
 

 
 

 

     

 

 

           

 

          

  

   

 

Disenrollment Form
 
Each member requesting to be disenrolled must complete their own form. 

If you request disenrollment, you must continue to get all medical care from Wellcare By Health Net until the effective 
date of disenrollment. Contact us to verify your disenrollment before you seek medical services outside of Wellcare By 
Health Net's network. We will notify you of your effective date after we get this form from you. 

If you have any questions, call Wellcare By Health Net at the appropriate number below. We are available from 
October 1 to March 31, you can call us 7 days a week from 8 a.m. to 8 p.m. From April 1 to September 30, you can 
call us Monday through Friday from 8 a.m. to 8 p.m. A messaging system is used after hours, weekends, and on 
federal holidays TTY users should call 711. 

YOU MAY TYPE TO COMPLETE THIS FORM. YOU MAY ALSO PRINT IT AND FILL IT OUT, IN WHICH CASE PLEASE PRINT 
YOUR RESPONSES USING BLACK OR BLUE INK. FILL CHECK BOXES IN WITH AN “X”. 

Last Name ________________________________________________ ______________________________________ ___   First Name  MI  Mr.  Mrs.  Miss. Ms. 

Wellcare By Health Net Subscriber ID Number  _____________________________________________________________________________________________ 

________________________________________________________________________________________________________________________________ 

_______________________________________________________________________ 

________________________________________________ ______________________________________________________
 

Medicare Number  

Date of Birth (MM/DD/YYYY)  Sex  M F
 

Home Phone Number         Mobile Phone Number  

Permanent Residence Street Address (P.O. Box is not allowed)  _________________________________________________________________________
 

 __________________________________________________________________________ _________________________________ _________________________
 

_________________________________________________________
 

__________________________________________________________________________ _________________________________ _________________________
 

_____________________________________________________________________________________________________________________________________
 

City State Zip Code  

Mailing Address if different from permanent residence (P.O. Box is allowed) 

City State  Zip Code  

Email Address  

Please carefully read and complete the following information before signing and dating this disenrollment form: 

If I have enrolled in another Medicare Advantage or Medicare Prescription Drug Plan, I understand that Medicare will 
cancel my current membership with Wellcare By Health Net on the effective date of the new enrollment. I understand 
that I may not be able to enroll in another plan at this time. I also understand that if I am disenrolling from my Medicare 
prescription drug coverage and want Medicare prescription drug coverage in the future, I may have to pay a higher 
premium, due to a late enrollment penalty, for this coverage. 

continued on next page 
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I understand that my signature (or the signature of the person I have authorized to make decisions on my behalf) on 
this form means I have read and understand the contents of this form. If signed by an authorized representative, this 
signature certifies that: this person is authorized under State law to complete this disenrollment, and documentation of 
this authority is available upon request. 

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 (as described above), this signature certifies that: 1) this person is authorized under State 
law to complete this disenrollment and 2) documentation of this authority is available upon request by Wellcare By 
Health Net or by Medicare. 

If you are the authorized representative, you must sign above and provide the following: 

Name:   Phone Number:  

Address:   Relationship to the Enrollee:  

Typically, you may disenroll from a Medicare Advantage Plan only during the annual enrollment period which 
takes place from October 15 through December 7 of each year, or during the Medicare Advantage Open 
Enrollment Period from January 1 through March 31 of each year. 

There are exceptions which may allow you to disenroll outside of this period. If you have questions about the 
times you may disenroll, please call Member Services for assistance. 

PLEASE SELECT THE DISENROLLMENT REASON THAT APPLIES TO YOU 

Please read the following statements carefully and check the box if the statement applies to you. By checking any of 
the following boxes you are certifying that, to the best of your knowledge, you are eligible for an Election Period. 

I recently had a change in my Medicaid (newly qualified for, had a change in level of assistance, or lost eligibility 
for Medicaid) on ____________________

____________________

. 

I recently had a change in my Extra Help paying for Medicare prescription drug coverage (newly qualified for, 

had a change in level of assistance, or lost eligibility for Extra Help) on .
 

I have both Medicare and Medicaid (or my state helps pay for my Medicare premiums) or I get Extra Help paying 
for Medicare prescription drug coverage, but I haven’t had a change. 

I am moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a nursing home). 

I moved/will move into/out of the facility on ____________________.
 

I am joining a PACE program on ____________________. 

I am joining employer group or union coverage on ____________________. I am requesting a disenrollment date of 
 
____________________  with the understanding that this is subject to CMS approval.  


I was enrolled in a plan by Medicare (or my state) and I want to select a different plan. My enrollment in that plan 
started or will start on ____________________.  
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If none of these statements applies to you or you're not sure, please contact Wellcare By Health Net at the phone 
number at the bottom of this form to see if you are eligible to disenroll. We are open from October 1 to March 31, 
you can call us 7 days a week from 8 a.m. to 8 p.m. From April 1 to September 30, you can call us Monday through 
Friday from 8 a.m. to 8 p.m. A messaging system is used after hours, weekends, and on federal holidays TTY users 
should call 711. 

PLEASE SELECT THE REASON WHY YOU ARE LEAVING. 

