rint, Braille, or audio. You also have the right to fil
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

REQUEST FOR TERMINATION OF Medicare PREMIUM PART DO-NOT WRITE IN-THIS SPACE

A, PART B, OR PART B IMMUNOSUPPRESSIVE DRUG
COVERAGE (Part B-ID)

Use this form to request to end your of Medicare coverage.. You can terminate Part A only if
you pay a premium for it. You can terminate Part B at any time. i t t

NAME-OFENROLLEE(PleasePrint/Name of Enrollee MEDICARE-NUMBERMedicare Number
Mailing Address Phone Number
City, State, Zip Code

Email Address

[J 1 authorize Social Security and Medicare to send me emails about my benefits and coverage.

NAME OF-RERSON+H-OTHER FHAN-ENROLLEE- WHOIS EXECUTING FHIS REQUEST. Enrollee (First Name, Middle Name, Last Name

B e e e F D N (PAFERBID-MALLEND,
request to end my Enter the month
HOSPIFALINSURANCE Part A Hospital and year you
Oinsurance want coverage to
] MEDICALINSURANCE Part B Medical Insurance end:

[ PART—BMMUNOSURPRESSIVEDRUG—COVERAGE

NOTE: Your Part A/Part B coverage will end the last day of the month
AFTER the month you submit your request. For example, if you submit
your request April 5, your coverage will end May 31. Note: Your Part
B-ID coverage
will end the last
day of the month
lyou request. For
example, if you
ask for coverage
to end in April,
lyour last day of

coverage will be
April 30,

i f the Social-Security-Act—as ded—for-th:
¥ ¥ 5

MM/YYYY, _____ b

. ; A o
stated-below:_| want to end my Medicare coverage for these reasons (optional):
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SN PAR A COVEDACE

If this request has been signed by mark (X), atwe-witnesses who knows the SIGNATURE (Write in Ink)
applicant must sign below.;-giving-theirfull addresses.
1. NAME OF WITNESS SIGN
HERE
ADDRESS-(Number-and Street, City, State-and Zip-Code) MAILING-ADDRESS-(Ntimber—ad-Street)
2 bLAME QF MITRESS SR STATE IR CORE
ADDRESS-(Number-and Street,€ity, Stateand Zip-Code) DATE-(MonthDay-and-Year) TELEPHONE NUMBER
A d to-th k-Reducti Act-of-1995 auired-t d-t 1 i finf } unh t-disph lid-OMB-
5 P —hO—p S P play
trol b Th Lid-OMB- trol b. £ th £ 1 0938-0025- Theti = red—+ r‘l this—inf - 1l
d-+ 10 H 't H ladi- tha ti + i H +. +i, h icti dat; th, tha dat. dad
& P pense; & g & & 7
d- J i th X7 L i3 b -+ th - th ) £
P y Y 5 {s}
this—fe 1 teto—CMS - Attr—PRA-R Cl Offi 7500-S. v B L o Balti [V ] d-21244-1850.
P & P : r : P 7 y 5 ; y -

Section 1838(b) and 1818A(c)(2)(B) of the Social Security Act require filing of notice advising the Administration when termination of Medicare coverage is
requested.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control
number. The valid OMB control number for this information collection is 0938-0025. The time required to complete this information collection is estimated
to average 10 minutes per response, including the time to review instructions, search existing data

resources, gather the data needed, and complete and review the information collection. If you have any comments concerning the accuracy of the
estimate(s) or suggestions for improving this form, please write to: CMS, Attn: PRA Reports Clearance Officer, 7500 Security Boulevard, Baltimore
Maryland 21244-1850.
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