MEDICAID HOSPICE REVOCATION FORM

EFFECTIVE DATE OF REVOCATION:

APPLICABLE BENEFIT PERIOD:

FIRST 90 DAYS SECOND 90 DAYS ( ) PERIOD OF 60 DAYS
RECIPIENT INFORMATION:
NAME: LAST FIRST SOCIAL SECURITY NUMBER:
MEDICAID ID NUMBER: MEDICARE NUMBER:

HOSPICE PROVIDER INFORMATION:

NAME OF HOSPICE: NPI Number:

MEDICAID PROVIDER NUMBER:
HSP__

SIGNATURE OF AUTHORIZED HOSPICE AGENCY HOSPICE PHONE NUMBER:

REPRESENTATIVE:

REVOCATION STATEMENT:

The South Carolina Medicaid Hospice Services Program has been explained to me. | have
been given the opportunity to discuss the services, benefits, requirements and limitation of
the program and the terms of the revocation of these services.

| understand that by signing the revocation statement that, if eligible, | will resume Medicaid
coverage of benefits waived when hospice care was elected.

| will forfeit all hospice coverage days remaining in this benefit period.

I may at any time elect to receive hospice coverage for any other hospice benefit period for
which | am eligible.

SIGNATURE OF RECIPIENT OR RECIPIENT REPRESENTATIVE DATE OF SIGNATURE:

DHHS FORM 153 (10/95) (REVISED 06/08) This form must be forwarded to the SCDHHS Medicaid Hospice
Program within five (5) working days of the effective date of the revocation.




