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COBRA CONTINUATION COVERAGE ELECTION NOTICE
CARPENTERS LOCAL NO. 491 HEALTH AND WELFARE PLAN

[enter date of notice]

Dear [identify the qualified beneficiary(ies), by name or status]:

This notice contains important information about your right to continue 
your health care coverage in the Carpenters Local No. 491 Health and 
Welfare Plan (the “Plan”), as well as other health coverage alternatives 
that may be available to you through the Health Insurance Marketplace. 
Please read the information contained in this notice very carefully. 

To elect COBRA continuation coverage, follow the instructions on the next 
page to complete the enclosed Election Form and submit it to us.

If you do not elect COBRA continuation coverage, your coverage under 
the Plan will end on [enter date] due to [check appropriate box]:

o	 End of Employment	 o	 Reduction in hours of employment
o	 Death of Employee	 o	 Divorce or legal separation
o	 Entitlement to Medicare	 o	 Loss of dependent child status

Each person (“qualified beneficiary”) in the category(ies) checked below is 
entitled to elect COBRA continuation coverage, which will continue group 
health care coverage under the Plan for up to ______ [Enter 18 or 36, as 
appropriate and check appropriate box or boxes; names may be added]

o	 Employee or former employee
o	 Spouse or former spouse of employee 
o	� Dependent child(ren) covered under the Plan on the day before the 

event that caused the loss of coverage 
o	� Child who is losing coverage under the Plan because he or she is no 

longer a dependent under the Plan

If elected, COBRA continuation coverage will begin on [enter date] and 
can last until [enter date]. [Add, if appropriate: You may elect any of 
the following options for COBRA continuation coverage: [list available 
coverage options]
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COBRA continuation coverage will cost:  [enter amount each qualified 
beneficiary will be required to pay for each option per month of coverage 
and any other permitted coverage periods.]You do not have to send 
any payment with the Election Form. Important additional information 
about payment for COBRA continuation coverage is included in the pages 
following the Election Form.

There may be other coverage options for you and your family.  When key 
parts of the health care law take effect, you may be able to buy coverage 
through the Health Insurance Marketplace.  In the Marketplace, individuals 
may be eligible for a new kind of tax credit that lowers monthly premiums 
right away, and individuals can see what the premiums, deductibles, and 
out-of-pocket costs will be before a decision to enroll is made.  Being 
eligible for COBRA does not limit one’s eligibility for coverage for a tax 
credit through the Marketplace.  Additionally, individuals may qualify for 
a special enrollment opportunity for another group health plan for which 
they are eligible (such as a spouse’s plan), even if the plan generally does 
not accept late enrollees, if they request enrollment within 30 days.

If you have questions about your rights to COBRA continuation coverage, 
you should contact the Board of Trustees of the Carpenters Local No. 
491 Health and Welfare Plan, c/o Associated Administrators, LLC, 911 
Ridgebrook Road, Sparks, MD 21152-9451; Telephone: (888) 494-4443; 
Facsimile: (410) 683-7796.
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COBRA CONTINUATION COVERAGE ELECTION FORM 
CARPENTERS LOCAL NO. 491 HEALTH AND WELFARE PLAN 

 
INSTRUCTIONS: To elect COBRA continuation coverage, complete this Election Form and return it to us. Under 
federal law, you must have 60 days after the date of this notice to decide whether you want to elect COBRA 
continuation coverage under the Plan. 
 

Send completed Election Form to:  Board of Trustees of the Carpenters Local No. 491 
Health and Welfare Plan,  
c/o Associated Administrators, LLC 
911 Ridgebrook Road 
Sparks, MD 21152-9451 

 

This Election Form must be completed and returned by mail [or describe other means of submission and due 
date]. If mailed, it must be post-marked no later than [enter date].  
 
If you do not submit a completed Election Form by the due date shown above, you will lose your right to elect 
COBRA continuation coverage. If you reject COBRA continuation coverage before the due date, you may change 
your mind as long as you furnish a completed Election Form before the due date. However, if you change your 
mind after first rejecting COBRA continuation coverage, your COBRA continuation coverage will begin on the 
date you furnish the completed Election Form. 
 
