UAMS Retiree Election to TERMINATE

MEDICAL, DENTAL, or LIFE Coverage Form

	Retiree  NAME
	SOCIAL SECURITY NUMBER

	
	


Effective ________________________, I elect to voluntarily terminate my University of Arkansas Retiree MEDICAL, DENTAL or LIFE insurance coverage.   (Check one or more of the boxes below.)
· Cancel Prescription Portion of Retiree Medical:  I elect to cancel the prescription portion of my retiree Medical coverage because I have enrolled in a Medicare Part D Prescription Benefit Plan.  I do wish to continue with the medical (non-prescription) portion of my Retiree Medical coverage.   I understand that upon canceling my UA retiree prescription benefit my monthly Medical premiums will not decrease.  I understand that if I am canceling my UA retiree prescription benefit during the initial Medicare Part D enrollment period (11/15/2005 through 5/15/2006) that I may be given a one-time opportunity during the Fall 2006 UA Medical Election Period to re-enroll in the UA’s retiree prescription plan.
· Cancel Retiree Medical:  I elect to cancel my Retiree Medical coverage.  I understand that this is an irrevocable decision and that I will not be able to re-enroll for medical coverage at a later date.

· Cancel Retiree Dental:  I elect to cancel my Retiree Dental coverage.  I understand that this is an irrevocable decision and that I will not be able to re-enroll for dental coverage at a later date.


· Cancel Retiree Life:    I elect to cancel my Retiree Life Insurance Plan.   I understand that this is an irrevocable decision and that I will not be able to re-enroll for life insurance at a later date.   
	
	
	

	Retiree Signature
	
	Date
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