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THE COMPANY

TERMINATION CHECKLIST

	Employee Name:
	Department:
	Termination Date:

	Job Title:
	Supervisor:

	  
Personnel Action Form Completed

  
Resignation Letter from Employee

  
Insurance:

  
COBRA notice

  
Benefits Conversion Info

  
CARE/HIPP Notification (State of California)

  
Notice of Change of Status (California U.I. Code § 1089)

  
EDD Pamphlet "For Your Benefit" (State of California)

  
Return Employee Handbook

  
Return Supervisor's Manuals

  
Exit Interview Form

  
Computer Password Change

  
Expense Advances Repaid to Company

  
Outstanding Expense Reports Due Employee

  
Company Property Returned: (See Company Property Receipt)

  
Keys

  
Pagers

  
Parking Pass

  
Other
____________

____________

  
Exit Interview Questionnaire Completed

	Final Checks Issued: 
	 Delivered in Person

 Mailed to: ___________________________________________________________________________

	Other: _______________________________________________________________________________

_______________________________________________________________________________

	Comments: ______________________________________________________________________________

_______________________________________________________________________________

	Exit Interview Conducted by:
	Date:


THE COMPANY

EXIT INTERVIEW QUESTIONNAIRE

	We value your opinions in our ongoing efforts to improve Company performance and employee satisfaction. 

Please take a few minutes to complete this questionnaire and return it to Human Resources.  Thank you.

	Name:
	Department:

	Position:
	Last Day Worked:

	Immediate Supervisor:

	REASON FOR LEAVING

	Was your decision to leave THE COMPANY influenced by any of the following?      Please mark all that apply.

Relocation



DISSATISFIED DUE TO:


Returning to school





Health/Medical Reasons


Type of Work


Family Circumstances



Job Responsibilities


Retirement




Compensation


Stop working




Benefits


Location/Commute



Supervisor


Another Job




Company Management



Other 





Career Opportunities



	YOUR JOB

	
	Excellent
	Good
	Fair
	Poor

	How would you rate the following in your job department?

Morale in the department


 

Cooperation within the department 


 

Cooperation within other departments 


 

Orientation to the job 


 

Adequate training in the job 


 

Communication within the department 


 

Fair Play 


 



	YOUR SUPERVISOR

	
	Excellent
	Good
	Fair
	Poor

	How would you rate your supervisor/manager on the following points?

Fair and equal treatment of employees 


 

Provides recognition on the job 


 

Resolves complaints and problems 


 

Follows consistent policies 


 

Keeps employees informed about what is going on 


 

Encourages feedback/welcomes suggestions 


 

Shows willingness to admit and correct mistakes 


 

Gives instructions clearly 


 

Gets cooperation 


 

Shows an interest in individual employees 


 

Handles pressure/conflict 


 

Overall effectiveness 


 

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	THE COMPANY

	
	Excellent
	Good
	Fair
	Poor

	What was your opinion of the following in THE COMPANY as a whole?

Morale in THE COMPANY as a whole 


 

Your salary 


 

Opportunity for advancement/promotion 


 

Employee recognition 


 

Benefits 


 

Physical working conditions 


 

Equipment/tools provided 


 

Support from the Human Resources Department 


 



	OVERALL

	Would you want to work here again if a suitable job were available? _________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

	If you are resigning voluntarily, is there anything THE COMPANY could have done to keep you? ___________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

	What did you like MOST about working at this Company? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________

	What did you like LEAST about working at this Company? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Did you feel free to discuss problems or complaints with your supervisor and/or Human Resources? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Have you sustained any work-related injury or illness, which has not been reported? q Yes q No.  If yes, describe: ________________________________________________________________________________________________________________________________________________________________________________________________________________

	Address where you want your W-2 form sent:
_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

	Other Comments or Suggestions: ____________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

	Signature:
	Date:
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THE COMPANY

COBRA ELECTION FORM

	Name of covered employee: ___________________________ Social Security No.: _________________

Employment Termination Date: ___________________________________________________________

Last day of health plan coverage: _________________________________________________________

Date Election Form due:_________________________________________________________________

	If you do not complete and return this COBRA Election Form on or before “Date Election Form Due” (above), you will be deemed to have declined COBRA continuation coverage.

If you are married and you and your spouse are covered by the Plan, you and your spouse have independent rights to elect to continue coverage.  For example, if you do not elect to continue coverage, your spouse may elect to continue coverage for your spouse and any covered dependent children.

