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MEDICARE ADVANTAGE PLAN AND EMPLOYER GROUP WAIVER PLAN (EGWP) DISENROLLMENT FORM

FOR USE DURING THE GIC’S ANNUAL ENROLLMENT

I am disenrolling from the following Medicare Advantage or Employer Group Waiver (EGWP) plan (check one):

____
Fallon Senior Plan

____
Tufts Medicare Preferred

____
UniCare State Indemnity Plan/Medicare Extension (OME)
Insured must complete this section:

Please disenroll me from my health plan effective June 30, 2016.

Name: ___________________________________


GIC ID No. _______________



(Please print)

________________________________________


_____________________

Signature







Date

Spouse, if applicable, must complete this section:

I am the spouse of GIC Insured, ________________________, and wish to disenroll from my
                                                                                                             (Please print)
health plan effective June 30, 2016.

Name: ___________________________________


GIC ID No. _______________



(Please print)
________________________________________


_____________________

Signature







Date

Medicare Dependent, if applicable, must complete this section:

I am the dependent of GIC Insured, _______________________, and wish to disenroll from my
                                                                                                             (Please print)
health plan effective June 30, 2016.

Name: ___________________________________


GIC ID No. _______________



(Please print)

________________________________________


_____________________

Signature







Date

3/16