Read the important information about your rights included in the pages after the Election Form.  
 

I/We elect COBRA continuation coverage in the Carpenters Local No. 491 Health and Welfare Plan (the “Plan”) as indicated 
below: 
 
  Name Date of Birth  Relationship to Employee  SSN (or other identifier) 
 

a. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 

b. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
c. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
____________________________________   _______________________________________ 
Signature      Date 
 

____________________________________   _______________________________________ 
Print Name      Relationship to individual(s) listed above 
 

____________________________________ 
 

 
____________________________________   _______________________________________    
Print Address      (Phone Number)     

COBRA CONTINUATION COVERAGE ELECTION FORM 
CARPENTERS LOCAL NO. 491 HEALTH AND WELFARE PLAN 

 
INSTRUCTIONS: To elect COBRA continuation coverage, complete this Election Form and return it to us. Under 
federal law, you must have 60 days after the date of this notice to decide whether you want to elect COBRA 
continuation coverage under the Plan. 
 

Send completed Election Form to:  Board of Trustees of the Carpenters Local No. 491 
Health and Welfare Plan,  
c/o Associated Administrators, LLC 
911 Ridgebrook Road 
Sparks, MD 21152-9451 

 

This Election Form must be completed and returned by mail [or describe other means of submission and due 
date]. If mailed, it must be post-marked no later than [enter date].  
 
If you do not submit a completed Election Form by the due date shown above, you will lose your right to elect 
COBRA continuation coverage. If you reject COBRA continuation coverage before the due date, you may change 
your mind as long as you furnish a completed Election Form before the due date. However, if you change your 
mind after first rejecting COBRA continuation coverage, your COBRA continuation coverage will begin on the 
date you furnish the completed Election Form. 
 
Read the important information about your rights included in the pages after the Election Form.  
 

I/We elect COBRA continuation coverage in the Carpenters Local No. 491 Health and Welfare Plan (the “Plan”) as indicated 
below: 
 
  Name Date of Birth  Relationship to Employee  SSN (or other identifier) 
 

a. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 

b. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
c. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
____________________________________   _______________________________________ 
Signature      Date 
 

____________________________________   _______________________________________ 
Print Name      Relationship to individual(s) listed above 
 

____________________________________ 
 

 
____________________________________   _______________________________________    
Print Address      (Phone Number)     

COBRA CONTINUATION COVERAGE ELECTION FORM 
CARPENTERS LOCAL NO. 491 HEALTH AND WELFARE PLAN 

 
INSTRUCTIONS: To elect COBRA continuation coverage, complete this Election Form and return it to us. Under 
federal law, you must have 60 days after the date of this notice to decide whether you want to elect COBRA 
continuation coverage under the Plan. 
 

Send completed Election Form to:  Board of Trustees of the Carpenters Local No. 491 
Health and Welfare Plan,  
c/o Associated Administrators, LLC 
911 Ridgebrook Road 
Sparks, MD 21152-9451 

 

This Election Form must be completed and returned by mail [or describe other means of submission and due 
date]. If mailed, it must be post-marked no later than [enter date].  
 
If you do not submit a completed Election Form by the due date shown above, you will lose your right to elect 
COBRA continuation coverage. If you reject COBRA continuation coverage before the due date, you may change 
your mind as long as you furnish a completed Election Form before the due date. However, if you change your 
mind after first rejecting COBRA continuation coverage, your COBRA continuation coverage will begin on the 
date you furnish the completed Election Form. 
 
Read the important information about your rights included in the pages after the Election Form.  
 

