
STATE CONTINUATION (”MINI -COBRA”) ADMINISTRATION REQUEST 

____________________( “Employer”) has determined that                                              (“Participant”) is 
eligible for continuation coverage as mandated by the State of ________________________________ 
(”State Continuation Cov erage”).

We therefore request that Ameriflex administer the collection of premium payments for the State 
Continuation Coverage with regard to the following benefit s:

_______________________________________________________________________________ ___

_______________________________________________________________________________ ___

_____________________________________________________________________________________ _

Such administration shall continue for a period of ____ months beyond the cessation of the federal 
COBRA period or until Participant is no longer eligible for such coverage due to nonpayment or other 
valid reason, whichever is earlier. 

It is expected that Ameriflex will administer the Participant’s State Continuation Coverage in a manner 
substantially similar to that of its federal COBRA administration insofar as the rules of such State 
Continuation Coverage do not conflict with the rules of federal COBRA administration. Such 
administration may include the use of certain notices and forms similar to those used in federal COBRA 
administration; notwithstanding, neither Employer nor Ameriflex intend to expand federal 
COBRA rights to  the Participant beyond those required by the federal COBRA law.

Ameriflex is expecting the Employer group to understand the state continuation laws, and we will only 
administer as we are instructed as it relates to collecting and remitting premium payments, and any 
additional documents which needs to be sent out.

It is also understood that Ameriflex reserves the right to charge an added fee for this service in the 
future, though it will not do so without at least sixty (60) days notice to Employer.  Employer, in turn, 
reserves the right to terminate this service without penalty within such sixty (60) day window if it 
objects to any such added fee .

SIGNATURE: ___________________________ _______________________________________________

NAME: _______________________________________________________________________________

TITLE: _________________________________ ______________________________________________

DATE: __________________________________ _____________________________________________

T O L L  F R E E : 8 8 8 . 8 6 8 . F L E X  ( 3 5 3 9 ) myameri�ex.com
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