
COBRA/HIPAA Enrollment Kit 

Dear Employer: 

Thank you for choosing ABY to administer your COBRA/HIPAA. 

Getting started is as easy as 1-2-3: 

1. Complete and return the required Data Gathering Sheet and Census Template in Excel format
2. Once the required documents are received, you will be emailed with the following:

a. Administrative Service Agreement
b. Employee Coverage Report
c. COBRA WebGuide

3. An ABY representative will contact you to schedule a Welcome Call to complete online training for
COBRA processes and procedures

The information listed below regarding individuals and their insured dependents is to be returned in the COBRA 
Census Template provided. Your insurance agent or broker can assist you with gathering this data. If you are unable 
to return the required information in Excel format, please note that there may be additional fees for manual input. 

Active Employee and Insured Dependents: 

 Name, Address, Social Security Number, Date of Birth and Date of Hire
 Name, Address, Social Security Number and Date of Birth of employee’s covered dependents
 Coverage and tier level for each insured person for each active benefit
 Effective Date of Coverage for each insured person for each insured benefit.

COBRA Participants (those who are currently on COBRA): 
 Description of the Qualifying Event
 Date of the Qualifying Event
 COBRA start date
 Date COBRA participant is paid through

Qualified Beneficiaries (those who have experienced a Qualifying Event in the past 90 days): 

 Qualifying Event Reason
 Date of the Qualifying Event
 Coverage and tier level at time of termination
 Copy of the COBRA Election Notice and date mailed
 Last day to elect COBRA coverage

The information that you provide from this letter and complete on the next page will assist in the setup of COBRA 
administration. If you have any questions please do not hesitate to ask. 

817-731-6258
www.abybenefits.com 

Niels Christiansen, President 
niels@abybenefits.com 



 

EMPLOYER INFORMATION Effective Date of Administration: ________________ 
 

Employer Information: Contact Information: 
 
___________________________________________ 
Legal Name of Employer 
 
___________________________________________ 
Address 
 
___________________________________________ 
City, State, Zip 
 
___________________________________________ 
Employer Tax I.D. Number 
 
___________________________________________ 
Date Incorporated  
 
___________________________________________ 
Operating Pursuant to the State Laws of 
 
___________________________________________ 
Nature of the Business  
 
___________________________________________ 

 
_______________________________________________ 
Name 
 
_______________________________________________ 
Title 
 
_______________________________________________ 
Telephone Number 
 
_______________________________________________ 
E-mail 
 
Is your Plan(s) Self-Insured?                      
    YES      NO 
 
Initial Rights notices to be sent to Current Employees?                      
    YES      NO 
 
 
Signature: _______________________________________ 

Type of Organization, i.e. Sub S, C, Partnership, etc. 
 
 
 

BENEFIT INFORMATION 
 
Complete the following current rates for all COBRA eligible benefits. If Individually Rated, attach a copy of the rate table. 
Provide the appropriate carrier contact(s) to whom ABY will direct all COBRA related requests, enrollments, terminations, etc.  
 
MEDICAL BENEFIT    Plan ____________________ 
 
Effective ____________ Rates Change _____________ 
 

Tier:   Premium Rates: 
 Employee Only _____________ 
 Employee + Spouse  _____________ 
 Employee + Child(ren)  _____________ 
 Employee + Family     _____________ 
 Individually Rated         _____________ 
 
Carrier Information 

Carrier Name  _________________________________ 

Group #  ______________________________________ 

Contact ______________________________________ 

Phone #  ______________________________________ 

Carrier’s Fax # _________________________________ 

Carrier’s Email _________________________________ 

Date Termination of Coverage Becomes Effective: 
 End of Month    Date of Termination 

 

DENTAL BENEFIT 
 
Effective ____________ Rates Change _____________ 
 

Tier:   Premium Rates: 
 Employee Only _____________ 
 Employee + Spouse  _____________ 
 Employee + Child(ren)  _____________ 
 Employee + Family     _____________ 
 Individually Rated         _____________ 
 