I/We elect COBRA continuation coverage in the Carpenters Local No. 491 Health and Welfare Plan (the “Plan”) as indicated 
below: 
 
  Name Date of Birth  Relationship to Employee  SSN (or other identifier) 
 

a. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 

b. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
c. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
____________________________________   _______________________________________ 
Signature      Date 
 

____________________________________   _______________________________________ 
Print Name      Relationship to individual(s) listed above 
 

____________________________________ 
 

 
____________________________________   _______________________________________    
Print Address      (Phone Number)     

COBRA CONTINUATION COVERAGE ELECTION FORM 
CARPENTERS LOCAL NO. 491 HEALTH AND WELFARE PLAN 

 
INSTRUCTIONS: To elect COBRA continuation coverage, complete this Election Form and return it to us. Under 
federal law, you must have 60 days after the date of this notice to decide whether you want to elect COBRA 
continuation coverage under the Plan. 
 

Send completed Election Form to:  Board of Trustees of the Carpenters Local No. 491 
Health and Welfare Plan,  
c/o Associated Administrators, LLC 
911 Ridgebrook Road 
Sparks, MD 21152-9451 

 

This Election Form must be completed and returned by mail [or describe other means of submission and due 
date]. If mailed, it must be post-marked no later than [enter date].  
 
If you do not submit a completed Election Form by the due date shown above, you will lose your right to elect 
COBRA continuation coverage. If you reject COBRA continuation coverage before the due date, you may change 
your mind as long as you furnish a completed Election Form before the due date. However, if you change your 
mind after first rejecting COBRA continuation coverage, your COBRA continuation coverage will begin on the 
date you furnish the completed Election Form. 
 
Read the important information about your rights included in the pages after the Election Form.  
 

I/We elect COBRA continuation coverage in the Carpenters Local No. 491 Health and Welfare Plan (the “Plan”) as indicated 
below: 
 
  Name Date of Birth  Relationship to Employee  SSN (or other identifier) 
 

a. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 

b. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
c. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
____________________________________   _______________________________________ 
Signature      Date 
 

____________________________________   _______________________________________ 
Print Name      Relationship to individual(s) listed above 
 

____________________________________ 
 

 
____________________________________   _______________________________________    
Print Address      (Phone Number)     

COBRA CONTINUATION COVERAGE ELECTION FORM 
CARPENTERS LOCAL NO. 491 HEALTH AND WELFARE PLAN 

 
INSTRUCTIONS: To elect COBRA continuation coverage, complete this Election Form and return it to us. Under 
federal law, you must have 60 days after the date of this notice to decide whether you want to elect COBRA 
continuation coverage under the Plan. 
 

Send completed Election Form to:  Board of Trustees of the Carpenters Local No. 491 
Health and Welfare Plan,  
c/o Associated Administrators, LLC 
911 Ridgebrook Road 
Sparks, MD 21152-9451 

 

This Election Form must be completed and returned by mail [or describe other means of submission and due 
date]. If mailed, it must be post-marked no later than [enter date].  
 
If you do not submit a completed Election Form by the due date shown above, you will lose your right to elect 
COBRA continuation coverage. If you reject COBRA continuation coverage before the due date, you may change 
your mind as long as you furnish a completed Election Form before the due date. However, if you change your 
mind after first rejecting COBRA continuation coverage, your COBRA continuation coverage will begin on the 
date you furnish the completed Election Form. 
 
Read the important information about your rights included in the pages after the Election Form.  
 

I/We elect COBRA continuation coverage in the Carpenters Local No. 491 Health and Welfare Plan (the “Plan”) as indicated 
below: 
 
  Name Date of Birth  Relationship to Employee  SSN (or other identifier) 
 

a. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 

b. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
c. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
____________________________________   _______________________________________ 
Signature      Date 
 

____________________________________   _______________________________________ 
Print Name      Relationship to individual(s) listed above 
 

____________________________________ 
 

 
____________________________________   _______________________________________    
Print Address      (Phone Number)     

COBRA CONTINUATION COVERAGE ELECTION FORM 
CARPENTERS LOCAL NO. 491 HEALTH AND WELFARE PLAN 

 
INSTRUCTIONS: To elect COBRA continuation coverage, complete this Election Form and return it to us. Under 
federal law, you must have 60 days after the date of this notice to decide whether you want to elect COBRA 
continuation coverage under the Plan. 
 

