
 
 
 
 
 
 

 
 

COBRA Participant Form 
 
Please provide the following information for all individuals currently enrolled in COBRA (A), or 
individuals who are in their election period for COBRA (B) (eligible for COBRA). Please check one:  
 

Current COBRA Participant 
Eligible to elect COBRA (In COBRA Election Period) 

 
Employer Name: _________________________________________________________________ 
 

Employee Name 
COBRA Participant:_______________________________________________________________ 
 
Address: _______________________________________________________________________ 
 
               _______________________________________________________________________ 
 
SSN: ___________________________ Date of Birth: ___________________________________ 
 
Date of Hire: _____________________  Original Benefit Start Date: ________________________    
 
COBRA Start Date:  _______________  Date Coverage Lost (QE Date): ____________________ 
 
Qualifying Event Reason: ___________________ Current Paid Thru Date: ___________________ 
 
 
Name of Insurance Carrier (i.e. Kaiser, Blue Cross, Delta) and Coverage Type (HMO or PPO) 
 
Medical: ____________________________________________  Check one:      HMO       PPO   
 
Check One:         Employee Only         Employee + Spouse         Employee + Child         Family  
 

 
Dental: _____________________________________________ Check one:       HMO       PPO   
 
Check One:         Employee Only         Employee + Spouse         Employee + Child         Family 
 

 
Vision Coverage: _____________________________________ 
 
Check One:         Employee Only         Employee + Spouse         Employee + Child         Family

951.656.9273 phone 
800.427.4549 
951.656.9276 fax 
www.pagroup.us 
  

6180 Quail Valley Court 
Riverside, CA  92507 
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