ACKNOWLEDGEMENT OF RECEIPT OF COBRA RIGHTS INFORMATION

UCSF SCHOOL OF MEDICINE GRADUATE MEDICAL EDUCATION OFFICE

RESIDENTS & CLINICAL FELLOWS HEALTH INSURANCE

	UCSF RESIDENTS/CLINICAL FELLOWS INSURANCE INFORMATION


	POLICY CARRIER/TYPE
	POLICY NUMBER

	Blue Cross
	175138M004

	Health Net Medical
	55509D/F

	Delta Dental
	510-1001

	Vision Service Plan
	12170630-0001

	Sun Life Financial – Life and A D &D
	202205

	Sun Life Financial – Long Term  Disability Ins.
	202205


Acknowledgement:

I have been informed of my rights to continue my health coverage under COBRA.  I understand that it is my responsibility to choose coverage within 60 days from the date I lose coverage, or the date of the notice of loss of coverage, whichever is greater.  I have been informed if I choose to enroll in COBRA, it is my responsibility and obligation to inform each insurance carrier of my choice within 60 days and that each plan requires a separate COBRA enrollment and payment.  I also acknowledge that I have been informed that information regarding COBRA laws is available on the Web at http://www.dol.gov/ebsa/faqs/faq_consumer_cobra.html
____________________________________
______________________________________

NAME (first, middle, last)



DATE OF BIRTH

___________________________________

_______________________________________

SOCIAL SECURITY NUMBER


APPOINTMENT END DATE/NOTIFICATION

___________________________________

_______________________________________

DEPARTMENT/UNIT



DEPARTMENT REPRESENTATIVE

	SIGNATURE
	DATE
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