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Request to end fhiap subsidy

Please end the FHIAP subsidy for the following family members. 
Please make any needed corrections.

	Name
	Social Security number

	     
	     

	     
	     

	     
	     

	     
	     


	Print your name:

     
	I want the FHIAP subsidy to end on (date):

     

	Sign your name:

     
	Date:

     


	Questions?

Call FHIAP toll free
888-564-9669
Se habla español
	Please mail or fax this form to:

FHIAP Attn: MAS Unit
P.O. Box 5880
Salem, OR 97304-0880
Toll-free fax: 866-843-8936
E-mail: mas.fhiap@state.or.us


Reason for Leaving FHIAP

Please check the reason that best fits your situation, or write a note.

	 FORMCHECKBOX 

	Moving to OHP
	 FORMCHECKBOX 

	Pregnant and moving to OHP

	 FORMCHECKBOX 

	Cannot afford my share of premium and/or other costs
	 FORMCHECKBOX 

	Death

	 FORMCHECKBOX 

	Medicare-eligible
	 FORMCHECKBOX 

	Moving out of state

	 FORMCHECKBOX 

	Other:      


	FHIAP reservation number:
	     


442-111-FHIAP (1/11)