Send completed Election Form to:  Board of Trustees of the Carpenters Local No. 491 
Health and Welfare Plan,  
c/o Associated Administrators, LLC 
911 Ridgebrook Road 
Sparks, MD 21152-9451 

 

This Election Form must be completed and returned by mail [or describe other means of submission and due 
date]. If mailed, it must be post-marked no later than [enter date].  
 
If you do not submit a completed Election Form by the due date shown above, you will lose your right to elect 
COBRA continuation coverage. If you reject COBRA continuation coverage before the due date, you may change 
your mind as long as you furnish a completed Election Form before the due date. However, if you change your 
mind after first rejecting COBRA continuation coverage, your COBRA continuation coverage will begin on the 
date you furnish the completed Election Form. 
 
Read the important information about your rights included in the pages after the Election Form.  
 

I/We elect COBRA continuation coverage in the Carpenters Local No. 491 Health and Welfare Plan (the “Plan”) as indicated 
below: 
 
  Name Date of Birth  Relationship to Employee  SSN (or other identifier) 
 

a. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 

b. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
c. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
____________________________________   _______________________________________ 
Signature      Date 
 

____________________________________   _______________________________________ 
Print Name      Relationship to individual(s) listed above 
 

____________________________________ 
 

 
____________________________________   _______________________________________    
Print Address      (Phone Number)     

COBRA CONTINUATION COVERAGE ELECTION FORM 
CARPENTERS LOCAL NO. 491 HEALTH AND WELFARE PLAN 

 
INSTRUCTIONS: To elect COBRA continuation coverage, complete this Election Form and return it to us. Under 
federal law, you must have 60 days after the date of this notice to decide whether you want to elect COBRA 
continuation coverage under the Plan. 
 

Send completed Election Form to:  Board of Trustees of the Carpenters Local No. 491 
Health and Welfare Plan,  
c/o Associated Administrators, LLC 
911 Ridgebrook Road 
Sparks, MD 21152-9451 

 

This Election Form must be completed and returned by mail [or describe other means of submission and due 
date]. If mailed, it must be post-marked no later than [enter date].  
 
If you do not submit a completed Election Form by the due date shown above, you will lose your right to elect 
COBRA continuation coverage. If you reject COBRA continuation coverage before the due date, you may change 
your mind as long as you furnish a completed Election Form before the due date. However, if you change your 
mind after first rejecting COBRA continuation coverage, your COBRA continuation coverage will begin on the 
date you furnish the completed Election Form. 
 
Read the important information about your rights included in the pages after the Election Form.  
 

I/We elect COBRA continuation coverage in the Carpenters Local No. 491 Health and Welfare Plan (the “Plan”) as indicated 
below: 
 
  Name Date of Birth  Relationship to Employee  SSN (or other identifier) 
 

a. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 

b. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
c. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
____________________________________   _______________________________________ 
Signature      Date 
 

____________________________________   _______________________________________ 
Print Name      Relationship to individual(s) listed above 
 

____________________________________ 
 

 
____________________________________   _______________________________________    
Print Address      (Phone Number)     

COBRA CONTINUATION COVERAGE ELECTION FORM 
CARPENTERS LOCAL NO. 491 HEALTH AND WELFARE PLAN 

 
INSTRUCTIONS: To elect COBRA continuation coverage, complete this Election Form and return it to us. Under 
federal law, you must have 60 days after the date of this notice to decide whether you want to elect COBRA 
continuation coverage under the Plan. 
 

Send completed Election Form to:  Board of Trustees of the Carpenters Local No. 491 
Health and Welfare Plan,  
c/o Associated Administrators, LLC 
911 Ridgebrook Road 
Sparks, MD 21152-9451 

 

This Election Form must be completed and returned by mail [or describe other means of submission and due 
date]. If mailed, it must be post-marked no later than [enter date].  
 
If you do not submit a completed Election Form by the due date shown above, you will lose your right to elect 
COBRA continuation coverage. If you reject COBRA continuation coverage before the due date, you may change 
your mind as long as you furnish a completed Election Form before the due date. However, if you change your 
mind after first rejecting COBRA continuation coverage, your COBRA continuation coverage will begin on the 
date you furnish the completed Election Form. 
 