PCP not in network 

Specialist not in network 

Copays are too high 

Can’t get access to a service 

Premium is too high 

Was not aware I was enrolling in this plan 

Other  _______________________________________________ 

You may email or return your completed form to:  

MedicareDisenrollments@centene.com 

Wellcare By Health Net  
P.O. Box 10420  
Van Nuys, CA 91410  
Fax: 1-844-222-3180 
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We’re Just a 
Phone Call Away 

ARKANSAS 
HMO, HMO D-SNP 
1-855-565-9518 
Or visit www.wellcare.com/allwellAR 

ARIZONA 
HMO, HMO C-SNP , HMO D-SNP 
1-800-977-7522 
Or visit www.wellcare.com/allwellAZ 

CALIFORNIA 
HMO, HMO C-SNP, PPO  
1-800-275-4737 

HMO D-SNP  
1-800-431-9007 
Or visit www.wellcare.com/healthnetCA 

FLORIDA 
HMO D-SNP 
1-877-935-8022 
Or visit www.wellcare.com/allwellFL 

GEORGIA 
HMO 
1-844-890-2326 

HMO D-SNP 
1-877-725-7748 
Or visit www.wellcare.com/allwellGA 

INDIANA 
HMO, PPO 
1-855-766-1541 

HMO D-SNP 
1-833-202-4704 
Or visit www.wellcare.com/allwellIN 

KANSAS 
HMO, PPO 
1-855-565-9519 

HMO D-SNP 
1-833-402-6707 
Or visit www.wellcare.com/allwellKS 

LOUISIANA 
HMO 
1-855-766-1572 

HMO D-SNP 
1-833-541-0767 
Or visit www.wellcare.com/allwellLA 

MISSOURI 
HMO 
1-855-766-1452 

HMO D-SNP 
1-833-298-3361 
Or visit www.wellcare.com/allwellMO 

www.wellcare.com/allwellMO
www.wellcare.com/allwellLA
www.wellcare.com/allwellKS
www.wellcare.com/allwellIN
www.wellcare.com/allwellGA
www.wellcare.com/allwellFL
www.wellcare.com/healthnetCA
www.wellcare.com/allwellAZ
www.wellcare.com/allwellAR


 
  

 
  

 

 
  

 
  

 

 
  

 

 
  

 

 
  

 
  

 

 
  

 

 
  

 
  

 

 
  

 
  

 

 
  

 
  

 

 
  

 
  

 

 
  

 

MISSISSIPPI 
HMO 
1-844-786-7711 

HMO D-SNP 
1-833-260-4124 
Or visit www.wellcare.com/allwellMS 

NEBRASKA 
HMO, PPO 
1-833-542-0693 

HMO D-SNP, PPO D-SNP 
1-833-853-0864
�

Or visit www.wellcare.com/NE
�

NEVADA 
HMO, HMO C-SNP, PPO 
1-833-854-4766 

HMO D-SNP 
1-833-717-0806 
Or visit www.wellcare.com/allwellNV 

NEW MEXICO 
HMO, PPO 
1-833-543-0246 

HMO D-SNP 
1-844-810-7965 
Or visit www.wellcare.com/allwellNM 

NEW YORK 
HMO, HMO-POS, HMO D-SNP 
1-800-247-1447 
 Or visit  
www.wellcare.com/fidelisNY 

OHIO 
HMO, PPO 
1-855-766-1851 

HMO D-SNP 
1-866-389-7690 
Or visit www.wellcare.com/allwellOH 

OKLAHOMA 
HMO, PPO 
1-833-853-0865 

HMO D-SNP 
1-833-853-0866
�

Or visit www.wellcare.com/OK
�

OREGON 
HMO, PPO 
1-888-445-8913 
Or visit www.wellcare.com/healthnetOR 

HMO D-SNP 
1-844-867-1156 
Or visit www.wellcare.com/trilliumOR 

PENNSYLVANIA 
HMO, PPO 
1-855-766-1456 

HMO D-SNP 
1-866-330-9368 
Or visit www.wellcare.com/allwellPA 

SOUTH CAROLINA 
HMO, HMO D-SNP 
1-855-766-1497 
Or visit www.wellcare.com/allwellSC 

www.wellcare.com/allwellSC
www.wellcare.com/allwellPA
www.wellcare.com/trilliumOR
www.wellcare.com/healthnetOR
www.wellcare.com/OK
www.wellcare.com/allwellOH
www.wellcare.com/fidelisNY
www.wellcare.com/allwellNM
www.wellcare.com/allwellNV
www.wellcare.com/NE
www.wellcare.com/allwellMS


 
  

 
  

 

 

 
  

 
  

 

TEXAS 
HMO 
1-844-796-6811 

HMO D-SNP 
1-877-935-8023
�

Or visit www.wellcare.com/allwellTX
�

WASHINGTON 
PPO 
1-888-445-8913
�

Or visit www.wellcare.com/healthnetOR
�

WISCONSIN 
HMO D-SNP 
1-877-935-8024 
Or visit www.wellcare.com/allwellWI 

TTY FOR ALL STATES: 711 

HOURS OF OPERATION
 October 1 to March 31: Monday–Sunday, 8 a.m. to 8 p.m.

 April 1 to September 30: Monday–Friday, 8 a.m. to 8 p.m. 

www.wellcare.com/healthnetOR
www.wellcare.com/allwellTX
www.wellcare.com/allwellWI
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