Carrier Information 

Carrier Name  _________________________________ 

Group #  ______________________________________ 

Contact ______________________________________ 

Phone #  ______________________________________ 

Carrier’s Fax # _________________________________ 

Carrier’s Email _________________________________ 

Date Termination of Coverage Becomes Effective: 
 End of Month    Date of Termination 

 



 

VISION BENEFIT 
 

Effective ____________ Rates Change _____________ 
 

Tier:   Premium Rates: 
 Employee Only _____________ 
 Employee + Spouse  _____________ 
 Employee + Child(ren)  _____________ 
 Employee + Family     _____________ 
 Individually Rated         _____________ 
 

Carrier Name  _________________________________ 

Group #  ______________________________________ 

Contact ______________________________________ 

Phone #  ______________________________________ 

Carrier’s Fax # _________________________________ 

Carrier’s Email _________________________________ 
Coverage Terminates:  End of Month   Date of Term  

 

MEDICAL BENEFIT (2) Plan ____________________ 
 

Effective ____________ Rates Change _____________ 
 

Tier:   Premium Rates: 
 Employee Only _____________ 
 Employee + Spouse  _____________ 
 Employee + Child(ren)  _____________ 
 Employee + Family     _____________ 
 Individually Rated         _____________ 
 

Carrier Name  _________________________________ 

Group #  ______________________________________ 

Contact ______________________________________ 

Phone #  ______________________________________ 

Carrier’s Fax # _________________________________ 

Carrier’s Email _________________________________ 
Coverage Terminates:  End of Month   Date of Term  

 

MEDICAL BENEFIT (3) Plan ____________________ 
 

Effective ____________ Rates Change _____________ 
 

Tier:   Premium Rates: 
 Employee Only _____________ 
 Employee + Spouse  _____________ 
 Employee + Child(ren)  _____________ 
 Employee + Family     _____________ 
 Individually Rated         _____________ 
 

Carrier Name  _________________________________ 

Group #  ______________________________________ 

Contact ______________________________________ 

Phone #  ______________________________________ 

Carrier’s Fax # _________________________________ 

Carrier’s Email _________________________________ 
Coverage Terminates:  End of Month   Date of Term 

OTHER BENEFIT: ____________________________ 
 

Effective ____________ Rates Change _____________ 
 

Tier:   Premium Rates: 
 Employee Only _____________ 
 Employee + Spouse  _____________ 
 Employee + Child(ren)  _____________ 
 Employee + Family     _____________ 
 Individually Rated         _____________ 
 

Carrier Name  _________________________________ 

Group #  ______________________________________ 

Contact ______________________________________ 

Phone #  ______________________________________ 

Carrier’s Fax # _________________________________ 

Carrier’s Email _________________________________ 
Coverage Terminates:  End of Month   Date of Term  
 

OTHER BENEFIT: ____________________________ 
 

Effective ____________ Rates Change _____________ 
 

Tier:   Premium Rates: 
 Employee Only _____________ 
 Employee + Spouse  _____________ 
 Employee + Child(ren)  _____________ 
 Employee + Family     _____________ 
 Individually Rated         _____________ 
 

Carrier Name  _________________________________ 

Group #  ______________________________________ 

Contact ______________________________________ 

Phone #  ______________________________________ 

Carrier’s Fax # _________________________________ 

Carrier’s Email _________________________________ 
Coverage Terminates:  End of Month   Date of Term  
 

HEALTH REIMBURSEMENTARRANGEMENT (HRA) 
 
Plan Design: 
_______________________________________________
_______________________________________________ 
_______________________________________________ 
_______________________________________________ 

Note: ABY will calculate the “Premium” to be included with 
related medical plan on COBRA notifications 

 

Coverage Terminates:  End of Month   Date of Term 
  

HEALTH FSA BENEFIT 
 

Plan Year: ___________    Effective Date: ___________  
 

FSA Carryover Used for FSA COBRA Eligibility?                      
   YES      NO 
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