	Certification and Election

	I have read and understand the notice of right to elect to continue THE COMPANY health plan coverage.  I elect to continue plan coverage under the provisions of COBRA for myself and/or for the persons I list below.  I understand that continuation coverage will end on the earliest of the following dates:

1.
The last day of the maximum coverage period (18 months, as described in the notice, unless special rules for the 29 month or 36 month coverage periods apply);

2.
The first day of the month for which the COBRA premium is not timely paid;

3.
The day THE COMPANY ceases to maintain any group health plan for its employees;

4.
If, after electing COBRA, a qualified beneficiary becomes entitled to Medicare, the date of the Medicare entitlement (applies only to the person who becomes entitled to Medicare);

5.
If, after electing COBRA, a qualified beneficiary becomes covered by another group health plan that does not contain an exclusion or limitation for a pre-existing condition of the qualified beneficiary, the date of the other coverage begins or the exclusion or limitation becomes inapplicable;

6.
In the case of qualified beneficiary entitled to 29 months of coverage on account of disability, the first day of the first month more than 30 days after a final determination that the qualified beneficiary is no longer disabled.

	On line 1, write your name (if you elect coverage for yourself) and check the column that describes your status.  On the remaining lines, do the same for other persons being covered.  Also, enter the date of birth of dependent children being covered.

	Name
	Covered Employee
	Spouse of Employee
	Child of Employee
	If child,

Date of Birth

	1.  (Your Name)
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	

	6.
	
	
	
	

	Home Address:

	City:
	State:
	Zip:
	Phone: (       )   

	Employee Signature:


	Date:

	Return this Election Form to______________________________________________________________________________________________

______________________________________________________________________________________________________________________




THE COMPANY

QUALIFYING EVENT

NOTICE OF CONTINUATION OF BENEFITS

UNDER FEDERAL LAW  (COBRA)
	To: (Name)
	From: (Company)

	Address:
	Address:

	City:
	City:

	State:
	Zip:
	Date:
	State:
	Zip:
	Date:

	Continuation of Group Health Coverage is available to you due to: (Check one of the following)
 The employee’s termination of employment or loss of eligibility due to reduced hours on _____________.

 The employee’s death on ____________________.

 The employee’s divorce or legal separation effective ____________________.

 A dependent child has reached limiting eligibility age under the Group Health Policy as of ____________.

 Loss of dependent coverage when employee became entitled to Medicare benefits on  ________________.

The Group Health coverage under which you have been covered will cease because of the reason and on the date indicated above unless you comply with requirements A and B below.

A.
Prior to ____________________ (within 60 days after the above event or date of this notice, whichever is later), you must complete the COBRA Election Form and return it to our Company.  If you elect to continue coverage, you must, within 45 days of your election date, submit to the address shown above, your check, payable to our Company, to cover the initial payment.  The check must cover the number of months from the above event to the time of payment.  The current monthly cost of the group health plan is:

$ ___________________ for the employee.

$ ___________________ for dependent(s), if any (provided they were previously covered).

$ ___________________ total premium.

If You Respond Immediately, You Will Assure Early Reinstatement of Coverage and Minimum Claim Delay.

If you make the monthly payment as indicated above, your group health coverage will be continued until the earliest to occur of:

 18 months following the termination of employee’s employment or lost eligibility.

  29 months following the termination of employee’s employment or lost eligibility due to reduction in hours if you are determined to be disabled at the time of the qualifying event under Title II (OASDI - Old Age Survivors and Disability Insurance) or Title XVI (SSI - Supplemental Security Income) of the Social Security Act.  You must notify your plan administrator within 60 days after you have been determined disabled but before the end of the first 18 months of COBRA continuation.
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	  The date following election on which you are or become entitled to Medicare.

  36 months following the date of employee’s death, divorce, legal separation, loss of coverage due to entitlement to Medicare coverage or dependent child’s ineligibility.  If any of these events occur during the employee’s 18 month continuation period, then non-employee beneficiaries may continue for up to 36 months from the date of the employee’s original qualifying event.

  The date on which the above group health policy discontinues.  (However, if health coverage is replaced, continuation may continue under a succeeding arrangement.)

  The date following your election date on which you are or become covered under another group health plan under which you are not subject to any pre-existing conditions limitation or exclusion, or the date you have satisfied any such pre-existing limitation or exclusion.

B.
You must submit the same payment (unless you have been advised of a change) to our Company not later than the __________ of each following month.  If you fail to make the monthly payment when due, your coverage will cease at the end of the period for which payment has been made and cannot be reinstated.

The continuation required by federal law is applicable only to employers employing 20 or more employees on a typical business day during the preceding calendar year.  By offering you this option, we have determined, as Group Health Plan Sponsor, that we are required to offer continuation of health coverage.

If you are also eligible for the option of continuing your group medical expense benefits under a state law, we will supply you with a separate form for that purpose so that you may choose either the federal or the state continuation option.



	Authorized Company Representative:
	Date:
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