
COBRA Initial Rights Notification      
Effective Date _________________            

 
Company Name_________________________________________________ 
 

Employee Name ___________________________________ SSN__________________ 
 
Mailing 
Address_________________________________________________________________ 
 
Name of 
Spouse__________________________________________________________________ 
 
 

Covered Dependents Other Than Spouse 
 
 

Name___________________________________   Relationship____________________ 
Mailing Address 
(if different than Employee)_______________________________________________________                                                  

 
Name___________________________________   Relationship____________________ 
Mailing Address 
(if different than Employee)_______________________________________________________ 
 
 

Benefit Coverage 
 
Health _________________________Coverage Level _____________________ 
 
Dental_________________________ Coverage Level______________________ 
 
Vision_________________________ Coverage Level______________________  
 
FSA___________________________  
 
 
 

Prepared by:____________________________________________ 
 

 

 
Email to:  Cobra@TowneBenefits.com 

 

mailto:Cobra@TowneBenefits.com
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