Read the important information about your rights included in the pages after the Election Form.  
 

I/We elect COBRA continuation coverage in the Carpenters Local No. 491 Health and Welfare Plan (the “Plan”) as indicated 
below: 
 
  Name Date of Birth  Relationship to Employee  SSN (or other identifier) 
 

a. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 

b. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
c. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
____________________________________   _______________________________________ 
Signature      Date 
 

____________________________________   _______________________________________ 
Print Name      Relationship to individual(s) listed above 
 

____________________________________ 
 

 
____________________________________   _______________________________________    
Print Address      (Phone Number)     

COBRA CONTINUATION COVERAGE ELECTION FORM 
CARPENTERS LOCAL NO. 491 HEALTH AND WELFARE PLAN 

 
INSTRUCTIONS: To elect COBRA continuation coverage, complete this Election Form and return it to us. Under 
federal law, you must have 60 days after the date of this notice to decide whether you want to elect COBRA 
continuation coverage under the Plan. 
 

Send completed Election Form to:  Board of Trustees of the Carpenters Local No. 491 
Health and Welfare Plan,  
c/o Associated Administrators, LLC 
911 Ridgebrook Road 
Sparks, MD 21152-9451 

 

This Election Form must be completed and returned by mail [or describe other means of submission and due 
date]. If mailed, it must be post-marked no later than [enter date].  
 
If you do not submit a completed Election Form by the due date shown above, you will lose your right to elect 
COBRA continuation coverage. If you reject COBRA continuation coverage before the due date, you may change 
your mind as long as you furnish a completed Election Form before the due date. However, if you change your 
mind after first rejecting COBRA continuation coverage, your COBRA continuation coverage will begin on the 
date you furnish the completed Election Form. 
 
Read the important information about your rights included in the pages after the Election Form.  
 

I/We elect COBRA continuation coverage in the Carpenters Local No. 491 Health and Welfare Plan (the “Plan”) as indicated 
below: 
 
  Name Date of Birth  Relationship to Employee  SSN (or other identifier) 
 

a. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 

b. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
c. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
____________________________________   _______________________________________ 
Signature      Date 
 

____________________________________   _______________________________________ 
Print Name      Relationship to individual(s) listed above 
 

____________________________________ 
 

 
____________________________________   _______________________________________    
Print Address      (Phone Number)     

COBRA CONTINUATION COVERAGE ELECTION FORM 
CARPENTERS LOCAL NO. 491 HEALTH AND WELFARE PLAN 

 
INSTRUCTIONS: To elect COBRA continuation coverage, complete this Election Form and return it to us. Under 
federal law, you must have 60 days after the date of this notice to decide whether you want to elect COBRA 
continuation coverage under the Plan. 
 

Send completed Election Form to:  Board of Trustees of the Carpenters Local No. 491 
Health and Welfare Plan,  
c/o Associated Administrators, LLC 
911 Ridgebrook Road 
Sparks, MD 21152-9451 

 

This Election Form must be completed and returned by mail [or describe other means of submission and due 
date]. If mailed, it must be post-marked no later than [enter date].  
 
If you do not submit a completed Election Form by the due date shown above, you will lose your right to elect 
COBRA continuation coverage. If you reject COBRA continuation coverage before the due date, you may change 
your mind as long as you furnish a completed Election Form before the due date. However, if you change your 
mind after first rejecting COBRA continuation coverage, your COBRA continuation coverage will begin on the 
date you furnish the completed Election Form. 
 
Read the important information about your rights included in the pages after the Election Form.  
 

