	STATE OF WISCONSIN

DEPARTMENT OF HEALTH SERVICES
Division of Public Health
F-00221  (07/2016) 
	

	Family care / IRIS
member requested disenrollment

	This side to be completed by Aging and Disability Resource Center (ADRC) for use by local Income Maintenance (IM), Managed Care Organization (MCO) and IRIS Consultant Agency (ICA).

	A.   MEMBER INFORMATION (completed by ADRC)

	
	Name – First
	MI
	Last

	
	     
	     
	     

	
	Name of Contact Person  FORMCHECKBOX 
 Guardian
 FORMCHECKBOX 
 Spouse
 FORMCHECKBOX 
 Other:      

     

	
	Street Address    FORMCHECKBOX 
 Member
 FORMCHECKBOX 
 Guardian
     
	City

     
	Zip Code

     

	
	County of Residence

     
	Telephone Number

    -     -     
	Member / Guardian Cell / Fax Number

    -     -     

	
	Date of Birth

     
	Member ID No. (as shown in ForwardHealth)

     
	Member Target Group (FE, DD, PD)

 FORMCHECKBOX 
 FE     FORMCHECKBOX 
 DD     FORMCHECKBOX 
 PD

	
	Long-Term Care (LTC) Program

 FORMCHECKBOX 
 IRIS     FORMCHECKBOX 
 Family Care    
	Name of Managed Care Organization (MCO)

     

	
	

	B.   DISENROLLMENT INFORMATION (completed by ADRC)

	
	Effective Date of Disenrollment:  
	     
	

	
	

	C.   INFORMATION COMPLETED BY

	
	Name – ADRC

     
	County

     

	
	Name – ADRC Worker Completing Form

     
	Telephone Number

     

	
	Email Address

     

	

	D.   OPTIONAL AGENCY USE

	
	     

	Distribution of completed form:
 FORMCHECKBOX 
 Member / Guardian (pages 1 and 2)





 FORMCHECKBOX 
 IM (pages 1 and 2) 


 FORMCHECKBOX 
 ICA (page 1)





 FORMCHECKBOX 
 MCO (page 1)


 FORMCHECKBOX 
 ORCD (pages 1 and 2)

ADRC staff should send both sides of completed forms to the Office for Resource Center Development 
even if disenrollment counseling is not provided.

Fax: 608-267-3203, Attn: Disenrollment

Email: dhsorcddisenroll@wi.gov, Subject: Disenrollment

The ADRC must retain the originally signed member requested disenrollment form, or an electronically scanned copy of the signed form, on file for seven years in the event of a records request.


	Family care / IRIS DISENROLLMENT

	This side to be completed by the member / participant.

	E.   REQUESTING DISENROLLMENT

	
	Important Note for Members / Participants Requesting Disenrollment: You should discuss the possible consequences of disenrolling and your disenrollment date with staff at the Aging and Disability Resource Center (ADRC). You are not required to specify your reasons for disenrolling, but we would appreciate your comments. When completed, please give or send this form to the ADRC, if ADRC staff is not present. Your signature is mandatory in section G below to be disenrolled; all other sections of this form are optional.

	
	I wish to stop participation in (√ program):  FORMCHECKBOX 
 Family Care   FORMCHECKBOX 
 My current MCO       FORMCHECKBOX 
 IRIS      

	
	I would like to stop participation on the following date:
	     
	(NOTE: May not be actual disenrollment date)

	
	Did you meet with someone from the ADRC to discuss your disenrollment from the program?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	
(If no and you want to talk with someone, please contact the ADRC.)

	
	Is your name and contact information correct on the other side of this form?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	
(If no, please make changes on this form.)

	F.   REASON FOR LEAVING THE PROGRAM (Check all that apply)

	
	 FORMCHECKBOX 
 I would like to switch to a different program or MCO. Check which program you are interested in:

	
	
 FORMCHECKBOX 
 Family Care
 FORMCHECKBOX 
 PACE
 FORMCHECKBOX 
 Partnership
 FORMCHECKBOX 
 Different MCO
 FORMCHECKBOX 
 IRIS

	
	Reason for choosing a different program or MCO:
	

	
	 FORMCHECKBOX 
 Dissatisfied with cost share
	  FORMCHECKBOX 
 Customer service issues with the IRIS FSA

	
	 FORMCHECKBOX 
 Difficulty finding or retaining providers
	  FORMCHECKBOX 
 Customer service issues with the IRIS ICA

	
	 FORMCHECKBOX 
 Needed add’l support in coordinating services / supports
	  FORMCHECKBOX 
 Customer service issues with the MCO

	
	 FORMCHECKBOX 
 Unable to secure all needed services or hours of service
	  FORMCHECKBOX 
 I have found other ways to meet my needs

	
	 FORMCHECKBOX 
 Services did not meet expectations
	  FORMCHECKBOX 
 Other—please describe:

	
	 FORMCHECKBOX 
 Not able to use provider of my choice
	     

	
	 FORMCHECKBOX 
 Dissatisfied with care team / IRIS consultant
	

	
	Comments: 

	

	
	

	

	G.   GRIEVANCE, COMPLAINT, APPEAL

	
	Have you filed a complaint, grievance, or appeal with the MCO or IRIS review committee or another party related to your wish to disenroll?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	H.   STATEMENT OF INTENT—You must sign this statement of intent to disenroll

	
	I, the undersigned, no longer wish to participate in Family Care, my current MCO or IRIS and request to be disenrolled from the program. I understand that if I am enrolling in IRIS my disenrollment from my current program will not be until my IRIS service plan is approved.

	
	
	
	
	

	
	SIGNATURE – Member / Participant
	
	Date Signed
	

	
	SIGNATURE – Guardian / POAHC
	
	Date Signed
	


CIP
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