
 

  

 

                    

 

     

     

     

     

     

 

 

 
 

  

  

 
 

 

 

  

 

 

 
 

  

  

 
 

 

 

  

Disenrollment Form and Attestation of Eligibility 

Please return the completed form via Fax: 1-888-548-0098 
OR mail to P.O. Box 151108, Tampa, FL 33684 

If you request disenrollment, you must continue to get all medical care from Freedom Health until the effective 
date of disenrollment. Contact us to verify your disenrollment before you seek medical services outside of 

 

Last name:____________________________ First name:_______________________ Middle Initial:____ 

Medicare Number:_________________________ Member ID:__________________________________ 

M M D D  Y Y Y Y 
Birth Date: Gender: M  F Phone Number: (_____)________________ 

Typically, you may disenroll from a Medicare Advantage plan only during the annual enrollment 
period 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 

 

Attestation of Eligibility for an Election Period 

 
 

for an Election Period. 

  
M M D D  Y Y Y Y 

assistance, or lost Medicaid) on 

  
M M D D  Y Y Y Y 

Extra Help, had a change in the level of Extra Help, or lost Extra Help) on 

 I have both Medicare and Medicaid (or my state helps pay for my Medicare premiums) or I get Extra 
 

 I am moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a nursing 
M M D D  Y Y Y Y 

 

M M D D  Y Y Y Y 
  

Continued on next page 
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Disenrollment Form and Attestation of Eligibility 

Continued from page 1 

M M D D  Y Y Y Y 
 I am joining employer or union coverage on 

 I am joining or currently have other Creditable M M D D  Y Y Y Y 

  

  
M M D D  Y Y Y Y 

My enrollment in that plan started on 

  
 
 

of the natural disaster or other emergency. 

 Other:______________________________________ 

 
1-800-401-2740 (TTY users should call 711) to see if you are eligible to disenroll. From October 1 to 

 
 

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

 
 

enrollment. I understand that I might not be able to enroll in another plan at this time. I also understand 
 

coverage in the future, I may have to pay a higher premium for this coverage. 
M M D D Y Y Y Y 

Enrollee Signature* _____________________________________ Date: 

Enrollee Name:_______________________________________________________________________ 

 
  

 
available upon request by Freedom Health or by Medicare. 

 

Name:______________________________________________________________________________ 

Address:____________________________________________________________________________ 

Phone Number: (_____)_________________  Relationship to Enrollee:_________________________ 

 

Member ID:  -01 Date Received: 
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