COBRA Notice of Continuation of Group Health Coverage

(Notice to all New Hires)

A new federal law requires most employers that sponsor group health plans to offer certain employees and their families the opportunity for temporary continuation of their health care coverage in certain instances where their coverage would otherwise end.  This notice is to inform you of your rights and obligations under the new law and is sent to your last known address.

Eligibility

If you are an employee covered under the Plan, you may elect to continue your coverage if it ends because of your termination of employment or a reduction in number of hours that you work.  Also, each qualified beneficiary is entitled to separate elections for continuation of coverage.  However, if you are terminated for gross misconduct you are not eligible to continue coverage under the Plan.

If you are the spouse of an employee and both of you are covered under the Plan, you may elect to continue your coverage if it ends because any of the following events occur:

· Your spouse dies,

· You and your spouse become divorced or legally separate, or

· You spouse becomes entitled to receive Medicare benefits.

If you are the dependent child of an employee covered under the Plan, you may elect to continue your coverage if it ends because you cease to be classified as a dependent under the terms of the Plan.

Type and Duration of Continued Coverage

If you elect to continue coverage under the Plan, you will be provided coverage identical to that being provided to a regular full time associates of Bunting Bearings Corp. whose coverage has not ended.  The coverage may not be conditioned upon, or discriminate on the bases of, evidence and insurability.  You will, however, be required to pay 102 percent of the cost of your continued coverage.  If you elect to continue coverage due to a termination of employment or a reduction in hours, your coverage must be provided for up to 18 months.  Effective January 1, 1990, employees and their qualified beneficiaries are eligible for an additional 11 months continued group health plan coverage if disabled under Social Security Title II (Old Age Survivor Disability Income) or Title XVI (Supplemental Security Income) at the time of the qualifying event.  However, you would be required to pay 150 percent of the applicable premium then in effect for the 19th through the 29th month.  With respect to all other events, coverage must continue for up to 36 months.  If you are entitled to elect, or have elected continuation coverage for the maximum period of 18 months (as a result of a reduction of hours or termination of employment) and have a second qualifying event during that 18 month period, such as divorce from a former employee, the new event extends the continuation period, except that the maximum period of continuation coverage cannot exceed 36 months measured from the original qualifying event.  However, your coverage will end prior to that time on the date that any of the following events occur:

· You fail to remit the required cost payment within 30 days of the due date, or

· You become a covered employee under any Group Health Plan, or you (if a spouse) remarry and become covered under a Group Health Plan, (if the other group plan excludes a pre-existing condition, you will have the option to continue coverage in the Company’s plan for the full COBRA period) or

· You become entitled for Medicare,

· You are determined to no longer be disabled, or

· Our Group Health Plan should terminate.

Notices and Election

Under the law, employees and family members have the responsibility to notify the Company of a divorce or a change in the status of a dependent child.  Your failure to provide this information may terminate your right to elect continue coverage.  Attached is a form that you should keep on file with your personal papers to be used for such notification purposes.  The Company, on the other hand, will arrange to offer continuation coverage in the event of termination of employment, reduction of hours of employment, or entitlement to Medicare benefits.

After one of these events has occurred, you will be notified that you have the right to elect continue coverage under the Plan.  If you do not affirmatively elect to continue coverage, your coverage will end.

Notice of Continuation
If you have any questions about the content of this notice or any other matter related to the continuation option, you may obtain additional information from the Human Resource Department.

This will acknowledge that I (we) received your COBRA Notice of Continuation of Group Health Coverage Notice to all New Hires on this date.

_______________________________________

___________________


      Employee Signature




    Date

_______________________________________

___________________


         Spouse Signature




    Date

Please return this page to the Human Resource Department within 10 working days of date of 

hire.



Rev. 12/1999


