will be assumed if not otherwise noted
*PLEASE ENSURE THIS IS CORRECT*
Incorrect Termination Rules will result in reprocessing fees

(See Above)
	This This benefit is set-up to terminate as follows:

 FORMCHECKBOX 
  End of Month*   FORMCHECKBOX 
 Date of termination
 FORMCHECKBOX 
  Other:       
*End of Month will be assumed if not otherwise noted
*PLEASE ENSURE THIS IS CORRECT*
Incorrect Termination Rules will result in reprocessing fees

(See Above)

	Rates are effective for rate period:

Start Date:                      End Date:      
	Rates are effective for rate period:

Start Date:                      End Date:      

	Carrier Name          
Include Carrier Division if available (ie: CIGNA-Great West, UHC-River Valley, etc)
	Carrier Name      
Include Carrier Division if available (ie: CIGNA-Great West, UHC-River Valley, etc)

	Plan Name/Type & Identifier HMO, PPO, 4523ax, etc
	     
	Plan/Name Type & Identifier HMO, PPO, 4523ax, etc
	     

	Group #      
	 COBRA Sub (if applicable)      
	Group #      
	 COBRA Sub (if applicable)      

	Enrollment Carrier Contact:      
	Enrollment Carrier Contact:      

	Phone      
	Email       
	Phone      
	Email      

	 FORMCHECKBOX 
 Grandfathered

 FORMCHECKBOX 
 Non-Grandfathered
	Plan Funding
	 FORMCHECKBOX 
 Fully Insured
 FORMCHECKBOX 
 Self Insured
	 FORMCHECKBOX 
 Grandfathered

 FORMCHECKBOX 
 Non-Grandfathered
	Plan Funding
	 FORMCHECKBOX 
 Fully Insured
 FORMCHECKBOX 
 Self Insured

	 FORMCHECKBOX 
 This plan had no rate change for the new plan year 
No need to complete rates to the right
	 FORMCHECKBOX 
  EE Only
	$     
	 FORMCHECKBOX 
 This plan had no rate change for the new plan year 
(No need to complete rates to the right)
	 FORMCHECKBOX 
  EE Only
	$     

	
	 FORMCHECKBOX 
  EE & SP
 FORMCHECKBOX 
  EE +1
	$     
	
	 FORMCHECKBOX 
  EE & SP
 FORMCHECKBOX 
  EE +1
	$     

	
	 FORMCHECKBOX 
  EE & CH(ren)
 FORMCHECKBOX 
  EE +2
	$     
	
	 FORMCHECKBOX 
  EE & CH(ren)
 FORMCHECKBOX 
  EE +2
	$     

	
	 FORMCHECKBOX 
  Family

	$     
	
	 FORMCHECKBOX 
  Family

	$     

	Does Carrier require monthly paid thru date reports? *Will participants be terminated if not received?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
	Does Carrier require monthly paid thru date reports? *Will participants be terminated if not received?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	 FORMCHECKBOX 
  Other       
	Include Rates in Census
	 FORMCHECKBOX 
  Other       
	Include Rates in Census

	


	Medical FSA Plan

Participants who have a positive FSA Balance as of their Qualifying Event Date will be eligible to elect the FSA Benefit in COBRA for the duration of their current FSA plan year. 

	Plan Administrator


	 Admin America

	
	 Other  - Please provide the following information for your Administrator 

	
	Name:      

	
	Group ID
	     

	
	E-mail
	     

	
	Phone
	     

	FSA Plan Year
	     
	to
	     
	


	Health Reimbursement Arrangement

	Plan Administrator


	 Admin America (We will calculate the applicable COBRA fee for the HRA plan)

	
	 Admin America does not administer COBRA for the Medical plan(s) with which the HRA is available. 

	
	 Other  - Please provide the following information for your Administrator 

	
	Name:      

	
	Group ID
	     

	
	E-mail
	     

	
	Phone
	     

	HRA Plan Year
	     
	to
	     
	

	The HRA Plan is:   Plan 4 Plan 3   Plan 2   Plan 1    eligible for election with the following Medical plan(s) listed on Page 2:     automatically enrolled with   or    

	HRA Rates –  The HRA Rate is included in the Medical rate(s) listed on page 2. Do not complete below.

	HRA COBRA Premiums

 (Do Not Include the 2% Admin Fee)
	EE Only
	EE & SP
	EE& CH
	FAMILY

	
	$     
	$     
	$     
	$     

	Note: Instructions on how to calculate the applicable COBRA fee was provided as attachment(s) in the Renewal Reminder Email. 


COBRA Third Party Administrator Notification
Authorization to Transact Eligibility and Eligibility Inquiry Permissions
Date:

     


To: 

     



From: 

     


Group #: 
     
As of       Admin America, Inc. has or will assume COBRA Administrative Services for our organization.

We authorize employees of Admin America, Inc. to manage the COBRA administrative services on our behalf.  This process will typically include electronic and/or telephonic transmission of eligibility.  

We further authorize telephonic inquiry support for the employees of Admin America, Inc. surrounding eligibility.  

Admin America, Inc.

1720 Windward Concourse
Suite 290

Alpharetta, GA 30005
Phone:

678-578-4638

Federal ID:
20-3581707

This authorization will remain in effect until further notice.

Please contact Admin America, Inc. if you require additional information surrounding this request.  

Thank you,

	Authorization Signature:
	     

	Name of Authorizing Rep: 
	     

	Title: 
	     

	Company: 
	     

	Address: 
	     

	Phone: 
	     

	Fax: 
	     

	Email: 
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