Health Care Service Corporation

A Mutual Legal Reserve Company

P.O. Box 1180

Marion Illinois 62959-7680

1-888-541-7107

Fax # 
312-228-7897     
E-mail COBRA@bcbsil.com
COBRA NOTIFICATION OF INVOLUNTARY TERMINATION FOLLOWING A REDUCITON IN HOURS
Group Name:_____     _______________________________

Subscriber’s Name____     ____________ Date of Birth __     
ID # __     _________  Medical Group#__     __ 

SSN# ___     ______ 
Home Address of Applicant:___     _____________________________

Relationship to Subscriber:___     ___________________________

Date of Involuntary Termination:_      __
Date of Reduction in Hours (original loss of coverage): _     __
Submitted By:__     _________________ 
Date:_     ________

Phone #: __     ___________________
