1C Hill Circl
& Chatianooga, TN 37402-0001 TERMINATION Plan Use Only TRM-15
m. VY of Tennessee bebst.com PLEASE USE BLUE OR BLACK INK ONLY Rec:
- CONFIDENTIAL -

By submission of this form, the group certifies that, if any termination of coverage date supplied will result in a retroactive termination, such termination is in compliance with the Patient Protection and Affordable Care Act.
INSTRUCTIONS: Complete Section: 1 to terminate Employee/Elect Continuation Coverage
1 to terminate Employee and all Dependents/Elect Continuation Coverage for Employee and all Dependents
1 & 2 to terminate Employee/Elect Continuation Coverage for Some Dependents
2 to terminate Specific Dependents/Elect Continuation Coverage
If you purchased COBRA Administration from BlueCross BlueShield of Tennessee, do not complete this form. Instead, complete the COBRA Coverage Continuation Notice (CCN) online at bcbst.com.
If Employee elects COBRA/State Continuation at a later date, fill out Employee Enrollment/Waiver Form.

GROUP NO. GROUP NAME BLUECROSS BLUESHIELD OF TN BILLING ASSOCIATE

11[2/0/1/5/6 [Tusculum College | | |

| section 1 - Employee Termination  Complete this section for employee terminations, use next page for spouse/dependent terminations |
EMPLOYEE LAST NAME EMPLOYEE FIRST NAME MI IDENTIFICATION NO. TERMINATION DATE OF COVERAGE

T e N I I e O L PP fd] L7070

COVERAGE TO TERMINATE: d  MEDICAL O DENTAL O visioN O LFE [ HEALTHCAREFSA [ DEPENDENT CARE FSA
REASON: [ TERMINATION OF EMPLOYMENT ] REDUCTION IN HOURS U NOLONGERELIGIBLE EMPLOYEE ~ (d DEATH (] MEDICARE ELIGIBLE oTHER Open Enrollment

STATE CONTINUATION OF COVERAGE (Groups under 20) COBRA COVERAGE (Groups of 20 or more) COBRASUBGROUP DEPARTMENTNO. QUALIFYING EVENT DATE

O MEDICAL O DENTAL O VISION O MEDICAL O DENTAL O VISION L] HEEEEEEEN L/ /L0

EMPLOYEE LASTNAME EMPLOYEE FIRST-NAME M |DENTIRICATION-NG- TERMINATION-DATE OF- COVERAGE
L L/ /00

COVERAGEFOTERMINATE—D  MEDICAE  E—PeENTAE  S—wusioN  S—HFE  OHEALFHGAREFSA L —DERENBENT-GAREFSA
REASON:  L-TFERMINAHON-OFEMRLOYMENT  C-REDUCHOMINHOURS  B—No HbrATH D MEDIGAREEHGIBEE  &6FHER

GOBRASUBSROUR DEPARTMENTNG. QUALIFYING EVENT-DATE
STATE-CONHNUAHON-OF-COVERAGE{Grotpsunder 20} COBRA-COVYERAGELGretpso20-ormore}
O MEDICAL O DENTAL O VISION O MEDICAL O DENTAL O VISION Ll HEEEEEEEE L/ /0
EAPEOYEEHASTNAME e — IDENTIEICATION NQ TERMINATION-DATE OF COVERAGE

Lt PP T I I I Ll L7 dZ7E

Ce RA a) DAAINA ] MEDIOA [ _NENTA [] aly []

REASON: - FERMINATION-OFEMPLOVIMENT  EREBHEHONMNHOURS 20

) GOBRASYBGROUR e QUALIFYING EVENT DATE
STATE-CONHNUAHON-OFCOVERAGEAGroupstnder 20 COBRA-COVERAGELGretpsoF20-ormore}

U MEpicAL O DENTAL O VISION O MEDICAL O DENTAL (O VISION ‘ ‘ ‘/‘ ‘ ‘/l ‘ ‘ ‘ ‘
EMPEOYEEASTNAME e M BENHHCAHONNG: e

N O I O I e Ll L7/t bl
GOVERAGETOTERMINAFE—LD  MEDIGA: 1 DEwtAE  Clwision O oFE ) HEATHGAREFSA L DEPENDENT-GAREFSA

REASON:  LTFERMINATION-OFEMPEOYMENT  E-REBYCHOMINHOURS D6 H5EArH - HEBIGAREEHSIBEE  SSTHER

s e QUAHFUNGEVENTDATE
STATE-CONHNUAHON-OFCOVERAGE{Grotpsunder 20} GOBRA-GOVERAGELGreupsof20-ormere}
O weoioh O oewa O vision O weoioa: Ooewrae Ovicion NN LIl L/ /L]

It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of coverage.
Completed by: | | Phone Number: | | Date: \ \ \/ \ \ \/\ \ \ \ \

