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	Family Care, PACE, Partnership, and IRIS Program Requested Disenrollment

	Instructions: This form is to be completed by the managed care organization (MCO), IRIS consultant agency (ICA), PACE organization (PO) and Bureau of Quality & Oversight (BQO). All Family Care, PACE, Partnership, and IRIS disenrollment requests using this form require the approval of the BQO Contract Coordinator or BQO Reviewer unless specifically noted. 

	MCO or PO: Initiate disenrollment process by completing Sections 1, 2, 3 and 4. Submit this form, along with appropriate supporting documentation, to your assigned BQO Reviewer for disenrollment. If the disenrollment is approved, complete Section 7 and send to the ADRC or Tribal ADRS, IM consortium, and Tribal nation if applicable.

	ICA: Initiate disenrollment process by completing Sections 1, 2, 3 and 5. Submit this form, along with the appropriate documentation, to your assigned BQO Reviewer for disenrollment, if required. If the disenrollment is approved, complete Section 7 and send to the ADRC or Tribal ADRS, IM consortium, or Tribal nation if applicable. If BQO approval is not required select the option in section 6 and send to the ADRC or Tribal ADRS, IM consortium, or Tribal nation is applicable.

	BQO reviewer: Review the request submitted by the MCO, PO or ICA. Complete Section 6. Send the completed form to the MCO, PO or ICA.

	IM consortium: Update Community Waiver Medicaid eligibility, if appropriate, upon receipt of this form.

	ADRC or Tribal ADRS: Staff will offer disenrollment counseling. Disenrollments related to member or caregiver acts that jeopardize the safety of others may be offered at the discretion of the ADRC or Tribal ADRS. Staff will enter the disenrollment date and reason for disenrollment in ForwardHealth upon receipt of form from the MCO or PO. 


	Section 1 – Personal information

	Name – First
     
	MI
     
	Last
     

	Date of birth
     
	MCI number
     

	Email 
     
	Phone number |_| Cell   |_| Home
     

	Permanent address
     
	City
     
	ZIP code
     

	Mailing address, if different
     
	City
     
	ZIP code
     

	Temporary address, if applicable
     
	City
     
	ZIP code
     

	County the person is living in, where the person is physically present
     
	County of responsibility
     

	|_| Protective placement 
	County
     

	Section 2– Contacts

	Contact 1

	[bookmark: Check1]|_| Guardian of person   |_| Guardian of estate   |_| Conservator   |_| POA health care   |_| POA finance 
|_| Medicaid authorized representative   |_| Spouse   |_| Other:      

	Effective date of guardianship or protective placement, if known:      

	POA health care activated: |_| Yes   |_| No
	POA finance activated: |_| Yes   |_| No

	Name
     
	Phone number
     

	Email
     

	Address
     
	City
     
	State
     
	ZIP code
     

	Contact 2

	|_| Guardian of person   |_| Guardian of estate   |_| Conservator   |_| POA health care   |_| POA finance 
|_| Medicaid authorized representative   |_| Spouse   |_| Other:      

	Effective date of guardianship or protective placement, if known:      

	POA health care activated: |_| Yes   |_| No
	POA finance activated: |_| Yes   |_| No

	Name
     
	Phone number
     

	Email
     

	Address
     
	City
     
	State
     
	ZIP code
     

	Section 3 – Current program information

	Long-term care program
|_| Family Care   |_| IRIS   |_| PACE   |_| Partnership

	Current MCO or ICA:      

	Current FEA, if enrolled in IRIS:      

	Section 4 – Managed Care organization or PACE organization request to disenroll

	|_| No contact

	|_| No longer accepting services

	|_| Unable to assure member health and safety

	|_| Member acts that jeopardize MCO or PO

	|_| PACE only – Caregiver acts that jeopardize the member, caregiver, or others

	|_| Select to verify 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 the date the member last accepted services other than case management:      

	Section 5 – IRIS consultant agency request to disenroll

	|_| No contact

	|_| Failure to utilize IRIS funding (no spend)

	|_| Residing in an ineligible setting

	|_| Unable to assure participant health and safety 

	|_| Misappropriation of IRIS funds

	|_| Mismanagement of employer authority

	|_| Program non-compliance

	|_| EVV non-compliance

	|_| Failure to pay cost share (failure to pay cost share does not require BQO approval, disenrollment date determined by IM)

	|_| Check here to verify that that you have attached appropriate documentation supporting this request and that a certified letter has been sent to the participant no less than 10 days prior to the effective date. Exception: failure to pay cost share does not require BQO approval. 

	Section 6 – BQO review

	Staff name
     

	Staff phone number 
     

	Staff email
     

	Date completed:      

	Disenrollment request decision:
|_| Approved, effective date of disenrollment:      
|_| Denied 
|_| Request does not require BQO approval

	Section 7 – Form completion and distribution

	MCO, PO, or ICA contact information

	MCO, PO, or ICA
     

	Staff name
     

	Staff phone number 
     

	Staff email
     

	Date form completed:      
	Date form distributed:      

	Distribution of completed form:
	|_| ADRC or Tribal ADRS
|_| IM 
|_| Tribal nation (if applicable)
|_| BQO reviewer

	Notes:
     

	The ADRC or Tribal ADRS must retain the original, disenrollment form, or an electronically scanned copy of the signed form, on file for ten years in the event of a records request.






