TOOCK

oo

"-i-BGBS Administration of Extended Benefits

GroupBenefitServices

An AmWINS Group Company

Section 1: Group Information

Legal Name of Company:

Trading as:

Is this a current account with GBS?  [JYEs [NO

If YES — GBS Account Number: |

Requested Effective Date of Administration:

Section 2: REQUIRED — Employee Information

Administration of extended benefits is based upon the total number of full-time and part time employees in your company for
50% of the typical business days in the previous calendar year regardless of whether they are currently enrolled in your group
benefit program. Each part time employee counts as a fraction of an employee, with the fraction equal to the number of hours
the part time employee worked divided by the hours an employee must work to be considered full time. Example: If full time =
40 hours, an employee working 20 hours is counted as ¥2 an employee. (20 divided by 40)

e Federal COBRA applies to groups with 20 or more employees.
e State Extension applies to groups with fewer than 20 employees.

Indicate the total number of employees in your company (as defined above):

Section 3: Employees/Dependents Requiring Notification

Please complete the information below for any recently terminated employees or dependents for which you are requesting GBS
send notices to offer extended coverage. If none, please indicate “NONE”. GBS will not issue notices to employees terminated
prior to our administration effective date.

Coverage

. . Termination
Employee/Dependent Name Street Address City State Zip Date

Section 4: Existing Employees/Dependents on Extension

. . Original .
Social Security TerrE e el Length of Last Paid

Empl Dependent Nam
ployee/Dependent Name Number Extension Month

Section 5: Authorization

| have reviewed the outline of responsibilities for Cobra/ State Extension services through Group Benefit Services, Inc. |
understand that | retain liability for the Employer Responsibilities as outlined on the document.

| hereby verify that all information provided above is correct.

Company Official Signature Title Date

Print Name ( ) Phone # ( ) Fax #
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