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	Blue Shield of California Medicare Advantage 計劃退保表格
	在本退保表格上簽名並註明日期前，請仔細閱讀並填寫以下的資訊：
	如果您是授權代表，您必須提供以下資訊：


	Member Number: 
	Last Name: 
	First Name: 
	Middle Initial: 
	Birth Date_af_date: 
	Sex: Off
	Phone Number: 
	Today's date_af_date: 
	Authorized Representative - Last Name: 
	Authorized Representative - First Name: 
	Authorized Representative - Middle Initial: 
	Authorized Representative - Street Address: 
	Authorized Representative - City: 
	Authorized Representative - State: 
	Authorized Representative - Zip Code: 
	Authorized Representative - Phone Number: 
	Authorized Representative - Relationship to Enrollee: 
	I recently had a change in my Medicaid (newly got Medicaid, had a change in level of Medicaid assistance, or lost Medicaid) on (insert date) (MM/DD/YYYY): Off
	DATE I recently had a change in my Medicaid (newly got Medicaid, had a change in level of Medicaid assistance, or lost Medicaid) on (insert date) (MM/DD/YYYY): 
	I recently had a change in my Extra Help paying for Medicare prescription drug coverage (newly got Extra Help, had a change in the level of Extra Help, or lost Extra Help) on (insert date) (MM/DD/YYYY): Off
	DATE I recently had a change in my Extra Help paying for Medicare prescription drug coverage (newly got Extra Help, had a change in the level of Extra Help, or lost Extra Help) on (insert date) (MM/DD/YYYY): 
	I am moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a nursing home or long term care facility): 
	 I moved/will move into/out of the facility on (insert date) (MM/DD/YYYY): Off

	DATE I am moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a nursing home or long term care facility): 
	 I moved/will move into/out of the facility on (insert date) (MM/DD/YYYY): 

	I am joining a PACE program on (insert date) (MM/DD/YYYY): Off
	DATE I am joining a PACE program on (insert date) (MM/DD/YYYY): 
	I am joining employer or union coverage on (insert date) (MM/DD/YYYY): Off
	DATE I am joining employer or union coverage on (insert date) (MM/DD/YYYY): 
	I was enrolled in a plan by Medicare (or my state) and I want to choose a different plan: 
	 My enrollment in that plan started on (insert date) (MM/DD/YYYY): Off

	DATE I was enrolled in a plan by Medicare (or my state) and I want to choose a different plan: 
	 My enrollment in that plan started on (insert date) (MM/DD/YYYY): 



