
Status

       Approved

       Disapproved

Projected disenrollment date:  _____/_____/_____

I know that by filling out this form I may no longer get care from the Health Plan listed above.  This means the doctors my family and I see now may not see us anymore.                    
I will be notified when I am no longer in this Plan.

I also know that if I or any of my family members have joined this Health Plan less than 12 months ago, this disenrollment may not be approved unless I have a good reason 
to leave this Plan.  I also know that if I live in an area where Medicaid managed care is mandatory, if I leave this Health Plan, I may have to join another Plan.  If I need to be 
in a Health Plan to get health care, I will be told if I have to pick another Plan for me and my family.

Adult Signature(s): 	 Date   _____/_____/_____

Medicaid Managed Care/Family Health Plus Disenrollment Form
Applicant: Please print.  Do not fill shaded areas.  Reasons for leaving the Plan are on the back of this form.

Head of Household (Last Name, First, MI)

Current Street Address                       Apt. #

Case #

S.S. #

City

Name of Health Plan

State                          Zip Code

County:

LDSS/MCO Use Only:

Phone # (           )

Emergency Phone # (           )

Last Name First Name Date of Birth
MM/DD/YY

Sex
M/F

CIN Number Social Security
Number

Managed Care Plan 
Name

Reason for disenrollment 
SEE BACK FOR REASONS

Check Box On Back 
& ENTER CODE Here

LDSS/
MCO
use
only

Shaded areas to be used by LDSS staff only

New Plan Chosen

       Yes

Name of Plan: ___________________

End of Lock-in/Initial

Enrollment Period:  _____/_____/_____

(As Appropriate)

       Check if Good Cause

New Enrollment Packet Sent

      Yes        Date: _____/_____/_____

      No 

This form must be sent to your County Department of Social Services after you have filled it out.

DOH-4111 (1/04)               White Copy – Managed Care Organization               Yellow Copy – Applicant               Pink Copy - LDSS
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