MI CARE TEAM BENEFICIARY ENROLLMENT/DISENROLLMENT
Michigan Department of Health and Human Services



Directions: Type or print all requested information, except signatures. Beneficiaries must complete the enrollment form and sign a Consent to Share Behavioral Health Information for Care Coordination Purposes (DCH-3927) form to enroll in and receive the MI Care Team benefit. Signed enrollment and consent forms must be collected and stored in the beneficiary’s health record with the MI Care Team health home.

Beneficiary Information
	Medicaid ID No. (mihealth card)
	Date of Birth
	Home Phone
	Other Phone

	[bookmark: MedicaidID][bookmark: _GoBack]     
	     
	   -   -    
	   -   -    

	Beneficiary Name (first, middle, last)

	[bookmark: BeneficiaryName]     

	Beneficiary Home Address (number and street, apartment no.)
	City
	State
	ZIP Code

	     
	     
	  
	     






MI Care Team is an additional healthcare benefit that is being offered to you.


By enrolling in the MI Care Team, I agree to:

· Use the MI Care Team location as my primary care provider. 
· Participate in treatments, appointments, referrals, or other services. 
· Keep my contact information up to date. 
· Give my consent for the MI Care Team to share my medical information with all my healthcare providers. 


By signing this form, I understand that:

· Enrollment in the MI Care Team is voluntary and I can disenroll at any time.
· My eligibility for other services will not be impacted if I chose not to enroll.
· My health care benefits will not change if I enroll, including my appeal rights. I will have to change my primary care provider if my current primary care provider is not a MI Care Team provider. If I need help making this change, MI Care Team will help me contact my health plan.
· There are no additional costs for enrolling in the MI Care Team.
· I may be disenrolled from the MI Care Team if I do not participate in the services provided by the MI Care Team.
· I may request re-enrollment into the MI Care Team at any time.
· I can find more information about the MI Care Team in the MI Care Team brochure.



I read this form, or had it read to me in a language I understand. I had my questions answered.
	Beneficiary Name (print)
	Date Signed

	
	

	Beneficiary or Legal Representative Signature
	Legal Representative Name (if applicable - print)

	
	

	Type of Legal Representative Authority (if applicable)

	





	Medicaid ID No. (mihealth card)
	Beneficiary Name (first, middle, last)

	     
	     



DISENROLLMENT

Active Disenrollment


Written Disenrollment: I no longer wish to be in the MI Care Team program. I may request re-enrollment at any time.

	Beneficiary Name (print)
	Date Signed

	
	

	Beneficiary or Legal Representative Signature
	Legal Representative Name (if applicable - print)

	
	

	Type of Legal Representative Authority (if applicable)

	




Verbal Disenrollment: This enrollment was verbally withdrawn.

	Person Receiving Verbal Disenrollment (print and sign)
	Date of Verbal Disenrollment

	
	




Passive Disenrollment

	Beneficiary is disenrolled due to (check one):

	[bookmark: Check1]|_| Death

	|_| Moved out of eligible region (See WSA for contact attempts)

	|_| Nonparticipation (See WSA for contact attempts)

	Person Disenrolling the Beneficiary (print and sign)
	Date of Passive Disenrollment

	
	


























	The Michigan Department of Health and Human Services does not discriminate against any individual or group because of race, religion, age, national origin, color, height, weight, marital status, genetic information, sex, sexual orientation, gender identity or expression, political beliefs, or disability.

	AUTHORITY:  Section 1945 of the Social Security Act	 COMPLETION:  Is voluntary, but required if MI Care Team services are desired.
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