LETTERHEAD GOES HERE
Including email and phone number 
NOTICE OF TERMINATION OF HEALTH INSURANCE COVERAGE

(Date)

(Employee)

(Address)


Re:
Failure to Pay Insurance Premium

Dear ________________________________ :

Upon commencing your leave on ________, or soon thereafter, you were advised that you were required to continue paying that portion of the premiums for your health insurance you are normally required to pay as a ____________ (Company) employee throughout your leave.  Arrangements for payment were communicated to and you were informed that you must make your health insurance premium payments by the ________ of each month.

To date, we have not received the scheduled premium payment from you.  If payment is not made within 15 days from your receipt of this letter, your grace period of 30 days will have lapsed and your health coverage will be terminated as of ___________.  If __________ (Company) decides to pay your share of the premiums during your leave, it may recover these payments from you at a later date should you wish to continue your coverage at some time in the future.

Payments should be sent to: 

_________________________________________________________________________

If you have any questions regarding this notice, please contact _________________ at ____________________ (phone number).

Sincerely,
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