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Policy Termination Form

A MEMBER INFORMATION

Note: This section must be completed.

First name: Middle inital: Last name:

Member ID number: Birthdate (mm/dd/yyyy):

Street Address:

City: State: ZIP:

B REQUEST TO TERMINATE POLICY
Reason for termination

 Enrolled in a plan offered by my employer

 Enrolled in another individual plan through another insurance carrier

 Eligible for and enrolled in a Medicare plan

 No longer an eligible dependent

 Premium is too expensive / unable to continue to afford premiums

 Dissatisfaction with coverage, explain:__________________________________________________

 Death, please indicate date of death: ___ / ___ / _____

 Enrolled in a parent or spouse's plan

 Moved out of state / country

 Enrolled in another individual plan through Medica
Requested termination date

You can terminate your coverage at the end of any month (future dates only) or on the date of death.
I'm requesting my coverage terminate on: ___ / ___ / ____

Note: If you're signed up for the automatic payments from your bank account (ACH), please request termination by the 20th 
of the month. This will prevent an ACH withdrawal for the following month.

Complete and return this form to terminate (cancel) your Medica Individual and Family Health plan policy.
Please PRINT CLEARLY in blue or black ink.

Return completed form to:
Medica
CW195IFB
PO Box 9310 
Minneapolis, MN 55440-9310

Or fax it to:
952-992-2511
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F AUTHORIZATION AND REPRESENTATION
TO BE SIGNED BY SUBSCRIBER

I understand and agree that signing this form will terminate my Medica policy effective the date indicated on this form.

Signature of subscriber:

X __________________________________________

Date:

Please provide signature below if subscriber is under age 18:

Signature of parent or legal guardian:

X __________________________________________

Date:

FOR OFFICE USE ONLY
Date received: Policy termination date:

MEDICA PRIVACY NOTICE

Medica takes its responsibility of protecting your personal information seriously. Where possible, Medica de-identifies or 
encrypts personal information. We use and disclose personal information only to the extent necessary to conduct treatment, 
payment and health care operations, or to comply with legal, regulatory or accreditation requirements.

Medica and its business associates obtain, maintain, use and share personal information to carry out certain routine activities.
Routine activities include: (i) treatment-related activities, such as referring you to a doctor or other provider; (ii) payment-
related activities, such as paying a claim for medical services rendered; and (iii) health care operations, such as professional 
peer review.

The law also gives you rights to access, copy, and amend your personal information. You have the right to request restrictions 
on certain uses and disclosures of your personal information. You also have the right to obtain information about how and 
when your personal information has been used and disclosed.

Medica’s full Privacy Notice is available upon request by calling 1-888-592-8211 (TTY: 711) or by going to Medica.com.
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