
COBRA Subsidy Information

Client # Co. Name

Note:  Payment amount should be 65% of total COBRA premium for assistance eligible individuals.

Employee # Employee Name

Social Security #           -         - Premium Assistance Payment $

Employee # Employee Name

Social Security #           -         - Premium Assistance Payment $

Employee # Employee Name

Social Security #           -         - Premium Assistance Payment $

Employee # Employee Name

Social Security #           -         - Premium Assistance Payment $

Employee # Employee Name

Social Security #           -         - Premium Assistance Payment $

Total Number of Participants__________________

Total COBRA Premium Assistance Payments Paid on their Behalf   $______________________

I certify that the information contained above is accurate and I have made these payments on behalf of the employees listed.

Client Signature Date

One Carando Drive
Springfield, MA 01104

P (866) 658-8800
F (866) 705-3300

customerservice@completepayrollsolutions.com
www.completepayrollsolutions.com 