I/We elect COBRA continuation coverage in the Carpenters Local No. 491 Health and Welfare Plan (the “Plan”) as indicated 
below: 
 
  Name Date of Birth  Relationship to Employee  SSN (or other identifier) 
 

a. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 

b. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
c. _____________________________________________________________________________________________ 
 [Add if appropriate: Coverage option elected: _________________________] 
 
____________________________________   _______________________________________ 
Signature      Date 
 

____________________________________   _______________________________________ 
Print Name      Relationship to individual(s) listed above 
 

____________________________________ 
 

 
____________________________________   _______________________________________    
Print Address      (Phone Number)     
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Model Notice of Adverse Benefit Determination 

Date of Notice: 
Carpenters Local No. 491 Health and Welfare Plan (888) 494-4443/(410) 683-7796 (fax)
c/o Associated Administrators, LLC  
911 Ridgebrook Road 
Sparks, Maryland 21152-9451 

This document contains important information that you should retain for your records.

Name: ID Number: 
Claim #: Date of Service: 

Provider: 

Reason for Denial (in whole or in part): 

Amt. Charged Allowed Amt. Other 
Insurance 

Deductible Co-pay Coinsurance Other Amts. 
Not Covered 

Amt. Paid 

YTD Credit toward Deductible: YTD Credit toward Out-of-Pocket Maximum: 

Diagnosis: 

Diagnostic Codes: Requested Service(s)/ Treatment Code: 

Treatment Category (Subcategory): Denial Codes: 

Model Notice of Adverse Benefit Determination 
 
Date of Notice: 
Carpenters Local No. 491 Health and Welfare Plan                                     (888) 494-4443/(410) 683-7796 (fax) 
c/o Associated Administrators, LLC        
911 Ridgebrook Road 
Sparks, Maryland 21152-9451 
    
This document contains important information that you should retain for your records. 
This document serves as notice of an adverse benefit determination.  We have declined to provide benefits, in 
whole or in part, for the requested treatment or service described below.  If you think this determination was 
made in error, you have the right to appeal (see the back of this page for information about your appeal rights).  

Case Details: 
Name: ID Number: 
Claim #: Date of Service: 

Provider: 

 
Reason for Denial (in whole or in part): 
 

 
Amt. Charged Allowed Amt. Other 

Insurance 
Deductible Co-pay Coinsurance Other Amts. 

Not Covered 
Amt. Paid 
 
 
 

YTD Credit toward Deductible: YTD Credit toward Out-of-Pocket Maximum: 

Diagnosis: 

Diagnostic Codes: 
 

Requested Service(s)/ Treatment Code: 
 

Treatment Category (Subcategory): 
 

Denial Codes: 
 

 
[If denial is not related to a specific claim, only name and ID number need to be included in the box.  The reason for the 
denial would need to be clear in the narrative below.] 
 

Explanation of Basis for Determination: 
If the claim is denied (in whole or in part) and there is more explanation for the basis of the denial, such as the definition 
of a plan or policy term, include that information here.  
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Important Information about Your Appeal Rights 
 
What if I need help understanding this denial?  Contact us at Associated Administrators, LLC, 911 Ridgebrook Road, Sparks, 
Maryland, 21152-9451, (888) 494-4443, if you need assistance understanding this notice or our decision to deny you a service or 
coverage.     
 
What if I don’t agree with this decision?  You have a right to appeal any decision not to provide you or pay for an item or service 
(in whole or in part). 
 
How do I file an appeal?  Detach and send in the bottom of this form within [insert timeframe, for example, X days from the date of 
this notice].  [If electronic notice, insert alternate submission instructions.] 
 
What if my situation is urgent?  If your situation meets the definition of urgent under the law, your review will be conducted 
within 24 hours.  Generally, an urgent situation is one in which your health may be in serious jeopardy or, in the opinion of your 
physician, you may experience pain that cannot be adequately controlled while you wait for a decision on your appeal.  If you 
believe your situation is urgent, you may request an expedited appeal by [insert instructions for filing internal appeals (and, if 
applicable, simultaneous external review)].     
 
Who may file an appeal?  You or someone you name to act for you (your authorized representative) may file an appeal.  [Insert 
information on how to designate an authorized representative.]  
 
Can I provide additional information about my claim?  Yes, you may supply additional information.  [Insert any applicable 
procedures for submission of additional information.]  
 
