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360 E. Second Street, 2nd Floor 
Los Angeles, CA  90012-4207 

(800) 779-8328 
TDD (888) 349-3996 

www.LACERS.org 
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MMEEDDIICCAALL//DDEENNTTAALL  PPLLAANN  CCAANNCCEELLLLAATTIIOONN  FFOORRMM  
Please print all information 

 
Subscriber Last Name First Name Middle Initial 

Social Security # Gender (check one) 
  M             F 

Retirement Date Cancellation Effective Month 

Mailing Address 
c/o Trustee P.O. Box 

Street Apt./Suite # 

City State Zip Code 

Personal E-mail 8 am-5 pm Phone # 

 

PPLLEEAASSEE  CCAANNCCEELL  MMYY  LLAACCEERRSS  RREETTIIRREEDD  MMEEDDIICCAALL//DDEENNTTAALL  
PPLLAANNSS  AASS  IINNDDIICCAATTEEDD  BBEELLOOWW  

Please check the box next to the medical/dental plan you are cancelling 

MEDICAL PLANS DUAL CARE HMO MEDICAL PLANS 
  Anthem Blue Cross PPO/Medicare Supplement   SCAN/Anthem Blue Cross HMO – CA 
  Anthem Blue Cross HMO – CA   SecureHorizons/Anthem Blue Cross HMO – CA 
  Kaiser Permanente/Senior Advantage – CA   
  SCAN:  (check one)   CA          AZ  DENTAL PLANS 
  SecureHorizons – CA   MetLife 
  SecureHorizons:  (check one)   AZ          NV   SafeGuard 

Consolidated Omnibus Budget Reconciliation Act (COBRA) 
 My covered dependent(s) and I are covered by another medical and/or dental plan; therefore, I 

do NOT want COBRA continuation. 
 
 
 
Signature:  Date:  
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