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Date:  ____________________________
To:  ______________________________
This notice contains important information about your right to continue your health care coverage in the SBCCOE Employee Choice Flexible Benefit Plan (the Plan).  Please read the information contained in this packet very carefully.  

Your insurance coverage under the SBCCOE Employee Choice Flexible Benefit Plan will end on _________________.  Enclosed are forms for applying for COBRA coverage for you and/or your eligible dependents as applicable.  Your current medical, dental, and vision coverage will expire within 18 or 36 months from the qualifying event date as noted on the COBRA Election Form.  You may elect to enroll in the medical, dental or vision plans independently.

To elect COBRA continuation coverage, follow the instructions on the attached pages and complete the enclosed Election Form.   Submit your completed Election Form to the following COBRA Administrator:

HealthSmart

10303 E. Dry Creek Road

Suite 200

Englewood, CO  80112

(800) 423-4445
