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FAMILY CARE DISENROLLMENT FORM 
 

Important Note to Enrollees Voluntarily Disenrolling: If you are using this form to voluntarily 
disenroll, the information in Boxes 10-12 in the gray area must be filled in by staff of your aging and 
disability resource center. The effective date of your voluntary disenrollment, Box 12, is chosen 
by you. You should discuss with resource center staff the possible consequences of choosing one 
date rather than another. You do not need to indicate, in Box 9, why you are voluntarily disenrolling, 
but we would appreciate it if you did. Please remember to sign and date the statement of intent to 
voluntarily disenroll. When you are done, please give or send the form to resource center staff 
(contact information for the center is on the back of the form).  
 

Name of Managed Care Organization:  
 
1.  First Name: MI:  Last Name: 
  

2.  Street Address: 
 

3.  Town/City/Village:  Zip: 
     

4.  County Of Residence: 
 

5.  Home Phone Number: 
 

6.  Social Security Number: 
 

7.  Date Of Birth: 
     (MM/DD/YYYY) 

8.  Sex:  □   Male   
     □ Female   

9.  Reason For Voluntary Disenrollment:  (For example: No longer need services; prefer fee-for-
service; do not want to pay cost share; etc.) 
 

10.  Medicaid Number:  11.  Medicare Number: 

12.  Effective Date of Disenrollment: 
       (MM/DD/YYYY) 

STATEMENT OF INTENT TO VOLUNTARILY DISENROLL 
I, the undersigned, no longer wish to participate in the Managed Care Organization named 
above and voluntarily disenroll as of the date given in Box 12 above. 
    

13.  Member Signature:   
     

14.  Date Member Signed: 

 
15.  Does Member Have:        A Guardian? □  Yes □  No 

                                   An Activated Power Of Attorney For Health Care? □ Yes   □ No 
If the answer is yes to either question, please complete Boxes 16-21 below. 
16.  Guardian Or Activated POAHC Signature:   
       
17.  Date Guardian Or Activated POAHC Signed:   
18.  Street Address For Guardian Or Activated POAHC:  
                        
19.  Town/City/Village:   Zip:  County Of Residence:  
20.  State:                                                        Home Phone Number: 
21.  Please send me CARES notices in:  □  English  □  Spanish 
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FOR RESOURCE CENTER AND MCO OFFICE USE ONLY 

 
Please check the appropriate box below to indicate whether this form is being used for a 
disenrollment due to a loss of eligibility, Box 22, or an involuntary disenrollment, Box 30, or a 
voluntary disenrollment, Box 32. 
 
If this form is being used for a disenrollment due to a loss of eligibility or to an involuntary 
disenrollment, then: 
• The enrollee, or his or her guardian or activated POAHC if there is one, should not sign or 

date the statement of intent to voluntarily disenroll on the front of this form and should not 
sign or date the form anywhere else  

• Boxes 1-8 and Boxes 10-12 should be filled in by resource center and/or MCO staff 
• The effective date of disenrollment given in Box 12 should be based on the applicable 

Medicaid and Family Care policies and procedures, e.g., the effective date of disenrollment 
due to a loss of financial eligibility should be based on the applicable adverse action logic 

• Box 9 as well as Boxes 13-21 should be left blank or marked N/A 
 
If this form is being used for a disenrollment due to a voluntary disenrollment by an 
enrollee, then: 
• The enrollee or his or her guardian or activated POAHC should sign and date the statement 

of intent to voluntarily disenroll on the front of this form 
• Boxes 10-12 must be filled in by resource center staff; staff may, of course, help the enrollee 

fill in other boxes or even fill them in for the enrollee if requested to do so by the enrollee 
• The effective date of voluntary disenrollment chosen by the enrollee, which is entered in Box 

12, should not be earlier than the date on which the enrollee or his or her guardian or 
activated POAHC signs the statement of intent to voluntarily disenroll unless the MCO can 
provide a justification for using an earlier date. 

 
Name of Managed Care Organization: 

Name of Enrollee (First Name, MI, Last Name): 

 
22.  □ Loss of Eligibility 
Please indicate the reason for the loss of eligibility by checking the appropriate box below   
23.  □   Loss of financial eligibility 24.  □ Loss of functional eligibility 
25.  □ Failure to pay cost share   26.  □ Incarceration or placement in an IMD 
27.  □ Move out of the county in a single-
county MCO or out of the service area in a 
multi-county MCO  

28.  □ Death:  Date of death/disenrollment:  
       (MM/DD/YYYY) 

29.  □ Other:  (Please describe) 
 
30.  □ Involuntary Disenrollment 
31.  Date involuntary disenrollment was approved by DHFS: 
       (MM/DD/YYYY)   
32.  □ Voluntary Disenrollment 
 


