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Long-Term Care Program Member or Participant Requested Disenrollment
Instructions
Completion of this form is voluntary; however, this form must be completed and signed if you are requesting to disenroll from the Family Care, PACE, Partnership or IRIS program. If you wish to disenroll, you must contact your local aging and disability resource center (ADRC) or if you are a tribal member, you may also contact your Tribal Aging and Disability Resource Specialist (ADRS). Contact information for local ADRCs or Tribal ADRS can be found at www.dhs.wisconsin.gov/adrc/consumer/index.htm. 
How to use this form
Read the instructions and information before signing the form. If you need information in another language or format, please contact your local ADRC or Tribal ADRS.

Only you, your legal guardian, conservator, activated power of attorney, or Medicaid authorized representative can sign this form.

Important information
After you sign this form, you can choose not to disenroll if you notify the ADRC or Tribal ADRS before the disenrollment date.

Signing this form
Your signature or the signature of your legal guardian, conservator, activated power of attorney, or Medicaid authorized representative on this form means you have read and understand the information in this form. You certify that all your answers are complete to the best of your knowledge. You understand that your signature authorizes the ADRC or Tribal ADRS to release your information to:
· The managed care organization (MCO), PACE organization (PO) or IRIS consultant agency (ICA) 
· Another ADRC or Tribal ADRS
· The tribe of affiliation, if provided
· Income maintenance agencies
· Medicaid
· Medicare 
· Service providers and their authorized representatives for the purpose of discontinuing your care.

Requested date of disenrollment
You may choose the date you would like to disenroll. However, disenrollment may not occur until the ADRC or Tribal ADRS receives and processes this signed form.

Personal information
Under Wis. Stat. § 49.45(4), your personally identifiable information is kept confidential and is only used for the direct administration of the selected long-term care program.

General instructions
ADRC or Tribal ADRS staff will complete the information in this form. Select the original form (the first form sent) checkbox or update/request to withdraw their disenrollment checkbox with the date. 

Section 1 Personal information
The ADRC or Tribal ADRS will complete all personal information fields including name, date of birth, MCI number, email address, phone number, permanent address, mailing address, (if different), and temporary address, (if appliable).

The county the person is living in, is defined as the county in which the person is currently residing and is physically present which may include a temporary living situation. 

County of Responsibility is defined as the county that has responsibility to provide services. County of responsibility is determined by the criteria outlined in the Residency Manual.

The ADRC or Tribal ADRS will check the box if a protective placement order is currently in place and specify the county in which it is held.

[bookmark: _Hlk188516684]Section 2 Contacts
[bookmark: _Hlk193888845][bookmark: _Hlk193887689]This section will be completed if the person has a legal guardian of person or estate, conservator, activated power of attorney for health care or finance, or Medicaid authorized representative. This section may also include other important contact information such as a spouse or family member. Name, phone number, email address and street address will be included for all contacts listed.

The ADRC or Tribal ADRS should include the date any legal decision order was established if known as well as if a power of attorney was activated.  

Section 3 Current program information
The ADRC of Tribal ADRS will select a box to indicate the program the person is currently enrolled in, and write the name of the current MCO, PO or ICA.

The ADRC or Tribal ADRS will include the name of the selected fiscal employer agency (FEA) if the person is enrolled in the IRIS program. 

[bookmark: _Hlk188521541][bookmark: _Hlk189033617]Section 4 Request to disenroll
The ADRC or Tribal ADRS will enter the effective date of disenrollment. This date is selected by the person but may not be before the date the form is signed and received by the ADRC or Tribal ADRS. It is important for the ADRC or Tribal ADRS to provide all relevant information to the person during disenrollment counseling, such as the impact on Medicaid eligibility and how the date affects cost share, to allow the person to make an informed decision.

The ADRC or Tribal ADRS will enter the effective date of disenrollment in FHiC for persons disenrolling from Family Care, PACE or Partnership. The ICA will enter the effective date of disenrollment in the DHS enterprise case management system. If the person chooses to disenroll from a program in less than three business days from the date the form is signed, the ADRC or Tribal ADRS will contact the MCO or ICA to assist in timely notification for ending services.

Section 5 Reason for disenrollment
If the person chooses to voluntarily share the primary reason, they have requested to disenroll, this section will be completed by the ADRC or Tribal ADRS. Select no, if no information is shared. The ADRC or Tribal ADRS will use the reason code indicated in this section as the reason for disenrollment in FHiC. 

Section 6 Signatures
[bookmark: _Hlk197516235]The signature of the person or the signature of the following persons or entities can sign forms related to enrollment, disenrollment, and changes in home and community-based long term care programs on behalf of the person: 
· Guardian of the estate 
· Guardian of the person 
· Guardian of the person and the estate 
· Conservator
· An agent with durable power of attorney for finances 
· An agent with activated power of attorney for health care 
· A Medicaid authorized representative 

If the person signs with an X or mark, two witness signatures are required. If the person is unable to sign, they may direct an adult to sign the form in front of two witnesses. The person who signs for the person should sign the person’s name and indicate that they are signing at the direction of the applicant and include their name.