Can I request copies of information relevant to my claim?  Yes, you may request copies (free of charge) by contacting us at 
Associated Administrators, LLC, 911 Ridgebrook Road, Sparks, Maryland, 21152-9451, (888) 494-4443. 
 
What happens next?  If you appeal, we will review our decision and provide you with a written determination.  If we continue to 
deny the payment, coverage, or service requested or you do not receive a timely decision, you may be able to request an external 
review of your claim by an independent third party, who will review the denial and issue a final decision.   
 
Other resources to help you: For questions about your appeal rights, this notice, or for assistance, you can contact the Employee 
Benefits Security Administration at 1-866-444-EBSA (3272).  [Insert, if applicable in your state: Additionally, a consumer assistance 
program may be able to assist you at [insert contact information].] 
 
 

Appeal Filing Form  
[Insert Name and ID Number]               [Insert Claim #] 
[Insert Patient Name] 
 
Detach this form and send to:  [Insert name and contact information] 
NAME OF PERSON FILING APPEAL: ____________________________ 
☐Covered person   ☐Patient   ☐Authorized Representative 
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Model Notice of Final Internal Adverse Benefit Determination 
 
Date of Notice: 
Carpenters Local No. 491 Health and Welfare Plan                                     (888) 494-4443/(410) 683-7796 (fax) 
c/o Associated Administrators, LLC               Website/Email Address 
911 Ridgebrook Road 
Sparks, Maryland 21152-9451 

 
This document contains important information that you should retain for your records. 

This document serves as notice of a final internal adverse benefit determination.  We have declined to provide benefits, 
in whole or in part, for the requested treatment or service described below.  If you think this determination was made 
in error, you may have the right to appeal (see the back of this page for information about your appeal rights).  

Case Details: 
Name: ID Number: 
Claim #: Date of Service: 

Provider: 

 
Reason for Denial (in whole or in part): 
 

 
Amt. Charged Allowed Amt. Other 

Insurance 
Deductible Co-pay Coinsurance Other Amts. 

Not Covered 
Amt. Paid 
 
 
 

YTD Credit toward Deductible: YTD Credit toward Out-of-Pocket Maximum: 

Diagnosis: 

Diagnostic Codes: 
 

Requested Service(s)/ Treatment Code: 
 

Treatment Category (Subcategory): 
 

Denial Codes: 
 

[If denial is not related to a specific claim, only name and ID number need to be included in the box.  The reason for the 
denial would need to be clear in the narrative below.] 
 
Background Information: Describe facts of the case including type of appeal and date appeal filed.  
 
Final Internal Adverse Benefit Determination: State that adverse benefit determination has been upheld.  List all 
documents and statements that were reviewed to make this final internal adverse benefit determination.  
 
Findings: Discuss the reason or reasons for the final internal adverse benefit determination.   
 

Important Information about Your Rights to External Review 
 

What if I need help understanding this denial?  Contact us at Associated Administrators, LLC, 911 Ridgebrook Road, Sparks, 
Maryland, 21152-9451, (888) 494-4443, if you need assistance understanding this notice or our decision to deny you a service or 
coverage. 
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What if I don’t agree with this decision?  For most types of claims, you are entitled to request an independent, external review of 
our decision.  Contact us at Associated Administrators, LLC, 911 Ridgebrook Road, Sparks, Maryland, 21152-9451, (888) 494-4443, 
with any questions on your rights to external review.  
 

How do I file a request for external review?  [Insert instructions in place of detachable form at the bottom of this page.  If there are 
no current procedures applicable, insert: Detach and send in the bottom of this form within [insert timeframe].]   
 

What if my situation is urgent?  If your situation meets the definition of urgent under the law, the external review of your claim will 
be conducted as expeditiously as possible.  Generally, an urgent situation is one in which your health may be in serious jeopardy or, 
in the opinion of your physician, you may experience pain that cannot be adequately controlled while you wait for a decision on the 
external review of your claim.  If you believe your situation is urgent, you may request an expedited external review by [insert 
instructions to begin the process (such as by phone, fax, electronic submission, etc.)].     
 

