SAMPLE LETTER (MA Disenrollment Confirmation)

Request for MA Disenrollment












[MONTH-DAY-YEAR]

Dear [PLAN], 

I am writing to request that my records with [PLAN NAME] reflect disenrollment effective [MONTH 1st YEAR]. I have [disenrolled through 1-800-Medicare / enrolled in a different plan through 1-800-Medicare] on [DATE] and understand that this action will result in disenrollment from [PLAN] effective on [MONTH 1st YEAR]. Please update your records accordingly.

You may contact me by telephone [PHONE NUMBER] or in writing [ADDRESS] if you are unable to process this request or require more information to do so.

Thank you,

[YOUR SIGNATURE]

[YOUR PRINTED NAME]

Enrollee’s Name: 				


Plan Name: 					


Plan ID Number: 				


HICN: 						
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