
       
OKLAHOMA STATE AND EDUCATION EMPLOYEES GROUP INSURANCE BOARD 
 

He lthChoice 
 
 

 
Dear Member: 
 
Attached is the HealthChoice disenrollment form you requested.  If you would like to disenroll 
from HealthChoice, please fill out the form, sign it, and send it back to us in the enclosed 
envelope.  You can also fax a signed and dated form to us at (405) 717-8939. 
 
The Centers for Medicare & Medicaid Services, the federal agency that runs the Medicare 
program, will only allow you to disenroll at certain times during the year.  After we receive your 
disenrollment form, HealthChoice will let you know if you can disenroll at this time.  If you can 
disenroll, we will also tell you the effective date of your disenrollment. 
 
Until your disenrollment date, you should keep using HealthChoice network pharmacies to fill 
your prescriptions.  If you use a non-network pharmacy and there is not an emergency, 
HealthChoice may not pay for your prescriptions.  After your disenrollment date, HealthChoice 
will not cover any prescription drugs you receive. 
 
By disenrolling from HealthChoice, you are disenrolling from your Medicare prescription drug 
coverage along with your health coverage.  If you do not enroll in another Medicare Prescription 
Drug Plan (or a Medicare Advantage Plan with prescription drug coverage) at this time, you may 
have to pay a penalty in addition to your premium for Medicare prescription drug coverage in the 
future.  
 
Please note:  As an employer group PDP, Oklahoma State and Education Employees 
Group Insurance Board (OSEEGIB) will continue to enforce its business rules.  You should 
be aware of the consequences of disenrolling from HealthChoice at any time other than 
Option Period.  Since OSEEGIB does not allow mid-year carrier changes, if you disenroll 
from HealthChoice mid-year you may not enroll in another MA-PD or health plan through 
OSEEGIB at that time.  In addition, once you discontinue coverage through OSEEGIB you 
may not re-enroll through OSEEGIB at a later date and you may be forfeiting the 
contribution paid by your retirement system for your health insurance. 
 
For information about the Medicare Plans available in your area, call Medicare at  
1-800-Medicare (1-800-633-4227), 24 hours per day, 7 days per week.  TTY/TDD users should 
call 1-877-486-2048. 
 
If you have any questions, please contact customer service at (800) 752-9475, Monday through 
Friday, 8:00 AM to 5:00 PM, Monday through Friday. TTY/TDD users should call  
(866)447-0436.  
 
Thank you. 
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Oklahoma State & Education Employees Group Insurance Board 

HEALTHCHOICE EMPLOYER PDP MEDICARE SUPPLEMENT 
WITH PRESCRIPTION DRUG PLAN  

DISENROLLMENT FORM 
 
 

Please carefully read and complete all information below before signing and dating this disenrollment 
form.  We will notify you of your effective date after we have received this form. 
 

 
 
 
   Member SSN or Member ID # _____________________________________  

Member Name  
First Name  M. I.  Last Name 

Mailing Address  
Street 

         

 City State Zip Code 
    
   Home Telephone #    (        )                                                               . 

 
 Person Disenrolling (if different from member) _______________________________________________________ 

   First Name  M. I.  Last Name 
    
By completing this disenrollment request, I agree to the following: 

I understand that until my disenrollment is effective, I must continue to fill my prescriptions at HealthChoice network 
pharmacies in order to receive my prescription benefit.  HealthChoice will notify me of my disenrollment date after they 
receive this form. 
 
I understand that there are limited times in which I will be eligible to join another Medicare Advantage or Medicare 
prescription drug plan, unless I qualify for a special circumstance. 
 
I understand that I am disenrolling from my HealthChoice health coverage that includes a Medicare Prescription Drug Plan 
and if I do not enroll in another Medicare Prescription Drug Plan or a Medicare Advantage with a Prescription Drug Plan at 
this time, or have other coverage as good as Medicare, I may have to pay a penalty for this coverage in the future.   
 
I understand that once coverage is terminated, I will not be able to enroll in HealthChoice (or any other plan offered 
through the Oklahoma State and Education Employees Group Insurance Board) in the future. 

Requested Disenrollment Date: ________________  
 
Member’s Signature __________________________________    Date: ____________ 
 

Signature of 
Person Disenrolling ___________________________________    Date: ____________ 
 
 

Oklahoma State and Education Employees Group Insurance Board 
3545 NW 58th, Suite 110 Oklahoma City OK 73112 

1-405-717-8780 or 1-800-752-9475 or TDD 1-405-949-2281 or 1-866-447-0436 

MEMBER INFORMATION 




