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Election form for continuation coverage 
available under federal law (COBRA)  

Things to know before you begin 
•   Group dental insurance policies featuring the Preferred Dentist 

Program are underwritten by Metropolitan Life Insurance 
Company, New York, NY 10166. 

•   Dental HMO plans in CA, FL and TX are available through a 
domestic company in the applicable state named SafeGuard 
Health Plans, Inc. The SafeGuard companies are part of the 
MetLife family of companies.

Be sure to complete ALL 
requested information.

SECTION 1: Employee information (always complete this section)

First name Middle name Last name

Your address - Street City State ZIP code

Social Security number

SECTION 2: Election statement 
I Do elect to continue coverage provided under the Group Dental and/or Group Vision.

I understand I am responsible for paying the premium by the 1st of each month and providing
(Company name)  with all required information.

Continue coverage for the following covered person checked below:
Employee only Employee and Spouse Employee, Spouse, and Child(ren)
Spouse only Spouse and Child(ren) only Child(ren) only
Employee and Child(ren) only

List below names of all qualified beneficiaries to be covered:
First name Middle name Last name

Sex Male
Female

Date of birth (mm/dd/yyyy) Social Security number Relation to employee

First name Middle name Last name

Sex Male
Female

Date of birth (mm/dd/yyyy) Social Security number Relation to employee

First name Middle name Last name

Sex Male
Female

Date of birth (mm/dd/yyyy) Social Security number Relation to employee
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First name Middle name Last name

Sex Male
Female

Date of birth (mm/dd/yyyy) Social Security number Relation to employee

Be sure to include premium from the date continuation begins through the present month.(see page 3 for your 
Total Monthly Cost)
Amount enclosed

Make your check payable to (Company name)

and deliver or mail it to the address shown in Section 5.

Signature Date (mm/dd/yyyy)

SECTION 3: Refusal statement 
 I hereby WAIVE my rights to continue Group Dental and/or Group Vision coverage under Federal
Law (COBRA)

Signature of of Employee (for Group Dental) Date (mm/dd/yyyy)

Signature of Child (18 or older) Date (mm/dd/yyyy)

Signature of Employee (for Group Vision) Date (mm/dd/yyyy)

Signature of of Child (18 or older) Date (mm/dd/yyyy)

SECTION 4: How to submit this form
Return this signed form to

SECTION 5: For completion by Employer or Plan administrator
Employer name Attn:

Employer address City State ZIP code

Date of qualifying event (mm/dd/yyyy) Customer number

Qualified beneficiary – First name Middle name Last name
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Qualifying event (check one)
u 18 Month period maximum – Employee only u 36 Month period maximum – Spouse/Child(ren)

Termination of employment
Reduction of hours

Divorce or legal separation
Death of employee
Child ceasing to be Dependent under plan
Employee eligible for Medicare

Date coverage will end if continuance is not elected (mm/dd/yyyy) Last day to elect coverage (mm/dd/yyyy)

Cost 
The premium includes both the employee and employer contributions under the plan, and is based on the 
current plan. Coverage and rates are both subject to change. Payment is to be sent to the Employer at the 
above address by the 1st of each month. 
Fill in below the total charge for which the qualified beneficiary is responsible. Subject to the terms of the plan, 
medical, dental and vision coverage may each be elected independently. 
Only those coverages that were in effect at the time the qualifying event occurred can be continued. And, only 
those persons actually insured on the date the qualifying even occurred can be continued. New eligible 
dependents may be added in accordance with the provisions of the group plan.

Single rate 
(one qualified Beneficiary)

Multiple rate 
(two or more qualified     

Beneficiaries)

Family rate 
(three or more qualified 

Beneficiaries)
Dental
Vision

Total cost 
to qualified 
Beneficiary

Signature of authorized Representative of employer Date notice provided to qualified  
Beneficiary (mm/dd/yyyy)
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Election form for continuation coverage available under federal law (COBRA) 
Things to know before you begin
•   Group dental insurance policies featuring the Preferred Dentist Program are underwritten by Metropolitan Life Insurance Company, New York, NY 10166.
•   Dental HMO plans in CA, FL and TX are available through a domestic company in the applicable state named SafeGuard Health Plans, Inc. The SafeGuard companies are part of the MetLife family of companies.
Be sure to complete ALL requested information.
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SECTION 1: Employee information (always complete this section)
SECTION 2: Election statement 
I understand I am responsible for paying the premium by the 1st of each month and providing
(Company name)
 with all required information.
Continue coverage for the following covered person checked below:
List below names of all qualified beneficiaries to be covered:
Sex
Sex
Sex
Sex
Be sure to include premium from the date continuation begins through the present month.(see page 3 for your Total Monthly Cost)
Make your check payable to
(Company name)
and deliver or mail it to the address shown in Section 5.
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SECTION 3: Refusal statement 
coverage under Federal
Law (COBRA)
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Signature of of Employee (for Group Dental)
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Signature of Child (18 or older)
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Signature of Employee (for Group Vision)
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Signature of of Child (18 or older)
SECTION 4: How to submit this form
Return this signed form to
SECTION 5: For completion by Employer or Plan administrator
Qualifying event (check one)
u 18 Month period maximum – Employee only
u 36 Month period maximum – Spouse/Child(ren)
Cost
The premium includes both the employee and employer contributions under the plan, and is based on the current plan. Coverage and rates are both subject to change. Payment is to be sent to the Employer at the above address by the 1st of each month.
Fill in below the total charge for which the qualified beneficiary is responsible. Subject to the terms of the plan, medical, dental and vision coverage may each be elected independently.
Only those coverages that were in effect at the time the qualifying event occurred can be continued. And, only those persons actually insured on the date the qualifying even occurred can be continued. New eligible dependents may be added in accordance with the provisions of the group plan.
Single rate
(one qualified Beneficiary)
Multiple rate
(two or more qualified     Beneficiaries)
Family rate
(three or more qualified Beneficiaries)
Dental
Vision
Total cost
to qualified
Beneficiary
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