Loss of Coverage Notice

To NMPSIA Employer Group:

Who Lost the Coverage:

Why was the Coverage Lost:

[ ] Retirement

[ ] Reduction in Hours Worked [ ] Ineligible due to

Sincerely,

[ ] Resignation

What Kind of Coverage was Lost:

[ 1 Medical
] Medical
] Medical
[ 1 Medical
[ 1 Medical

] Medical

[ ] Termination of Employment

[ ] Dental
[ ] Dental
[ ] Dental
[ ] Dental
[ ] Dental

] Dental

[ Vision
[ ] Vision
[ ] Vision
[ Vision
[ Vision

] Vision

Last Day of Coverage

. (Divorce, Death, Age, etc.)


NMPSIA
Printing Comment
This information should be on employer group's letterhead and signed by the employer representative with verifiable address and phone information.
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