


ASSURED BENEFITS ADMINISTRATORS 
4100 RIO BRAVO, SUITE 211, EL PASO, TEXAS 79902 

BENEFIT ACTION FORM 
 

ACTION: TERMINATION CHANGING CURRENT INFORMATION OTHER 
 

 TERMINATE IHB 
 

 TERMINATE 
MEDICAL/PRESCRIPTION 

 

 TERMINATE MEDICAL ONLY 
(Medigap Participants Only) 
 

 TERMINATE PRESCRIPTION ONLY 
(Medigap Participants Only 
 

 

 ADDRESS     PHONE 
 NAME   
 SOCIAL SECURITY  
 DATE OF BIRTH  
 EXTEND TERMINATION DATE 
 OTHER__________________________ 

 

 ADD COORDINATION OF BENEFITS 
 FROM HEALTH TO IHB 
 FROM COBRA TO GROUP 

 ORDER NEW CARD 
 RE-INSTATE W/NO LAPSE IN 
COVERAGE 

 ADD TO COBRA 

 
ACTION APPLIES TO: 
 

       Employee Only        Employee & Dependents       Dependents Only 
 
Employee Name ______________________________________________________________________ Sex   ___________ 
 
Social Security ______________________________________________________________ DOB  _________________ 
 
Home Address ________________________________________________________________________________________ 
 
City ______________________   State ________   Zip Code   _________________ Phone _________________________ 
 
OTHER INSURANCE CARRIER  _________________________________________________________________________ 
 
IF ACTION APPLIES TO A DEPENDENT(S) PLEASE COMPLETE: 

NAME SOCIAL SECURITY RELATIONSHIP SEX DATE OF 
BIRTH OTHER INSURANCE 

      
 

 
 

     

 
 

     

 
 

     

 
 

     
 

  
 

    

 

FOR EMPLOYER USE ONLY 
 

Company No.    Location No.    Plan No.  
 
Effective date for the Above Action  ________________________ 
 
If Terminating, indicate if eligible for COBRA benefits: 
      Yes        No 
 
If eligible indicate coverages for which participant may elect to continue 
under COBRA. 
 
Only coverages marked will be addressed in our COBRA correspondence. 
   Medical     Dental     Vision   Section 125     Other 
 
INDICATE QUALIFYING/NON-QUALIFYING EVENT   
 

________________________________________________ 
 

 
 
Date  ____________________________________________ 

Action Entered By:  _______________________________ 
   
Date of Entry______________________________________ 
 
If Applicable:  COBRA Compliance#  _________________ 
PRESCRIPTION DRUG CARD 
 
Notified By:  ____________________ Date: ____________ 

 
 Check Box if this form retains any attachments 

 
 Check Box if claims should be reviewed for 

reactivating 
 

 Claims Reactivated   No Claims to be 
Reactivated 

 
Reviewed By:  ___________________________________ 
 

Initial if Reactivated:  ______________________________ 

 

Approved by:  ____________________________________________ 
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