
 
Plea

Nam

Grou

Curr

Mem

Add

City:

Tele

Med

 
Term
Term
follo
rece
prov
term
The 
 
Note
If thi
term
plan
insur
infor
 
Requ
Term
____

____

____

X__
Sign

 
____
Print

____
Add

se print in in

me of organ

up number:

rent plan (ci

mber’s last n

ress:  

: 

ephone: (     

dicare claim 

mination of 
mination of h
owing receip
ived. Memb

vided in thei
mination of c
 member is r

e to Medica
is is the first 

minate cover
, then you m
rance depar
rmation abo

uested date
mination rea
__ Voluntary

__ Deceased

__ Non-paym

___________
nature of me

An autho
not the g
to this re

___________
t full name 

____________
ress  

nk.  

ization:  

  

ircle one): F
F

 name: 

       )            

 number: (H

 coverage:  
 health insura
pt of an auth
bers who hav
r Evidence o
overage wil

 responsible 

are benefici
 time that yo
age within 1

may be guar
rtment or co
ut the availa

e of termina
ason:  
y   

d  DOD: ____

ment  

___________
ember or au
orized repres

 group benef
equest must 

___________
  

___________
  

Fallon Senior
Fallon Comp

 

Health Insura

 
ance coverag
orized requ
ve requested

 of Coverage
l be conside
 to contact t

ary:  
ou had enro

 12 months o
anteed issua

ounseling ag
ability of Me

ation: _____

  

__/_____/___

___________
uthorized re
sentative sig
fits administ
 be included

___________
  

____________
  

r Plan Premi
panion Care 

ance Claim N

ge for this m
est, unless a
d terminatio

e until the ef
ered on a ca
 the employe

olled into a M
of your initial
ance of cert
ency (1-800

edigap insur

_/_____/___

 

___  

___________
epresentativ
gning on be
rator, an Au

d with this re

________ 
 

________  
 

Re

ier HMO / F
 

First nam

State: 

Date o

 Number)  

member will 
 a specific da
on of covera
ffective date
se by case b

er group ben

 Medicare Ad
l effective da
ain Medigap
-882-2033 o
ance in your

___  

 _____ Mov

 _____ Requ

______  
ve   
half of a me

uthorized Re
equest. 

 __________
 Relationsh

 __________
 Telephone

equest 
(M

Fallon Senior

me:  

  

 of Birth: ___

 be effective
ate up to 3 m
ge must con

e for plan ter
 basis and are
nefits office 

dvantage pla
ate of enrol
p coverage. 

 or TTY: 1-80
r state.  

ved out of ar

uest by grou

 _____/_
 Date  

ember must 
epresentative

___________
hip to memb

___________
e number 

 for Pla
edicare

r Plan Premi

_/____/_____

e the first da
 months after
ntinue to rec
rmination. R
e subject to 
 in advance 

an, and if yo
lment in a M
 You may co

00-872-0166)

rea  

up  

_____/_____

 provide the
e Form sign

___________
ber  

____________

an Term
e Group

er Preferred

ZIP: 

___ Gend

ay of the mo
r the reques
ceive all me

Requests for 
 Medicare’s 
 of the termi

ou are reque
Medicare Ad
ontact your s
) to get mor

___  

e information
ed by the m

__  

_  

09-670-

mination
p Plans)

d PPO /        

MI: 

 

der: M or F 

onth 
t is 
dical care as
 retroactive 
 approval. 
ination date

esting to 
dvantage 
 state 
re 

n below. If 
member prio

-043 Rev. 01 9/1

n 
) 

      

 

s 
 

.  

r 

3 


	Text1: 
	Text2: 
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Check Box18: Off
	Check Box19: Off
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Check Box24: Off
	Check Box25: Off
	Text26: 
	Text27: 
	Text28: 
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Button1: 


