TRICARE Pacific Prime Disenrollment Form


Okinawa, Japan





Sponsor: Please complete all information on this form and submit to the TRICARE Service Center at the U.S. Naval Hospital.





NAME: _____________________________________ SSN:__________________ DOB: ________________ SEX: M/F


    LAST,                  FIRST                MI                                                                     DAY/MO/YR





BRANCH OF SERVICE:       USA      USN       USCG         USMC      USAF





STATION/UNIT: ____________________________  DUTY PHONE: _______________  HOME PHONE: ______________





PSC MAILING ADDRESS: ___________________________________________





Family Members to be Disenrolled


NAME      (LAST, FIRST, MI)�
SEX�
DOB�
FMP*�
PCM CURRENTLY ENROLLED TO**�
Disenrollment date requested�
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* FMP CODES: 	30 - 1st Spouse		01 - Oldest Child		03 - 3rd Oldest Child


  		  			31 - 2nd Spouse 		02 - 2nd Oldest Child  	04 - 4th Oldest Child





** Primary Care Manager (PCM) Choice:





KFM - Kadena Family Medicine 			NF - USNH (Camp Lester)  Family Medicine


KAM - Kadena Aerospace Medicine		NP - USNH (Camp Lester) Pediatrics


CKF - Camp Kinser Family Medicine		BF - Bush (Camp Courtney) Family Medicine


EF - Evans (Camp Foster) Family Medicine		NIM - USNH (Camp Lester)  Internal Medicine


	     						 	


REASON FOR DISENROLLING ___________________________________________________________________________


________________________________________________________________________________________________________


________________________________________________________________________________________________________





PLEASE INITIAL EACH STATEMENT BELOW, THEN SIGN AND DATE THE DISENROLLMENT FORM:





_________ I understand I am disenrolling  Family Member(s) from TRICARE Pacific Prime.


_________ I understand by disenrolling from TRICARE Prime, Family Member(s) will automatically revert to TRICARE Standard.


_________ I hereby certify that the information provided on this document is true and complete.





___________________________________________________                               _______________________________


                            Signature of Sponsor or Spouse                                                                                 Date 





PRIVACY ACT STATEMENT


           


Authority:  Title 10 USC Sec 1095 and 1099; EO 9397 


Routine Use(s): The information on this form will be used for disenrollment from TRICARE Prime in the CHCS Database.  Disclosure:  Voluntary, however, failure to provide complete and accurate information may result in delaying your disenrollment request and could provide higher costs to you under the Point of  Service Option should you seek civilian health care.





FOR TRICARE USE ONLY:


TRICARE Prime Enrollment Date: __________________________________________
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U. S. NAVAL HOSPITAL OKINAWA


					PSC 482


					FPO AP 96362-1600


					ATTN: TRICARE ENROLLMENT


(Rev. 26 February 1999)