Section 7 Form completion and distribution
The ADRC of Tribal ADRS will provide their contact information and complete all fields in this section and distribute to all applicable agencies. 

The ADRC or Tribal ADRS may use the notes section if there is additional information to communicate that cannot be found in other systems such as FHiC, CWW, FSIA, etc. 

Section 8 Customer request to withdraw disenrollment
If the person or their legal representative requests to withdraw their disenrollment before the disenrollment date, the ADRC of Tribal ADRS will verify this request by selecting either verbal consent was received by phone or in person, and the date the request was made. The ADRC or Tribal ADRS will sign and date this section of the form. 

Section 9 Form completion and distribution
If a person or their legal representative requests to withdraw their disenrollment before the disenrollment date the ADRC of Tribal ADRS will provide their contact information and complete all fields in this section. The ADRC or Tribal ADRS will check the box update/request to withdraw on the first page and include the date at the top of the form. The form will be redistributed to all applicable agencies. 

The ADRC or Tribal ADRS may use the notes section if there is additional information to communicate that cannot be found in other systems such as FHiC, CWW, FSIA, etc. 

Note: The ADRC or Tribal ADRS must retain the originally signed enrollment form, or an electronically scanned copy of the signed form, for ten years in the event of a records request.


	Long-Term Care Program Member or Participant Requested Disenrollment

	This form is to be completed by the aging and disability resource center (ADRC) or Tribal aging and disability resource specialist (ADRS) for use by income maintenance (IM), managed care organization (MCO), PACE Organization (PO) and IRIS consultant agency (ICA).


	[bookmark: Check1]|_| Original form
	[bookmark: Check2]|_| Update/request to withdraw date:      

	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
     


	[bookmark: Check3]|_| Protective placement 
	County
     

	Section 2 – Contacts

	Contact 1

	[bookmark: Check6]|_| 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

	[bookmark: _Hlk184047438]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
     

	Street address
     
	City
     
	State
     
	ZIP code
     

	Section 3 – Current program information

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

	Current MCO, PO, or ICA      

	Current FEA, if enrolled in IRIS      

	Section 4 – Request to disenroll 

	Date of disenrollment:      

	Section 5 – Reason for disenrollment 

	Select the primary reason the member or participant is choosing to disenroll.

	|_| 7A Difficulty finding or retaining providers
	|_| 7E Dissatisfied with cost share

	|_| 7A Not able to use provider of choice
	|_| 7L Customer service issues with the MCO or ICA or FEA

	|_| 7B Needed additional support in coordinating services and/or supports
	|_| 7M Choosing nursing home or hospice services

	|_| 7B Unable to secure all needed services
	|_| 70 Moving to another service region

	|_| 7B Services did not meet expectations
	|_| 72 No reason provided

	|_| 7D Switching to Fee for Service Medicaid
	|_| Moved out of state

	|_| Services no longer needed
	

	Section 6 - Signatures

	I request to disenroll from my current long term care program and understand that my long-term care services will end. 

	Signature – Individual


	Date signed

	Signature – Legal Guardian, Conservator, Activated Power of Attorney, or Medicaid Authorized Representative


	Date signed

	Signature – Legal Guardian, Conservator, or Activated Power of Attorney, or Medicaid Authorized Representative



	Date signed

	Signature – Witness (if applicable)


	Date signed

	Signature – Witness (if applicable)


	Date signed

	Section 7- Form completion and distribution

	ADRC or Tribal ADRS contact information

	ADRC or Tribal nation
     
	County
     

	Staff name
     

	Staff phone number 
     

	Staff email
     

	Date form completed:      
	Date form distributed:      

	Distribution of completed form:
	|_| Individual, Guardian, Conservator, Activated Power of Attorney, or Medicaid Authorized Representative
|_| Current MCO or ICA
|_| IM


	Notes:
     



	Section 8 – Customer request to withdraw disenrollment  

	The customer requested to withdraw their disenrollment from the managed care program or IRIS program. This request is being made before the disenrollment date.

	|_| Verbal consent received by phone 
|_| Verbal consent made in person
	Date of consent

	Signature – ADRC or Tribal ADRS Staff 


	Date signed

	Section 9- Form completion and distribution

	ADRC or Tribal ADRS contact information

	ADRC or Tribal nation
     
	County
     

	Staff name
     

	Staff phone number
     

	Staff email
     

	Date form completed:      
	Date form distributed:      

	Distribution of completed form:
	|_| Individual, Guardian, Conservator, Activated Power of Attorney, or Medicaid Authorized Representative
|_| Current MCO or ICA
|_| IM


	Notes:      


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



