Sample business letterhead


Today’s date 
(EMPLOYEE name and address)
RE: (Business name) –Continuation of Benefits (COBRA or NY State Continuation)
Dear (x-Employee name);

You are eligible to receive healthcare coverage from (Carrier name) as a result of the Consolidated Omnibus Budget Reconciliation Act (COBRA).  [New York State Continuation mirrors COBRA for groups under 20 eligible employees.]

Under this law, you may purchase the same medical coverage provided to you currently for up to 18 months.  
Under the American Recovery and Reinvestment Act of 2009 - If you lost your job on or after September 1, 2008, you may be eligible for a 65% reduction in your COBRA premiums for up to 9 months.  If you did not elect COBRA coverage when you were eligible after September 1, 2008, or elected coverage and dropped it, you are now eligible for a new 60 day election window, starting March 1, 2009 to elect COBRA and take advantage of the premium reduction.  

This subsidy will last 9 months and does not extend the length of COBRA beyond the standard 18 months.  

This provision only applies to workers whom lost their job involuntarily.
The current monthly cost for the Medical insurance is $(monthly premium rate) for (single) coverage.  This is equal to the company's cost of providing the same coverage to each of the current employees.  Since your employer will be acting as the administrator they have the right to charge an additional premium of 2% ($monthly premium plus 2%).
Under ARRA, you would pay 35% of the total cost which is equal to $ (35% of monthly rate) for a period of 9 months.

On the 10th month thru the 18th month, your premium amount would change to $(monthly premium rate) for (single) coverage.  Note COBRA costs are subject to change at the group’s annual group medical insurance renewal.
 If you accept the coverage, you must complete, sign and mail the enclosed application form to our Company within 60 days of the receipt of this letter.  The premium is due within 45 days of your application for coverage and may be paid monthly or in a single payment.  Your payments should be mailed to our company.  
Healthcare benefits under this program will stop automatically at the end of the 18-month period, or sooner if you stop making the payments, become covered under another employer's healthcare plan, or become Medicare eligible.  It can also stop if for some reason our company discontinued the employee healthcare plan.

If you fail to apply for coverage within 60 days of receiving this letter, or fail to send your first premium payment within 45 days of enrolling, you will forfeit your right to coverage under the healthcare plan.

If you have any questions about this program of the provisions of the law, please write or call me at (Business phone number)
Sincerely;

(Officer of the company)
(Title of officer)
