SAMPLE LETTER - NOTICE OF DELINQUENT PREMIUM PAYMENT
 

DATE






SENT CERTIFIED MAIL








RETURN RECEIPT REQUESTED
NAME

ADDRESS

CITY, STATE  ZIP

Dear NAME:                                                      

The ______________________ company has not received your share of health plan premiums. 

These premiums are your responsibility during FMLA leave. If you fail to pay them by the later of ___________, 20__, or 15 days from the date of this letter, your coverage will end. You may have continuation or reinstatement rights in the future, but a loss of coverage likely may result in unpaid medical bills.

Send your premium payment of $_______ to the following address to avoid loss of coverage:

 

______________________________________

______________________________________

______________________________________

 

 

Sincerely,

Human Resources