Who may file a request for external review?  You or someone you name to act for you (your authorized representative) may file a 
request for external review.  [Insert information on how to designate an authorized representative.]  
 

Can I provide additional information about my claim?  Yes, once your external review is initiated, you will receive instructions on 
how to supply additional information. 
 

Can I request copies of information relevant to my claim?  Yes, you may request copies (free of charge) by contacting us Associated 
Administrators, LLC, 911 Ridgebrook Road, Sparks, Maryland, 21152-9451, (888) 494-4443.  
 

What happens next?  If you request an external review, an independent organization will review our decision and provide you with 
a written determination.  If this organization decides to overturn our decision, we will provide coverage or payment for your health 
care item or service.  
 

Other resources to help you: For questions about your rights, this notice, or for assistance, you can contact the Employee Benefits 
Security Administration at 1-866-444-EBSA (3272).  [Insert, if applicable in your state: Additionally, a consumer assistance program 
may be able to assist you at [insert contact information].] 

 
 

Appeal Filing Form  
[Insert Insurer Name]       [Insert Name and ID Number] 
[Insert Phone Number/ Mailing Address]     [Insert Claim #]   
 
Detach this form and send to:  [Insert name and contact information] 
NAME OF PERSON FILING APPEAL: ____________________________ 
☐Covered person   ☐Patient   ☐Authorized Representative 
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Name: ID Number: 
Claim #: Date of Service: 

Provider: 

Reason for Denial (in whole or in part): 

Amt. Charged Allowed Amt. Other 
Insurance 

Deductible Co-pay Coinsurance Other Amts. 
Not Covered 

Amt. Paid 

YTD Credit toward Deductible: YTD Credit toward Out-of-Pocket Maximum: 

Diagnosis: 

Diagnostic Codes: Requested Service(s)/ Treatment Code: 

Treatment Category (Subcategory): Denial Codes: 

Model Notice of Final External Review Decision 
Date of Notice 

 
Carpenters Local No. 491 Health and Welfare Plan      
Address   

       
This document contains important information that you should retain for your records. 

This document serves as notice of a final external review decision.  We have [upheld/overturned/modified] the denial 
of your request for the provision of, or payment for, a health care service or course of treatment.  

Historical Case Details: 
Name: ID Number: 
Claim #: Date of Service: 

Provider: 

Reason for Denial (in whole or in part): 
 
Amt. Charged Allowed Amt. Other 

Insurance 
Deductible Co-pay Coinsurance Other Amts. 

Not Covered 
Amt. Paid 
 
 
 

YTD Credit toward Deductible: YTD Credit toward Out-of-Pocket Maximum: 

Diagnosis: 

Diagnostic Codes: 
 

Requested Service(s)/ Treatment Code: 
 

Treatment Category (Subcategory): 
 

Denial Codes: 
 

 [If denial is not related to a specific claim, only name and ID number need to be included in the box.  The reason for the denial 
would need to be clear in the narrative below.] 
 
Background Information: Describe facts of the case including type of appeal, date appeal filed, date appeal was received by IRO and 
date IRO decision was made.  
 
Final External Review Decision: State decision.  List all documents and statements that were reviewed to make this final external 
review decision.  
 
Findings:  Discuss the principal reason or reasons for IRO decision, including the rationale and any evidence-based standards or 
coverage provisions that were relied on in making this decision.  

 
Important Information about Your Appeal Rights 

 
What if I need help understanding this decision?   
Contact us [insert IRO contact information] if you need assistance understanding this notice.     
 
What happens now?  If we have overturned the denial, your plan or health insurance issuer will now provide service or payment.  If 
we have upheld the denial, there is no further review available under the appeals process.  However, you may have other remedies 
available under State or Federal law, such as filing a lawsuit.  
 
Other resources to help you: For questions about your appeal rights, this notice, or for assistance, you can contact the Employee 
Benefits Security Administration at 1-866-444-EBSA (3272).  [Insert, if applicable in your state: Additionally, a consumer assistance 
program may be able to assist you at [insert contact information].]  
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