
Please sign and bring this Cobra Notification acknowledgement form with you to 
your exit interview.   

CAPITAL AREA HEALTH CONSORTIUM 
COBRA Notification 

My COBRA benefits have been discussed with me regarding my rights to extend 
my group health plan coverage. 

_____________________________ ________________________ 
Employee Signature Date 

_____________________________ 
Print Employee Name 


	Print Employee Name: 
	Date: 


