
COVERAGE CANCELLATION

LAST DATE OF EMPLOYMENT

SPOUSE’S NAME

X

X

RELATIONSHIP Products:	q Medical    q Dental    q Vision
q Voluntary Spouse Life

Products:	q Medical    q Dental    q Vision

Products:	q Medical    q Dental    q Vision

Products:	q Medical    q Dental    q Vision

DEPENDENT’S NAME RELATIONSHIP

DEPENDENT’S NAME RELATIONSHIP

DEPENDENT’S NAME

EMPLOYEE SIGNATURE

SIGNATURE OF AUTHORIZED REPRESENTATIVE OF THE GROUP

DATE

DATE

RELATIONSHIP

q Cancel/Terminate Entire Contract (all BCBSLA, HMO LA, SNL and EQUITABLE**** products will be cancelled)
q Cancel/Terminate EMPLOYEE PRODUCT(S) (select which BCBSLA, HMO LA, SNL and/or EQUITABLE**** products below to be cancelled)

q Medical q **Group Term Life/AD&D q ***Voluntary Group Term Life/AD&D q Voluntary Short Term Disability
q Dental q Dependent Life only q Voluntary Spouse Life only q Voluntary Long Term Disability
q Vision q Short Term Disability only q Voluntary Child Life only q Voluntary High Limit AD&D

q Cancel/Terminate DEPENDENT(S) (complete the next section)

PLEASE CHECK ALL THAT APPLY:

COMPLETE THE FOLLOWING SECTION FOR CANCELLATION OF DEPENDENT COVERAGE:

*Disability Termination is the Last Date of Employment

LAST DATE OF COVERAGEDATE OF DEATH REASON FOR CANCELLATION

GROUP NAME

EMPLOYEE’S NAME

EMPLOYEE’S ADDRESS

GROUP NUMBER

CONTRACT NUMBER

SOCIAL SECURITY NUMBER

  **Terminating Group Term Life/AD&D will automatically terminate Dependent Life	
  ***Terminating Voluntary Group Term Life/AD&D will automatically terminate Voluntary Spouse Life and Voluntary Child Life

By submitting a request to cancel any individual’s coverage on this form, the Group/Employer/Company states:

• That neither the Member nor his/her dependent being cancelled has made payment towards the cost of premiums for any period beyond the
date the group is requesting the coverage to be terminated.  Excepted are employee contributions towards the cost of family coverage when
termination of a dependent does not affect the total cost of the employee premium for a period after the date the cancellation is being requested.

• That no information was provided or representation made to the member or his/her dependent being cancelled that would create an expectation
that the individual’s coverage would continue beyond the date of the requested coverage termination, except for legally required disclosures
regarding rights to COBRA or other mandated form of continuation coverage.

The group understands that both of these statements have to be met in order to cancel any individual’s coverage pursuant to the Patient Protection 
and Affordable Care Act’s (PPACA) prohibition on rescissions, and agrees to hold the health insurer harmless for any consequence related, directly 
or indirectly, to the falsity or inaccuracy of any of these statements.  The group further understands that an individual may have a right to contest the 
cancellation of his/her coverage under the law, and that cancellations of coverage determined to have been made against the law under an internal 
and/or external review procedure, or order from an administrative agency or court, may require the reinstatement of the individual’s coverage or the 
modification of the individual’s cancellation date.  In such event, the group will be responsible to pay the corresponding premiums for the individual’s 
coverage, along with any other indemnifications, fines, penalties or other legal remedies, including attorney fees and costs, in which might have been 
incurred by or imposed upon the health insurer under that procedure.

Please fax this form to (225) 298-2988 or mail to:	 Blue Cross and Blue Shield of Louisiana
Attention: Membership and Billing Department
P. O. Box 98029
Baton Rouge, LA 70898-9029

****All group life and disability income insurance products referenced as an “Equitable” product shown on this enrollment form are issued exclusively by Equitable Financial Life 		
Insurance Company of America (Equitable America), an Arizona stock corporation with its main administrative office in Jersey City, NJ. This is not a Blue Cross and Blue Shield of 
Louisiana product. Equitable America is solely responsible for its insurance and claims-paying obligations.

23XX3160 R06/20	 Blue Cross and Blue Shield of Louisiana incorporated as Louisiana Health Service & Indemnity Company.  HMO Louisiana, Inc. and Southern National Life Insurance 
Company, Inc. are subsidiaries of Blue Cross and Blue Shield of Louisiana.  All three companies are independent licensees of the Blue Cross and Blue Shield Association.
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   Blue Cross and Blue Shield of Louisiana is incorporated as Louisiana Health Service & Indemnity Company. HMO Louisiana, Inc., and Southern National Life Insurance Company, Inc.,  
are subsidiaries of Blue Cross and Blue Shield of Louisiana. All three companies are independent licensees of the Blue Cross and Blue Shield Association.

Nondiscrimination Notice
Discrimination is Against the Law

Blue Cross and Blue Shield of Louisiana and its subsidiaries, HMO Louisiana, Inc. and Southern National Life 
Insurance Company, Inc., does not exclude people or treat them differently on the basis of race, color, national 
origin, age, disability or sex in its health programs or activities.

Blue Cross and Blue Shield of Louisiana and its subsidiaries:  

• Provide free aids and services to people with disabilities to communicate effectively with us, such as: 
	 – Qualified sign language interpreters 
	 – Written information in other formats (audio, accessible electronic formats)
• Provide free language services to people whose primary language is not English, such as: 
	 – Qualified interpreters 
	 – Information written in other languages

If you need these services, you can call the Customer Service number on the back of your ID card or email 
MeaningfulAccessLanguageTranslation@bcbsla.com.  If you are hearing impaired call 1-800-711-5519 (TTY 711). 

If you believe that Blue Cross, one of its subsidiaries or your employer-insured health plan has failed to provide 
these services or discriminated in another way on the basis of race, color, national origin, age, disability or sex, you 
have the right to take the following steps; 

1. �If you are fully insured through Blue Cross, file a grievance with Blue Cross by mail, fax, or email.  
 
	 Section 1557 Coordinator 				     
	 P. O. Box 98012 			    
	 Baton Rouge, LA 70898-9012 	  
	 225-298-7238  or 1-800-711-5519 (TTY 711) 	

	 Fax: 225-298-7240	
	 Email: Section1557Coordinator@bcbsla.com			 

 2.  �If your employer owns your health plan and Blue Cross administers the plan, contact your employer  
or your company’s Human Resources Department.  To determine if your plan is fully insured by Blue  
Cross or owned by your employer, go to www.bcbsla.com/checkmyplan.

Whether Blue Cross or your employer owns your plan, you can file a civil rights complaint with the U.S. 
Department of Health and Human Services, Office for Civil Rights by mail or phone at: 

    	 U.S. Department of Health and Human Services 
    	 200 Independence Avenue, SW 
    	 Room 509F, HHH Building 
    	 Washington, D.C. 20201 
    	 1-800-368-1019, 800-537-7697 (TDD) 

	 Or

	 Electronically through the Office for Civil Rights Complaint Portal, available at  
	 https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.  Complaint forms are available at  
	 http://www.hhs.gov/ocr/office/file/index.html.

01MK6445 9/16

Blue Cross and Blue Shield of Louisiana
HMO Louisiana  
Southern National Life
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