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INDIVIDUAL/FAMILY CANCEL FORM 
Cancellation and Termination of Coverage for 

Entire Contract, including All Covered Dependents 
 

 
Instructions:  Please check the appropriate box and answer any questions.  If you need assistance, please call the customer 
For prompt consideration, all cancel requests must include the contract   service number located on your ID card. 
holder’s signature. 
 

 
CONTRACT HOLDER’S IDENTIFICATION NUMBER ________________________  GROUP NUMBER(S) _____________________  
 
CONTRACT HOLDER’S NAME__________________________________________ DATE OF BIRTH _________________________  
       mm/dd/yyyy 
EMAIL ADDRESS _____________________________________________________________________________________________  

 ____________________________________________________________________________________________________________________________________________________________________________________________________________  
 

Cancel coverage for Contract Holder and all covered dependents (please check all that apply): 

□ Health Coverage     □ Dental Coverage     □ Vision Coverage 

FUTURE FIRST OF THE MONTH REQUESTED TERMINATION DATE _______________________________________ 
                                                                                                                                                                           mm/yyyy 

Reason: □ Medicare   □ Other Insurance   □ Active Duty Military   □ Divorce   □ Death   □ Other ________________ 
 

NOTE: If you have coverage purchased through MNsure, you must contact MNsure to terminate the coverage. 
 _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  

My signature on this Cancellation Form indicates that I am the Contract Holder and am authorized to cancel this 
coverage. I have read and fully understand the following statements when requesting cancellation of the listed 
individual contract with Blue Cross and Blue Shield of Minnesota and/or Blue Plus (Blue Cross). I understand that 
the request for cancellation will cancel the entire contract, including all covered dependents, if applicable.  
 

I acknowledge that the coverage will be canceled on the first day of the month following receipt of this cancellation 
request unless a different termination date is required by law or regulation, a future effective date is selected above, 
or unless Premium is owed. If Premium is owed, Contract termination will be effective the first day of the month 
following the conclusion of the last period for which Premium was paid. In the instance of death, coverage will be 
cancelled effective at 12:01 a.m. the following day. 
 

I understand and acknowledge that in cancelling the dental and/or vision plan coverage, I and/or any covered 
dependents will be unable to re-enroll in a Blue Cross dental and/or vision plan for three years from the date the 
coverage is cancelled, and will be subject to any applicable waiting periods before contract benefits become 
available. 
 

If premium payments are made through automatic withdrawal, I understand and acknowledge that if this 
cancellation request is submitted within fifteen (15) days of my next payment, the next payment may occur and  
I will subsequently be reimbursed for any premium overpayment. Claims for services incurred after the date of 
cancellation will not be covered. If this form is completed as an electronic form, both parties agree to conduct this 
transaction electronically. 
 
PRINT NAME  _____________________________________________________________________________________  
 

CONTRACT HOLDER’S SIGNATURE X ____________________________________________ DATE ________________  
  mm/dd/yyyy 

PARENT/LEGAL GUARDIAN OR GUARANTOR’S SIGNATURE X __________________________ DATE ____________________ 
     mm/dd/yyyy 

□ Home telephone number (non-mobile) (_____) _____________   □ Work telephone number (_____) _____________ 

□ Mobile telephone number (_____) _____________ 
 

Send to:  Blue Cross and Blue Shield of Minnesota, P.O. Box 64024, St. Paul, Minnesota  55164-0024 
Fax to: 651-662-6439   Email to: Incoming.Service.Center@bluecrossmn.com 
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