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Please read the bullet points below and complete the entire form to

request disenrolilment from Senior Whole Health.

e You may enroll in or disenroll from our plan at any time because you are covered by
both Medicare and MassHealth Standard (Massachusetts Medicaid). If you lose
MassHealth coverage, you can make a change up until two months after you are told
you lost coverage.

e Fill out the attached form if you:

o Want to change to Original Medicare and MassHealth Standard coverage, AND
o Do not want Medicare prescription drug coverage.

e Enrolling in another Medicare plan will automatically disenroll you from Senior Whole
Health. Do not fill out the attached form if you plan to enroll in another Medicare plan.

e Call 1-800-MEDICARE (1-800-633-4227) at any time to get more information on
Medicare plans available in your area. For TTY, dial 1-877-486-2048.

e If you are switching to Original Medicare and MassHealth Standard, you might be able
to buy a Medigap policy. This is also known as Medicare supplemental insurance. Call
your State Health Insurance Program, Serving the Health Information Needs of Seniors
(SHINE), at 1-800-243-4636 if you have questions about your state’s Medigap rights.

e If you have any questions or concerns, please call [Senior Whole Health] Member
Services at (888) 794-7268 (TTY: 711) Monday through Friday, 8 a.m. to 8 p.m. local
time.

Instructions
1. The form on the following two pages must be filled out and have a readable signature to
process your disenrollment request. Please write clearly.

2. Submit this completed form using one of these methods:

Mail to: ATTN: Senior Whole Health
1075 Main St., Ste 400
Waltham, MA 02451

Fax to: (855) 475-6999

Email to: swhmadisenrollment@molinahealthcare.com

Molina Healthcare is a C-SNP, D-SNP and HMO plan with a Medicare contract. D-SNP plans have
a contract with the state Medicaid program. Enroliment depends on contract renewal.
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3. Keep using Senior Whole Health providers until you disenroll. After we receive this
completed form, we will notify you of your effective date of disenrollment.

Required member information:

O Miss O Ms. O Mrs. [ Mr.

Last name:

First name: Middle initial:

Member ID number:

Date of birth: Phone number:

Sex: O Male O Female

Optional - the reason for my request to disenroll is:

[1 Medication not covered O Improperly enrolled
L1 Service denial or concern [ Joining another plan

L1 Personal care agency (PCA) denial or concern ] Returning to Medicare/Medicaid

[1 Home care service denial or concern [ Better benefits at competitor

[1 Dental denial or concern [ Nursing home not in network

1 Dissatisfied with an appeal decision ] Specialist not in network

[1 Language barrier 1 PCP not in network

L1 Dissatisfied with transportation benefit [ Dissatisfied with Healthy You benefits
[1 Benefit concern, please explain: [ Other, please explain:

[ X )
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Please carefully read the following information before signing and dating this form:

If I have enrolled in another Medicare Advantage or Medicare Prescription Drug Plan, |
understand Medicare will automatically cancel my current membership in Senior Whole Health
on the effective date of that new enroliment.

Your* signature:

Today’s date:

*Or the signature of the person authorized to act on your behalf under the laws of the State
where you live. If signed by an authorized individual, this signature certifies that (1) this
person is authorized under Massachusetts law to complete this disenrollment and (2)
documentation of this authority is available upon request by Senior Whole Health, Medicare
and/or MassHealth.

If you are the member’s authorized representative, you must provide the following:

Name:

Address:

Phone number:

Relationship to member:

[ X )
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