
COBRA Change Form
COBRA participant name: 												         

Member ID Number: 												         

Date: 													          

Contact Number:												         

Option I: 

  	 I,  			   , would like to cancel my ACH withdrawal for my monthly 
	 COBRA premiums. I understand that I cannot cancel any withdrawals retroactively. I also understand 	
	 that I must notify Consociate at least 10 business days in advance in order to be processed 
	 as requested.	

Option II: 

  	 I,  			   , would like to cancel all of my COBRA Continuation 
	 Coverage benefits.

Option III: 

 	 I,  			   , would like to cancel my Medical, Dental, Vision  
	 COBRA Continuation Coverage benefit, (Circle what you would like to cancel).

**Please note that coverage cannot be cancelled retroactively for any benefits. Notice 
must be given at least 10 business days in advance of the requested Effective Date.**

Effective Date of Change: 												         

Signature of COBRA participant: 										        

Date: 													             

Please submit this to:

P.O. Box 1068
Decatur, Illinois 62525
217.422.9224  (fax)

or scan and email to:
customerservice@consociate.com
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Option II: Dependent Daycare Account

  I elect to contribute:    $                           per pay         

	     		    $                           annual

Note: (Maximum amount per calendar year is the lesser of; (1) $10,500 for married filing joint, or $5,250 for married filing separate; (2) your 
spouse’s total annual compensation; or (3) 1/2 of your total annual compensation. If you are single, the maximum amount is $10,500.)

My employer and I agree that my taxable income will be reduced each pay period by the amounts set forth in this 
agreement. I understand that I may change my election in the event of certain changes in my status. Prior to the first 
day of each plan year, I will be offered the opportunity to change my benefit election for the upcoming plan year. 	
Any qualified expenses that are submitted by me will be reimbursed to me on a tax-free basis. Any contributions that are 
not used during the plan year may not be paid to me in cash or used in a later plan year. A copy of the Summary Plan 
Description is available upon request.

Employee Signature: 							        Date: 				  

WAIVER

I have reviewed the Flexible Spending Account Program offered by my employer and elect not to have eligible expenses 
paid with pre-tax dollars under the following accounts: 1. Healthcare Flexible Spending Account and 2. Dependent  
Daycare Account. I further understand that I will not have an opportunity to enroll in the Flexible Spending Account 
Program until the next plan year, unless I meet the qualifications as set forth by IRS guidelines.

Print Name 							         Date 				  

Employee Signature 							     


