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MEMBERSHIP CANCELLATION FORM 

 

 

1. CURRENT PRIMARY MEMBER INFORMATION PLEASE PRINT 
 

First Name _____________________________  MI _____  Last Name_________________________________ 

 

Address ___________________________________________________________________________________ 

 

City _____________________________________ State __________ Zip ______________ Birthdate ___________ 

 

Phone_______________________________________ Email_________________________________________________ 

 

2.  PLEASE TELL US YOUR REASON FOR CANCELLING 
 

o Change to your insurance 

o Financial 

o Moved 

o Personal preference 

o Care issue (Please provide details so we can improve.) _______________________________________ 

_______________________________________________________________________________________ 

o Other _______________________________________________________________________________ 

 

Additional Comments:_______________________________________________________________________ 

 

3. BILLING INFORMATION AND SIGNATURE 
 

Per The Manette Clinic’s signed Patient Agreement, a 30-day notice is required to cancel the account.  In order 

to not be charged for an additional month, the cancellation notice must be signed and received by the 15th of 

the previous month.  If the cancellation notice is received after the 15th of the previous month, then you will 

be charged for an additional month. 
 

 Cancellation Takes Effect the Last Day of the Month _______/_______/_______ 
 

 

4. SIGNATURE_________________________________________  DATE___________________ 

 

 For Office Use Only 

Date received ______/______/______                Date of final payment______/______/______ 

 

  Final date of membership ______/______/______                            Staff initials __________ 

http://www.themanetteclinic.com/

