	STATE OF WISCONSIN

DEPARTMENT OF HEALTH SERVICES
Division of Long Term Care

F-00221B  (01/2012)
	

	Family care / partnership / pace / IRIS
REFUSAL TO ACCEPT SERVICES and PROGRAM Requested Disenrollment Routing


	Managed Care Organization (MCO), IRIS Consultant Agency (ICA), Office of Family Care Expansion (OFCE) Contract Coordinator, Income Maintenance (IM) Agency, and Aging and Disability Resource Center (ADRC) please see instructions on the back of this form.
Note: All Family Care, Partnership and PACE disenrollment requests using this form require the approval of the OFCE Contract Coordinator. The Bureau of Long Term Support (BLTS) will approve IRIS disenrollment requests.

	A.   MEMBER INFORMATION 

This section to be completed by Managed Care Organization (MCO) or Independent Consultant Agency (ICA).

	
	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

    -     -     
	

	
	Date of Birth

     
	Member ID No. (as shown in ForwardHealth)

     
	Member Target Group 

 FORMCHECKBOX 
 FE
 FORMCHECKBOX 
 DD
 FORMCHECKBOX 
PD

	
	Long Term Care (LTC) Program

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

     

	
	

	B.   NO LONGER ACCEPTING SERVICES

	
	MCO / ICA:   FORMCHECKBOX 
 Please check here to verify that that you have attached appropriate documentation supporting this request and that a certified letter has been sent to the member 14 days prior to the date of this request 

	
	
	     
	Enter date the member/participant last accepted services other than care management.  

	
	

	
	OFCE Contract Coordinator / BLTS: Disenrollment Approval

	
	Name – OFCE contract coordinator / BLTS
     
	Date Completed

     

	
	Email Address

     
	Telephone Number

     

	
	Enter effective date of disenrollment:  
	     
	

	
	

	
	IM Agency:  Please disenroll as of effective date approved by OFCE Contract Coordinator

	
	

	C.   PROGRAM REQUESTED DISENROLLMENT—MEMBER ACTS THAT JEOPARDIZE MCO STAFF OR OTHERS

	
	MCO / ICA:   FORMCHECKBOX 
Please check here to verify that you have attached appropriate documentation supporting this request and sent copies of this documentation to the member 

	
	OFCE Contract Coordinator / BLTS: Disenrollment Approval

	
	Name – OFCE contract coordinator / BLTS
     
	Date Completed

     

	
	Email Address

     
	Telephone Number

     

	
	Enter effective date of disenrollment:  
	     
	

	
	

	
	IM Agency:  Please disenroll as of effective date approved by OFCE Contract Coordinator / BLTS

	
	

	D.   PROGRAM REQUESTED DISENROLLMENT—UNABLE TO ASSURE HEALTH AND SAFETY 

	
	MCO / ICA:   FORMCHECKBOX 
 Please check here to verify that you have attached appropriate documentation supporting this request and sent copies of this documentation to the member 

	
	DISENROLLMENT APPROVED BY OFCE CONTRACT COORDINATOR / BLTS:

	
	Name – OFCE contract coordinator / BLTS
     
	Date Completed

     

	
	Email Address

     
	Telephone Number

     

	
	Enter date of approval:  
	     
	

	
	Referred Member to ADRC for disenrollment counseling
	 FORMCHECKBOX 
 Yes, date referred:
	     
	

	
	
	 FORMCHECKBOX 
 No
	
	

	

	
	

	
	IM Agency

	
	     
	Enter effective date of disenrollment

	
	

	E.   REQUEST COMPLETED FOR MCO / ICA BY

	
	Name – MCO / ICA Worker

     
	Date Completed

     

	
	Email Address

     
	Telephone Number

     

	

	F.   REFERRAL TO LOCAL IM AGENCY FOR DISENROLLMENT IN CARES

	
	Date routed to IM by Contract Coordinator / IRIS:   
	     
	

	

	INSTRUCTIONS

MCO / ICA—Initiate process by completing: section A and section B, C, or D; and section E.  Submit this form along with appropriate supporting documentation to the OFCE Contract Coordinator for your MCO or BLTS for IRIS disenrollments.  

OFCE Contract Coordinator / BLTS—Review request submitted by MCO / ICA.  If you approve the disenrollment, complete section B, C, or D; and section F.  For section B or C disenrollment, send completed form to IM, MCO, and ADRC. For section D disenrollment, send form to IM for processing. When form is received from IM, distribute to ADRC or MCO / ICA.
IM Agency—If you have received this request from the OFCE Contract Coordinator / BLTS, process the disenrollment in CARES (OM 08-58). If the disenrollment is requested in section B or C, use the disenrollment date indicated in that section. If the disenrollment is requested in section D, enter the reason for disenrollment as, “Member is no longer requesting services” which will disenroll the individual according to adverse action. Enter the effective date of disenrollment in section D and return the form to the OFCE Contract Coordinator when the disenrollment has been processed.

ADRC—Staff are expected to perform disenrollment counseling for section D disenrollments. Disenrollment counseling for other reasons may be done at the discretion of the ADRC. 


ADRC staff should send both sides of completed form to the Office for Resource Center Development.

Fax: 608-267-3203, Attn: Disenrollment

E-mail: dhsorcddisenroll@wi.gov , Subject: Disenrollment
Distribution of completed form:
 FORMCHECKBOX 
  ICA

 FORMCHECKBOX 
  IM





 FORMCHECKBOX 
  MCO





 FORMCHECKBOX 
  ADRC





 FORMCHECKBOX 
  ORCD
CIP











