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	Family care / partnership / pace / IRIS
Change routing


	Pages 1 and 2 are to be completed by the Managed Care Organization (MCO) or IRIS Consultant Agency (ICA) for use by the local Income Maintenance (IM) agency, with a copy sent to the Aging and Disability Resource Center (ADRC).

	A.   MEMBER INFORMATION

	
	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     FORMCHECKBOX 
 Partnership     FORMCHECKBOX 
 PACE
	Name of Managed Care Organization (MCO)

     

	
	

	B.   CHANGES THAT MAY EFFECT MEDICAID ELIGIBILITY AND/OR LONG-TERM CARE ENROLLMENT— Disenrollment date, if any, determined by IM / CARES 

	
	Please indicate type of change and provide details in the Additional Information area below.

	
	 FORMCHECKBOX 
 Failure to pay cost share/spenddown

	
	 FORMCHECKBOX 
 Failure to complete annual long-term care functional screen 

	
	 FORMCHECKBOX 
 Increase in assets

 FORMCHECKBOX 
 Increase/decrease in income

 FORMCHECKBOX 
 Increase/decrease in medical/remedial and/or MA card coverable expenses

 FORMCHECKBOX 
 Increase/decrease in shelter expenses

 FORMCHECKBOX 
 Change in living arrangement

 FORMCHECKBOX 
 Change in marital status

 FORMCHECKBOX 
 Increase/decrease in level of care on the long-term care functional screen (Route to ADRC ONLY)

 FORMCHECKBOX 
 Failure to complete Medicaid recertification (Route to ADRC ONLY)

	
	ADDITIONAL INFORMATION
     

	
	IM AGENCY USE: Please check the appropriate box, complete details and return to the MCO or ICA
	Name of IM Worker:
	     
	

	
	 FORMCHECKBOX 
 No Change in Eligibility/Enrollment
	

	
	 FORMCHECKBOX 
 Change in Cost Share Amount/Effective Date:
	New Amount:
	     
	Eff. Date:
	     

	
	 FORMCHECKBOX 
 Loss of Eligibility/Disenrollment Effective Date:
	     
	

	
	


	Pages 1 and 2 are to be completed by the Managed Care Organization (MCO) or IRIS Consultant Agency (ICA) for use by the local Income Maintenance (IM) agency, with a copy sent to the Aging and Disability Resource Center (ADRC).


	C.   CHANGES THAT MAY EFFECT MEDICAID ELIGIBILITY AND/OR LONG-TERM CARE ENROLLMENT —Disenrollment date information provided by MCO or ICA

	
	Enter the date the event occurred and check the type of event.  

	
	Date of Admission

     
	Date of Discharge (if known)

     
	

	
	Name of Facility

     
	Telephone Number

     

	
	 FORMCHECKBOX 
 Admission to Nursing Home

 FORMCHECKBOX 
 Expected to stay 30 days or more

	
	 FORMCHECKBOX 
 Incarceration

	
	 FORMCHECKBOX 
 Admission to an IMD


Note: All IMD admissions for individuals between the ages of 21 and 65 and all incarcerations MUST be disenrolled regardless of length of stay

	
	 FORMCHECKBOX 
 Death – Date: 
	     
	

	
	

	
	PACE/Partnership ONLY 
 FORMCHECKBOX 
 Disenrollment from the MCO’s PACE plan 

 FORMCHECKBOX 
 Disenrollment from the MCO’s Medicare Part D Plan

 FORMCHECKBOX 
 Refusal to select a primary care provider in the MCO’s network

	
	

	D.   CHANGES OF ADDRESS

	
	Reason

 FORMCHECKBOX 
 Voluntary
 FORMCHECKBOX 
MCO/IRIS Placement

	
	Type of Move:
 FORMCHECKBOX 
 Move within MCO service area

Effective date of new service area:      

 FORMCHECKBOX 
 Move from IRIS county to IRIS county


	 FORMCHECKBOX 
 Move outside MCO service area

If voluntary, effective date of disenrollment:      

 FORMCHECKBOX 
 Move out of state

Effective date of disenrollment:      


 FORMCHECKBOX 
 Move to Waiver county

Effective date of disenrollment:      


	
	New Address (Street, City, State, Zip Code)

     
	Telephone Number

     

	
	Date of Move

     
	County Moving From

     
	County Moving to

     

	
Note to MCO/ICA: Customer should be referred to the receiving ADRC or County Waiver Agency for information and assistance. Coordination of the change in residency and disenrollment/enrollment dates must occur between all agencies.

	E.   FORM COMPLETED BY

	
	Name – MCO / ICA Worker

     
	Date Completed

     

	
	Email Address

     
	Telephone Number

     

	

	

	
	Routed to:  FORMCHECKBOX 
 IM—Date:      
 FORMCHECKBOX 
 ADRC—Date:      
	


	Family care / partnership / pace / IRIS
Change routing

	Page 3 to be completed by Aging and Disability Resource Center (ADRC) only.

	F.   ADRC INFORMATION

	
	ADRC of

     
	County

     
	Date Form Received

     

	
	Member was already disenrolled when counseling was performed:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	Disenrollment pending:

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	Disenrollment counseling performed:

	
	
 FORMCHECKBOX 
 Yes—date of counseling
	     
	

	
	
 FORMCHECKBOX 
 No—Reason:
 FORMCHECKBOX 
 Member declined
 FORMCHECKBOX 
 Unable to make contact

	
	

 FORMCHECKBOX 
 Death
 FORMCHECKBOX 
 IMD/Jail

	
	Member desired to remain eligible and enrolled:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	ADRC was able to assist individual to remain enrolled:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
	
Comments:
	

	
	     

	Name – ADRC Worker Completing this Section

     
	Date Completed

     

	Telephone Number

     
	Email Address

     


ADRC staff should send completed form to the Office for Resource Center Development even if options counseling is not provided.
Fax: 608-267-3203, Attn: Disenrollment

Email: dhsorcddisenroll@wi.gov, Subject: Disenrollment

If enrollment is maintained, notify MCO or ICA for services to be continued.
CIP











