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COBRA Subsidy Ineligibility Notification Form
(NOTICE FROM EMPLOYEE)

Important:
COBRA members who do not notify HMAA of becoming eligible for other group health plan coverage (such as a spouse’s plan) or Medicare AND continue to pay reduced COBRA premiums could be subject to a fine of 110% of the amount of the premium reduction.  Eligibility is determined regardless of whether you take or decline the other coverage.  However, eligibility for coverage does not include any time spent in a waiting period.
Date:






To:

HMAA

From:














Name of Employee



Member ID Number


Address 
City
  State
 Zip Code 
Phone Number

This is to inform the Plan Administrator that the above employee and listed dependents (if any) is eligible for other group health plan coverage or Medicare.
Premium Reduction Ineligibility Information (check one):
 FORMCHECKBOX 
 I am eligible for Medicare and became eligible on ___/___/___.

 FORMCHECKBOX 
 I am eligible for coverage under another group health plan such as a spouse’s plan (regardless of whether I enrolled) and became eligible on ___/___/___.  If that plan covers dependents, please list the dependents’ names that are also eligible:
To the best of my knowledge and belief all of the answers I have provided on this form are true and correct.

Signature
Print Name
Date 


Send this completed form to:

HMAA - Billing and Member Services Department

737 Bishop Street, Suite 1200

Honolulu, HI 96813

Or fax it to:

(808) 535-8353



 737 Bishop Street, Suite 1200   


 Honolulu, Hawaii 96813


 Phone:  (808) 941-4622


 Toll-Free:  (888) 941-4622
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