Retroactive Enrollment/Disenrollment/PBP Request
Coversheet (Explanation for Retroactive Action)

Date:

Plan & Point of Contact Information:
Request for: (Enrollment/Disenrollment/PBP/Reinstatement) 
	Beneficiary Name:                                                   HIC #: 



	POA or Legal Representative Information (if applicable):    



	Plan Number:

PBP Number:

	Plan Type:
Election Period:


	Effective Date of Retroactive Action:

Application Receipt Date:       



	Reason for Request:


	Supporting Documentation (Refer to CMS Memo dated 02/24/2009, Instructions for Submitting Retroactive Enrollment & Disenrollment Activity for guidance on Documentation Requirements):

	· Signed & Dated Enrollment Request 
· Disenrollment Request
· Reinstatement Request

· Beneficiary letters/records of contact 
· Continue To Use Letter (for Reinstatements
	· POA (if applicable)
· Other:__________________________
· Other:__________________________        
(ONLY provide additional documentation if requested by CMS or necessary for reviewing unusual cases that are not supported by the documentation listed in the CMS Retro SOP.)
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	Send To:

Retroactive Processing Contractor

IntegriGuard MMC Enrollments

2121 North 117 Avenue, Suite 200

Omaha, NE 68164
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