NOTICE OF RIGHT TO ELECT STATE CONTINUATION COVERAGE
AND ELECTION FORM 
TO:



Martin M. Joyce

DATE OF NOTICE:

March 3, 2006

FROM:


Ann Herbst, HR Administrator





The Lynde and Harry Bradley Foundation, Inc.





1241 North Franklin Place, Milwaukee, WI  53202

On February 26, 2006, the Plan Administrator of the Group Health Plan was notified that your coverage under the Plan will terminate because of the death of your father.   Because of this event, your health insurance coverage under the Group Health Plan will normally terminate as of February 28, 2006.  State law permits you to (a) continue your group medical coverage for up to 18 additional months, or until the earliest of i) the date you are eligible for other group medical expense coverage (as defined by state law) or ii) the date the group plan terminates; whichever is earliest, or iii) the date premiums are not paid, or iv)  the date that residence outside of the state of Wisconsin is established, or v) in the case of a divorced person who is continuing coverage under a former spouse’s coverage, the former spouse loses eligibility for the group policy; or (b) apply for Individual Purchase (Conversion) coverage without evidence of insurability.

If you decide to continue your group medical expense coverage, please so indicate at the bottom of this form and return it to the Plan Administrator as shown above within 30 days after the date of this notice.  The Bradley Foundation will pay the monthly premium of $213.59 (subject to change) through July 2007.  Subsequent payments will be your responsibility, and must be received by the Plan Administrator no later than the first day of each month of coverage.  Failure to make timely payment will be cause for termination of coverage.

If you apply for Individual Purchase (conversion) instead of continuation, you must complete the appropriate application available from the insurance company and mail it to the insurance company within their specified time limit for conversion coverage.  

Individual Purchase coverage may also be available when the continuation period ends, provided you are not covered for similar benefits which would result in overinsurance.

Employer's Signature:  ____________________________________

Firm Name:  The Lynde and Harry Bradley Foundation, Inc.

STATE CONTINUATION COVERAGE ELECTION (Con't)
(Continuee to Complete)

Name of Continuee: 
_____________________________

Address of Continuee: _________________________________________________

                                   __________________________________________________

Phone:


(      )______________________________                                    
I certify that I have read the notice of State continuation rights on the reverse side and understand my rights to continued coverage.

I have made the following decision regarding continuation coverage:


( ) I waive my right to State continuation coverage


( )  I  elect continuation coverage.  I understand that continuation coverage must 



be taken in the same form of coverage that I currently am covered 



for (i.e. single, family, etc.).



( )  Single Health Insurance Coverage



( )  Family Health Insurance Coverage

Signature of Continuee: ______________________________________________

Date:  _________________________