A scanned, imaged or photocopied version of this completely executed form will have the same force and effect as the original document.
BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association ®Registered marks of the BlueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans
APP-TRM (6/15)
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Print Submit to HR Clear Form TRM-15

| Section 2 - Spouse / Dependent(s) Termination |
EMPLOYEE LAST NAME EMPLOYEE FIRST NAME MI IDENTIFICATION NO. TERMINATION DATE OF COVERAGE

e A A 0 e RN L7 /70

O 1 WISH TO CHANGE TO SUBSCRIBER ONLY COVERAGE. APPLIESTO: U MEDICAL & DENTAL B wision [DO NOT LIST SPOUSE/DEPENDENT(S)]

U | WISH TO TERMINATE ONLY THE SPOUSE/DEPENDENT(S) LISTED BELOW.

DEPENDENT LAST NAME DEPENDENT FIRST NAME M DEPENDENT SSNTIN DATE OF BIRTH TERMINATION DATE
EEEEEEEEEEE Lt et e R ANNV/EEEE
COVERAGE TO TERMINATE REASON: _ NOLONGER ELIGIBLE MEDICARE DEATH OF DEATH OF
O MEDICAL SbENTAL  S-wsion O DEPENDENT O DivorcE O ELIGBLE O DEPENDENT O suescrieer  [JJother [Open Enroliment |
| GOBRASUBGROUR DERARTMENT-NG: QUALIFYING EVENT DATE
O MEDicA: D DENTAE D vision O MEDIcAE  DDENTAE D ision L] LI L/ /70
NEW ADDRESS FOR DEPENDENT | |
DEPENDENT LAST NAME DEPENDENT FIRST NAME M DEPENDENT SSNTIN DATE OF BIRTH TERMINATION DATE
LIl Lty et ez HEANRV RN
COVERAGE TO TERMINATE REASON: _ NOLONGER ELIGIBLE MEDICARE DEATH OF DEATH OF
O MEDICAL O —beniAr O —vision O DEPENDENT O DivorceE O ELGBLE O DEPENDENT O susscrieer  [OJotner [Open Enroliment |
| GOBRASUBGROUR DERARTMENT-NG: QUALIFYING EVENT DATE
COBRA-COVERAGCEA{Cretps-of20-or-mere}
Ll Lt LLI/ZLL /7Ll L

I e e R e oo
NEW ADDRESS FOR DEPENDENT I I
EMREOYEEASTNAME EMPRLEOYEEFRSTNAME M BENHFHGAHONNG- FERMINAHON-DATE-OF-COVERAGE

L L Il L L L L Il Il Il Il L L L L Il Il L L L L L I I Il Il L

A I A S I I 7T 117111

U | WISH TO TERMINATE ONLY THE SPOUSE/DEPENDENT(S) LISTED BELOW.

DEPENDENT LAST NAME DEPENDENT FIRST NAME MI DEPENDENT SSNITIN DATE OF BIRTH TERMINATION DATE

RN Lo et tsee LLI/700 /L0t

COVERAGE TO TERMINATE REASON:  NOLONGER ELIGIBLE MEDICARE DEATH OF DEATH OF

O veDCAL Shoenar  Osision O DEPENDENT O pivorce O ELGBLE O pePeNbenT O suescrieer  [dJotier [OpPeN Enroliment |
GOBRA-SUBGROUR BEPARTMENTNG: QUALIFYING EVENT DATE

STATE CONTINUATION-OF GOVERAGE (Groups-tinder20) COBRAGOVERAGE (Grotps-of-20-or mere)

O mebioh: D bewrar  OvisioN |Q—M-ED+GAI:Q—BEN¢AI:Q—WS+GN LL L] Ll L7 /7

NEW ADDRESS FOR DEPENDENT | |

DEPENDENT LAST NAME DEPENDENT FIRST NAME M DEPENDENT SSNITIN DATE OF BIRTH TERMINATION DATE

EEEEEEEEEEEE L o Lttt ey LI/ /LT

COVERAGE TO TERMINATE REASON:  NOLONGER ELIGIBLE MEDICARE DEATH OF DEATH OF

O MEDICAL Cl-penta  Cl-visior O DEPENDENT O pvorce O ELGBLE O DEPENDENT (O susscrieer  [JotHer [Open Enroliment |
GOBRASUBGROUR DERARTMENT-NO: QUALIFYING EVENT DATE

STATE CONTINUATION-OF GOVERAGE (Groups-tiader-20) COBRAGOVERAGE (Grotps-of-20-or mere)

O MEDIGAL T DENTAL T wision O weDicAL T DENTAL  Ssion Ll Lt LLI/700 7Lt

NEW ADDRESS FOR DEPENDENT | I
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